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Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 

When  it’s  mandatory  to  keep  the  post- 
coronary patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.i.d.  to  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 

Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must  he  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
trequency  and/  or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 

Geriatric  or  debilitated  patients-.  2 to 
IVz  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  IVz  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 
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In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  ytour  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 
T0t3Cllllll(ampicillin  trihydrate) 
PyOpGll(disodium  carbenicillin) 
Bactocill  (sodium  oxacillin) 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals  ccD 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./  5 cc.  and  250  mg./  5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injenion  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injeaion  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 
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To  the  Editor: 


To  the  Editor: 

The  validity  of  acupuncture  anesthesia  for 
surgical  procedures  in  Red  China  has  now  been 
verified  by  the  personal  witness  of  two  groups 
of  medical  doctors  from  the  United  States.  Some 
of  us  are  now  interested  in  investigating  this  form 
of  surgical  anesthesia. 

There  is  in  Denver  a man  who  says  he  is  a 
Chinese  medical  doctor  but  is  not  licensed  to  prac- 
tice medicine  anywhere  in  the  United  States.  He 
says  that  he  travels  around  the  country  giving 
seminars  to  MD’s,  DO’s,  and  chiropractors  on  the 
use  of  acupuncture  therapy.  He  further  says  that 
he  has  never  had  experience  with  the  use  of  acu- 
puncture anesthesia  for  surgery.  He  recently  gave 
a talk  in  Denver  on  acupuncture  therapy  to  a lay 
audience  at  a department  store.  He  advised  people 
to  go  to  a licensed  MD,  DO,  or  chiropractor  trained 
in  acupuncture  therapy.  He  took  the  names  of  in- 
terested people  and  promised  to  send  them  a list 
of  such  practitioners.  He  would  not  be  specific 
about  the  diagnoses  that  can  be  treated  by  acu- 
puncture. He  did  suggest  that  it  would  help  people 
in  the  audience  who  asked  him  specifically  about 
their  problems  including  multiple  sclerosis,  arthri- 
tis, and  mental  illness.  He  was  emphatic  that  acu- 
puncture therapy  was  good  treatment  in  mental 
illness. 

Pain  is  the  main  symptom  that  brings  patients 
to  us.  Cancer  should  always  be  ruled  out  as  indi- 
cated by  the  history,  physical  exam,  and  special 
studies.  Chiropractors  are  not  trained  to  diagnose 
internal  malignancy.  I humbly  suggest  that  it  is 
dangerous  for  this  man  to  guide  patients  with  pain 
to  chiropractors  as  their  first  doctor  visit.  Acu- 
puncture may  relieve  their  pain.  This  may  allow 
malignancies  to  reach  untreatable  proportions  be- 
fore these  misguided  patients  reach  us.  What  this 
man  told  the  public  is  clear  cut.  His  opinion  must 
be  censured  by  the  medical  profession. 

It  may  be  that  this  man  has  valuable  things 
to  teach  us.  However,  his  attitude  is  anti-research 
and  pro-immediate  practice  of  acupuncture  ther- 
apy. Clearly  this  is  the  wrong  approach.  At  this 
time,  we  as  medical  doctors  are  not  justified  in 
sending  a patient  for  acupuncture  therapy  as  a 
first  line  approach  to  pain. 

John  R.  Tkach,  MD 

Denver,  Colorado 


After  reading  the  editorial  “A  Euthanasia  So- 
ciety” in  the  November  issue  of  the  Rocky  Moun- 
tain Medical  Journal,  I feel  compelled  to  comply 
with  your  request  for  suggestions. 

The  editorial  itself  is  a fascinating  one,  indeed. 
I suppose  that  I,  as  have  most  physicians,  always 
had  an  almost  immediate  mental  block  toward 
euthanasia  once  the  subject  is  even  mentioned. 
However,  the  presentation  of  such  a subject  in  the 
context  of  your  editorial  makes  it  a very  thought 
provoking  subject,  indeed. 

Certainly,  the  subject  is  an  important  one,  it 
is  of  current  interest,  and  the  environment  of  the 
public  is  far  more  receptive  to  discussion  of  this 
particular  topic  than  it  has  ever  been  in  the  past. 
Certainly,  we,  as  the  medical  profession,  are  far 
better  off  facing  a subject  such  as  this  head  on 
and  entering  into  intelligent  discussions  of  all  of 
its  vagaries  than  we  are  if  we  act  like  the  pro- 
verbial ostrich  and  stick  our  heads  in  the  sand 
whenever  we  hear  the  subject  mentioned.  More 
power  to  Doctor  Henry  and  his  Society. 

W.  Gerald  Rainer,  MD 


‘'My  secret'? 

For  heartburn  I always 
use  ‘Dicarhosil’.” 


Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 
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QUALITY  CONTROL  M^RK 


. . . KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS]  Division  of  ICI  America  Inc.  j Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  (Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


Hair  styles  come  and  go, 

but  Selsun*  ^(SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2V2%,  w/v  in  aqueous  suspension:  also  contains: 
bentonite,  alkyl  aryl  sulfonate,  sodium  phosphate,  glyceryl 
monoricinoleate,  citric  acid  and  perfume  301411  LniaJ 


LETTER  AND 

(Sodium  Levothyroxine,  Armour)  Tablets  14 

SYNTHROID 

(Sodium  Levothyroxine) 

ARE  BOTH  SODIUM 
LEVOTHYROXINE. 

But  there  is  one  big  difference . , , 

THE  PRICE  OF  LETTER 
HAS  BEEN  CUT  BY  30%. 
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Other  fine  thVroid  products 
Armour  Thyroid; 

The  “standard”  in  desiccated  thyroid, 
Thyrolar®: 

(Liotrix,  Armour)  Tablets 
the  complete  synthetic  Ta  + T4 


Armour  Pharmaceutical  Company 
Phoenix,  Arizona  85077 


Letter®  offers  you 
unmatched  economy 
and  Armour  quality. 


MEDICAL 
SCHOOL  NOTES 


University  of  Colorado  School  of  Medicine 

The  Robert  Wood  Johnson  Foundation  of 
Princeton,  New  Jersey  has  granted  the  University 
of  Colorado  Medical  Center  $588,000  for  the  estab- 
lishment of  a National  Center  for  the  Prevention 
and  Treatment  of  Child  Abuse  and  Neglect,  a 
health  and  social  problem  involving  an  estimated 
60,000  children  annually  in  the  United  States.  The 
new  Center  will  build  upon  the  work  of  Dr.  C. 
Henry  Kempe,  chairman  of  the  Department  of 
Pediatrics,  and  his  child  protection  team,  which 
includes  pediatricians,  psychiatrists,  public  health 
nurses,  and  social  workers. 

By  concentrating  on  rehabilitating  the  involved 
parents,  the  team  has  enabled  80  per  cent  of  the 
children  in  more  than  500  cases  to  return  to  their 
families  without  recurrence  of  abuse.  The  Center’s 
educational,  consulting,  and  research  functions 
will  be  directed  toward  this  goal. 

University  of  Nevada 
School  of  Medical  Sciences 

The  University  of  Nevada,  Reno  was  granted 
$1,051,000  by  the  Robert  Wood  Johnson  Foundation 
of  Princeton,  New  Jersey  to  support  a pioneering 
program  of  clinical  education  in  the  use  of  teams 
of  medical  personnel  for  providing  family-cen- 
tered health  care.  The  grant  will  enable  the  Uni- 
versity to  develop  a nine-member  faculty  team 
that  will  include  a physician,  nurse,  medical  tech- 
nologist, community  health  specialist,  clinical  psy- 
chologist, social  worker,  nutritionist,  physical 
therapist,  and  health  educator.  The  team  will  have 
the  dual  role  of  teaching  students  enrolled  in  the 
final  two  years  of  the  University’s  Health  Sciences 
Program  and  delivering  health  care  within  a com- 
munity setting. 

Students  enrolled  in  the  Health  Sciences  Pro- 
gram share  a common  curriculum  the  first  two 
years  while  the  last  two  years  are  devoted  to  the 
student’s  major.  The  University  is  thus  directing  its 
efforts  at  providing  comprehensive  health  care  to 
the  people  of  Nevada,  many  of  whom  are  medi- 
cally underserved,  by  preparing  students  for  col- 
laboration among  the  various  health  professions. 


Call  for  Papers 

Abstracts  for  papers  to  be  presented  at  the  27th 
Annual  Meeting  of  the  American  Electroencepha- 
lographic  Society  must  be  received  by  April  1.  In- 
structions and  forms  for  submitting  abstracts  may 
be  obtained  by  writing  Mrs.  Margaret  H.  Henry, 
Executive  Secretary,  American  EEG  Society,  36391 
Maple  Grove  Road,  Willoughby  Hills,  Ohio  44094. 


Rondomycin 

(methaQ/cline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yeilow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  aiso  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNiNGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  chiidren.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversibie  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level 
determinations  of  drug. The  antianabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracyciine  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines.  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  It  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darktield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on 
anticoagulant  therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIDNS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  monilial 
overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) . 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies 
are  known  to  occur. 

USUAL  DOSAGE:  Adults -600  mg  daily,  divided  Into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea;  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  fora  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams 
of  'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests.  Is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  tour  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated.  Food  and  some  dairy  products  aiso  interfere.  Give 
drug  one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev. 12/71 

iMi  WALLACE  PHARMACEUTICALS 
k A i CRANBURY,  NEW  JERSEY  08512 


8 


Rocky  Mountain  Medical  Journal 


When  the  focus  is  on  bronchitis  due  to 
susceptibie  strains  of  H.  influenzae  and  pneumococci* 

RondomvGin  3oo.e 

[methacvcline  HCI] 

Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  ieveis  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


Insights  into  the  ulcer-prone 

This  man  governs  an  empire—the  section  of  beach  j 

that  he  combs— and  he  may  have  much  in  common  with, 
a business  tycoon.  Both  may  be  ulcer-prone  for  similar 
reasons:  both  may  be  difficult  to  please— both  may  be 
demanding,  especially  of  themselves.  While  there  are 
many  types  of  duodenal  ulcer  patients,  it  has  been  noted* 
that,  characteristically,  these  individuals  are  not  easily 
satisfied. 

Measuring  oneself  against  one's  own  expectations  or 
against  those  of  society  may  be  equally  trying— equally 
anxiety-provoking.  It  is  hard  to  win  when  both  success 
and  failure  can  demand  a similar  price. 

If  the  ulcer  patient  were  to  modify  his  expectations,  he 
would  experience  less  anxiety— and  perhaps  fewer  ulcer 
attacks.  In  most  cases,  this  would  mean  altering  the  en- 
tire constellation  of  psychological  attitudes.  Many  are 
unwilling  to  do  so,  and  many  are  unable.  But  while  the 
patient  is  trying  to  make  his  best  adjustment  to  his  ulcer, 
he  often  needs  therapeutic  relief  for  both  the  undue 
anxiety  with  which  he  may  be  plagued  and  the  hyper- 
secretion and  hypermotility  that  cause  pain  and  spasm. 

*Palmer,  E.  D.;  Clinical  Gastroenterology,  ed.  2,  New  York,  Hoeber  . 
Medical  Division,  Harper  & Row,  1963,  p.  206. 

Captain  of 
Industry 


Librax  can  relieve  excessive 
anxiety,  thereby  helpin3  to  reduce 
|)ain  and  spasm 

Since  duodenal  ulcer  is  frequently  associated  with 
excessive  anxiety  and  tension,  therapy  logically  demands 
|t  relief  from  both  the  psychic  and  the  somatic  discomfort. 
Librax  can  help  provide  this  dual  relief.  Only  Librax  pro- 
vides in  a single  capsule  both  the  antianxiety  action  of 
Librium®  (chlordiazepoxide  HCl)  and  the  antisecretory/ 
antispasmodic  action  of  Quarzan®  (clidinium  Br).  With 
Librax,  the  patient  usually  tends  to  react  less  strongly 
to  anxiety-provoking  situations,  and  hypersecretion  and 
hypermotility  are  also  reduced.  A reduction  of  asso- 
ciated pain  and  spasm  can  also  be  expected,  and  often 
ulcer  attacks  become  fewer  and  farther  between! 

Up  to  8 capsules  daily 
in  divided  doses 

Optimum  therapeutic  response  can  be  achieved  with 
individualization  of  dosage— within  the  range  of  1 or  2 
capsules,  3 or  4 times  daily.  Many  patients  will  respond 
well  to  1 capsule  t.i.d.  and  2 at  bedtime.  Librax  can 
often  be  relied  on  both  to  help  in  managing  the  acute 
attack  and  to  help  the  patient  maintain  gains  in  therapy, 
if  Librax:  Initial  therapy,  Rx  #35,  Sig:  cap.-f  t.i.d.  a.c. 

I and-jj"  h.s. 

I Follow-up  therapy,  Rx  #100,  Sig:  cap.-#  t.i.d.  a.c. 
i and  -Tf  h.s. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving). 

Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
Le.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and  con 
stipation.  Constipation  has  occurred  most  often  when  Librax  ther- 
apy is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual  main- 
tenance dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals 
and  at  bedtime.  Geriatric  patients  — see  Precautions, 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlordiaz- 
epoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide 
(Quarzan®)  — bottles  of  100  and  500. 
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for  the 

anxiety-linked  symptoms 
of  duodenal  ulcer 
— adjunctive 

Librax^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 
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Advertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  products 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs! 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atyiDical"  j^atients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
tbe  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihy]3ertensives,  al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescri|)tion,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  ijhysician  education, 
rather  than  of  combination 
tberajiy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable’’  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  dei 
of  money.  I wish  we  cou 
agree  on  a “grandfath' 
clause’’  approach  to  prep 
rations  that  have  been  in  u H 
for  a number  of  years  ai 
that  have  an  apparent 
satisfactory  track  record. 

For  example,  I thirl 
some  of  the  antibiotic  cori 
binations  that  were  tak 
off  the  market  by  the  F 
performed  quite  well.  I aj 
thinking  particularly 
penicillin  - streptomyc 
combinations  that  patien] 

— especially  surgical  p 
tients  — were  given  in  oil 
injection.  This  made  f| 
less  discomfort  for  the  p| 
tient,  less  demand  c 
nurses’  time,  and  few- 
opportunities  Tor  dosaj 
errors.  To  take  such 
preparation  off  the  mark 
doesn't  seem  to  be  go( 
medicine,  unless  actual  i: 
age  showed  a great  deal 
harm  from  the  injectio 
(rather  than  the  prop 
use)  of  the  combination. . 

The  point  that  should 
emphasized  is  that  the 
are  both  rational  and  irr; 
tional  combinations.  TJi 
real  question  is,  who  shou; 
determine  which  is  whicl. 
Obviously,  the  FDA  mu 
play  a major  role  in  ma, 
ing  this  determination, 
fact,  I don’t  think  it  a 


llO' 

Hi 


ill 
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avoid  taking  the  ultima 
responsibility,  but  it  shou 
enlist  the  help  of  outsi( 
physicians  and  experts  I 
assessing  the  evidence  ai 
in  making  the  ultimate  d 
cision. 
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Maker  of  Medicine 


. Clarke  VVescoe,  M.D. 
President 
I Winthrop  Laboratories 


If  two  medications  are 
ed  effectively  to  treat  a 
■rtain  condition,  and  it  is 
town  that  they  are  com- 
ktible,  it  clearly  is  useful 
td  convenient  to  provide 
iem  in  one  dosage  form, 
would  make  no  sense,  in 
'ict  it  would  be  pedantic, 
insist  they  always  be 
Prescribed  separately.  To 
tvoid  the  appearance  of 
ilbdantry,  the  “expert”  de- 
t'ies  the  combination  be- 
iiuse  it  is  a fixed  dosage 
i>rm.  When  the  “expert” 
nvokes  the  concept  of  fixed 
losage  form  he  obscures 
ne  fact  that  single-ingre- 
lient  pharmaceutical  prep- 
irations  are  also  fixed 
losage  forms.  By  a singular 
emantic  exercise  he  im~ 
dies  a pejorative  meaning 
')  the  term  “fixed  dose” 
nly  when  he  uses  it  with 
iespect  to  combinations, 
/hat  is  ignored  is  the  sim- 
ile fact  that  only  in  the 
‘arest  of  circumstances 
oes  any  physician  attempt 
0 titrate  an  exact  thera- 
eutic  response  in  his  pa- 
lent.  It  is  quite  possible 
hat  some  aches  and  pains 
/ill  respond  to  500  mg.  of 
spirin  yet  that  fact  does 
lot  militate  against  the  us- 
lal  dose  being  650  mg. 

The  other  semantic  ploy 
■ften  called  into  play  is  to 
escribe  a combination 
iroduct  as  rational  or  irra- 
ional. 

Take  antibiotic  mixtures, 
he  source  of  much  of  the 
riticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  tbe  same  time  there  are 
cases  where  it  is  irrudent 
to  prescribe  more  tban  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  bas  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  74  products 
were  discontinued,  and  if 
each  ingredient  in  these 
^combinations  were  pre- 
‘scribed  separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

Tbe  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns tbe  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
))osition  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Glinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
tbe  combination  generally. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


economical  price  Roerig/Pfizer  quality 


(tetracycline  HCl) 

Capsules,  250  mg 

has  both 


Also  available:  Tetracyn®  500  Capsules,  500  mg 


ROeRIG<9 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


A monthly  news  summary  from  the  nation’s 


Capitol  hy  the  Washington  Office  of  the  AMA. 

The  General  Accounting  Office,  Congress’ 
watchdog  on  federal  spending,  issued  a volu- 
minous report  on  the  nation’s  health  care  system 
with  recommendations  that  it  estimated  could 
save  several  billion  dollars  annually.  The  basic 
recommendations  were  for  better  construction, 
design,  and  planning,  better  usage  of  health  care 
facilities,  and  more  emphasis  on  preventive  medi- 
cine and  group  practice.  The  year-long  GAO  study 
was  commissioned  by  Congress  originally  to  sur- 
vey the  Hill-Burton  hospital  construction  program. 
The  Senate  Labor  and  Public  Welfare  Committee 
later  asked  the  GAO  to  expand  it  to  include  all 
aspects  of  health  care. 

Reduction  of  hospital  stays  and  more  emphasis 
on  outpatient  treatment  are  essential,  the  GAO 
said.  It  was  recognized  that  the  health  insurance 
coverage  of  out-of-hospital  care  has  been  in- 
creased, but  the  GAO  said  that  “a  large  number  of 
people  still  lack  this  coverage  because  they  can- 
not afford  to  spend  more  money  on  health  in- 
surance.” The  American  Medical  Association,  Blue 
Cross,  and  Blue  Shield  were  reported  as  favoring 
further  increases  in  outpatient  coverage. 

One  out  of  four  patients  was  reported  to  re- 
ceive more  hospital  care  than  necessary.  The  re- 
port said  that  reducing  hospital  stays  an  average 
of  one  day  would  in  effect  add  96,000  beds  to  the 
nation’s  hospitals.  It  was  estimated  that  putting 
patients  needing  long-term,  as  opposed  to  acute, 
care  in  special  facilities  would  not  only  be  less 
expensive  but  would  make  available  126,000  beds 
in  general  hospitals.  Expansion  of  home  health 
care  programs  would  reduce  the  need  for  20,000 
hospital  beds,  the  report  said.  Sharing  of  services 
by  regional  groups  of  hospitals  could  increase  ef- 
ficiency. For  example,  the  90,000  hospital  beds 
allotted  to  obstetrics  could  be  reduced  by  38,000. 

The  report  also  said  sharing  of  services  also 
could  cut  demand  for  new  hospital  facilities  for 
such  procedures  as  open-heart  surgery,  radiation 
therapy,  and  kidney  dialysis.  The  GAO  investiga- 
tors found  that  of  416  hospitals  equipped  to  do 
open-heart  surgery  in  1969,  97  per  cent  used  them 
less  than  four  times  a week.  Pediatric  and  emer- 
gency services  also  offer  sharing  possibilities,  the 
study  said. 

The  study  concluded  that  alternate  health  care 
systems  such  as  prepaid  group  practice,^  founda- 
tions for  medical  care,  and  health  maintenance 
organizations  “may  offer  significant  savings”.  The 
report  said  that  such  groups  generally  use  at  least 
20  per  cent  fewer  hospital  days  per  1,000  patients 
than  traditional  care. 


The  planning  of  health  care  was  criticized  as 
disorganized.  “Less  than  50  per  cent  of  the  163 
health  planning  agencies  responding  to  our  m- 
quiries  about  health  facility  needs  provided  data 
showing  that  they  had  knowledge  of  1972  needs 
for  various  types  of  inpatient,  extended,  and  am- 
bulatory care  facilities  and  beds,”  the  report  said. 

The  GAO  cited  union  wage  increases  beyond 
productivity  increases  and  so-called  feather-bed- 
ding practices  as  major  factors  in  rising  hospital 
construction  costs. 

The  AFL-CIO  Building  Construction  and 
Trades  Department,  in  a letter  to  the  GAO  in- 
cluded in  the  report,  said  the  GAO  had  been 
“grossly  misleading  and  deductively  backward”, 
contending  that  productivity  in  the  construction 
industry  was  far  outstripping  wage  gains. 

The  GAO  said  labor  and  industry  must  act 
if  costs  are  to  be  held  down.  It  said  contractors 
who  try  to  fight  strikes  “have  been  pressed  by 
project  owners  to  settle  quickly  to  complete  con- 
struction. Any  increases  in  wages  agreed  to  by 
contractors  are  generally  passed  on  as  increased 
costs  to  owners  on  future  projects.” 

***** 

The  Bureau  of  Narcotics  and  Dangerous  Drugs 
has  proposed  restricting  sales  of  nine  barbiturates 
which  were  described  as  highly  addictive  and 
linked  to  1,771  suicides  and  deaths  in  17  months. 
The  Bureau  said  the  barbiturates  are  more  dan- 
gerous than  heroin.  “Withdrawal  from  the  use  of 
these  drugs  can  be  fatal  and,  in  many  instances, 
withdrawal  symptoms  are  more  severe  from  a 
barbiturate  habit  than  from  heroin  addiction,” 
BNDD  Director  John  E.  Ingersoll  said. 

He  identified  the  barbiturates  by  their  generic 
names  as  amobarbital,  butabarbital,  cyclobarbital, 
heptabarbital,  pentobarbital,  probarbital,  secobar- 
bital, talbutal,  and  vinbarbital.  He  listed  only  five 
brand-name  drugs:  seconal  (secobarbital),  tuinal 
(amobarbital  and  secobarbital),  amytol  (amobar- 
bital), nembutal  (pentobarbital),  and  butisol  (bu- 
tabarbital). 

The  BNDD  Director  asked  the  Food  and  Drug 
Administration  to  place  the  nine  barbiturates 
under  the  same  controls  for  cocaine,  morphine, 
codeine,  methadone,  and  amphetamine. 
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‘MilpatK  can  cut  down  her  complaints 
by  helping  to  control: 

bloating/cramping/pain/‘nervous  stomach’ 
when  aggravated  by  anxiety  and  tension " 


For  most  patients: 

‘Milpath’-400 

(meprobamate  400  mg  + 
tridihexethyl  chloride  25  mg) 

Usual  adult  dose:  One 
tablet  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


When  spasm  is  severe: 

‘Milpath’-200 

(meprobamate  200  mg  + 
tridihexethyl  chloride  ^ mg) 

Usual  adult  dose:  Two 
tablets t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


* 


INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences  “National  Research  Council 
and/or  other  information,  FDA  has  classified  the  indica- 
tion as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in  peptic 
ulcer  and  in  the  irritable  bowel  syndrome  (irritable  colon, 
spastic  colon,  mucous  colitis,  and  functional  gastrointesti- 
nal disorders),  especially  when  accompanied  by  anxiety 
or  tension. 

Final  classification  of  this  indication  requires  further 
investigation. 


CONTRAINDICATIONS:  Tridihexethyl  chloride:  Previous  allergic 
or  idiosyncratic  reactions  to  it  or  related  compounds:  urinary 
bladder-neck  obstructions  (e.g..  prostatic  obstructions  due  to 
hypertrophy);  pyloric  obstructions  because  of  reduced  motility 
and  tonus;  organic  cardiospasm  (megaesophagus):  glaucoma: 
possibly  in  stenosing  gastric  or  duodenal  ulcers  with  significant 
gastric  retention.  Meprobamate;  Acute  intermittent  porphyria 
and  allergicor  idiosyncratic  reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol,  mebutamate.  tybamate, 
carbromal. 

WARNINGS:  Meprobamate:  Drug  Dependence:  Physical  and 
psychological  dependence  and  abuse  have  occurred.  Chronic 
intoxication,  from  prolonged  use  and  usually  greater  than  recom- 
mended doses,  leads  to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervise  doseand  amounts  prescribed,  and  avoid  prolonged 
use,  especially  in  alcoholics  and  addiction-prone  persons.  Sudden 
withdrawal  after  prolonged  and  excessive  use  may  precipitate 
recurrence  of  pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g.,  vomiting,  ataxia,  tremors, 
muscle  twitching,  confusional  states,  hallucinosis:  rarely  convul- 
sive seizures,  more  likely  in  persons  with  CNS  damage  or 
pre-existent  or  latent  convulsive  disorders).  Therefore,  reduce 
dosage  gradually  (1-2  weeks)  or  substitute  a short -acting  bar- 
biturate, then  gradually  withdraw.  Potentially  Hazardous  Tasks: 
Driving  a motor  vehicle  or  operating  machinery.  Additive  Ef- 
fects. Possible  additive  effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psychotropic  drugs.  Pregnancy 
and  Lactation:  Safe  use  not  established:  weigh  potential  bene- 
fits against  potential  hazards  in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Animal  data  at  five  times  the 
maximum  recommended  human  dose  show  reduction  in  litter 
size  due  to  resorption.  , 

PRECAUTIONS;  Tridihexethyl  chloride;  Use  cautiously  in  elderly 
males  (possible  prostatic  hypertrophy).  Meprobamate:  To  avoid 
oversedation,  use  lowest  effective  dose,  particularly  in  elderly 
and/or  debilitated  patients.  Consider  possibility  of  suicide  at- 
tempts: dispense  least  amount  of  drug  feasible  at  any  one  time. 


To  avoid  excess  accumulation,  use  caution  m patients  with 
compromised  liver  or  kidney  function.  Meprobamate  may-f)re- 
cipitate  seizures  in  epileptics. 

ADVERSE  REACTIONS:  Tridihexethyl  chloride:  Dry  mouth 
(fairly  frequent  at  oral  doses  of  100  mg),  constipation  or 
“bloated"  feeling,  tachycardia,  bradycardia,  dilated  pupils,  in- 
creased ocular  tension,  weakness,  nausea,  vomiting,  headache, 
drowsiness,  urinary  hesitancy  or  retention,  dizziness.  Mepro- 
bamate: Central  Nervous  System.  Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo,  weakness,  paresthesias, 
impairment  of  visual  accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEC  activity.  Gastrointestinal: 
Nausea,  vomiting,  diarrhea.  Cardiovascular:  Palpitations,  tachy- 
cardia, various  forms  of  arrhythmia,  transient  ECG  changes, 
syncope;  also  hypotensive  crises  (including  one  fatal  case). 
Allergic  or  Idiosyncratic  Usually  after  1-4  doses.  Milder  reac- 
tions; itchy,  urticarial,  or  erythematous  macuiopapular  rash 
(generalized  or  confined  to  groin).  Other:  leukopenia,  acute 
nonthrombocytopenic  purpura,  petechiae.  ecchymoses,  eosin- 
ophllia,  peripheral  edema,  adenopathy,  fever,  fixed  drug  erup- 
tion with  cross  reaction  to  carisoprodol.  and  cross  sensitivity 
between  meprobamate/mebutamate  and  meprobamate/car- 
bromal.  More  severe,  rare  hypersensitivity;  hyperpyrexia,  chills, 
angioneurotic  edema,  bronchospasm.  oliguria,  anuria,  anaphy- 
laxis. erythema  multiforme,  exfoliative  dermatitis,  stomatitis, 
proctitis.  Stevens-Johnson  syndrome,  bullous  dermatitis  (one 
fatal  case  after  meprobamate  plus  prednisolone).  Stop  drug, 
treat  symptomatically  (e  g.,  possible  use  of  epinephrine,  anti- 
histamines, and  in  severe  cases  corticosteroids).  Hematologic 
Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely,  thrombocytopenic  pur- 
pura. Other:  Exacerbation  of  porphync  symptoms, 

USUAL  ADULT  DOSAGE:  One  'Milpath-AtX)  (meprobamate  400 
mg  + tridihexethyl  chloride  25  mg)  tablet  three  times  a day  at 
mealtimes  and  2 at  bedtime.  For  greater  anticholinergic  effect. 
2 ■Milpath-200  (meprobamate  200  mg-*  tridihexethyl  chloride 
25  mg)  three  times  a day  at  mealtimes  and  2 at  bedtime.  Mepro- 
bamate dose  should  not  exceed  2400  mg  daily. 

Not  for  use  in  children  under  age  12. 

OVERDOSAGE:  Tridihexethyl  chloride:  Acute  overdosage  can 
produce  dry  mouth,  difficulty  swallowing,  marked  thirst:  blurred 
vision,  photophobia:  flushed,  hot.  dry  skin,  rash:  hyperthermia: 
palpitations,  tachycardia  with  weak  pulse,  elevated  blood  pres- 
sure: urinary  urgency  with  difficulty  in  micturition:  abdominal 
distention:  restlessness,  confusion,  delirium  and  other  signs 
suggesting  acute  organic  psychosis.  Empty  stomach  after  admin- 
istration of  Universal  Antidote  and  treat  symptomatically  as 
indicated.  Meprobamate;  Suicidal  attempts  with  meprobamate, 
alone  or  with  alcohol  or  other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  death.  Empty 
stomach,  treat  symptomatically*  cautiously  give  respiratory 
assistance,  CNS  stimulants,  pressor  agents  as  needed.  Mepro- 
bamate is  metabolized  in  the  liver  and  excreted  by  the  kidney. 
Diuresis  and  dialysis  have  been  used  successfully.  Carefully 
monitor  urinary  output:  avoid  overhydration:  observe  for  pos- 
sible relapse  due  to  incomplete  gastric  emptying  and  delayed 
absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR 
information.  rev.  5/72 


WALLACE  PHARMACEUTICALS,  Cranbury,  N.J, 08512 


Relaxes  smooth  muscle  an(d  psyche/ iiilparth* 

(meprobamate+tridihexethyl  chloride) 


STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 

POSTGRADUATE  MEDICAL  EDUCATION  COURSE 

— In  HAWAII  — 

MANAGEMENT  OF  THE  SURGICAL  PATIENT 

May  13  to  May  20,  1973 

S€/=»CI-I  HOTet- 

(The  Laurence  Rockefeller  Resort  on  the  Island  of  Hawaii) 

This  course  consists  of  a series  of  lectures  and  informal  conferences  dealing  with  the  practical  aspects  of  the  management  of 
a variety  of  surgical  problems.  Arrival  in  Hawaii  will  be  on  Sunday,  May  13,  with  departure  on  Sunday,  May  20.  Sessions  will 
be  held  Monday  through  Friday  from  9 a.m.  to  1 2 noon,  with  a panel  discussion  on  Saturday  morning.  Elective  presentations  will 
be  offered  Monday  through  Friday  from  7 to  8 a.m. 


Respiratory  failure  In  surgical  patients 
Chest  injuries 
Head  and  spine  injuries 
Antibiotic  therapy 

Plastic  surgery  for  general  surgeons 
Drainage  of  the  urinary  tract 
Dissecting  aneurysms 
Pediatric  surgery  for  general  surgeons 


COURSE  OUTLINE 

Septic  shock 

Management  of  sarcomas 
Practical  estimates  of  renal  function 
Myocardial  revascularization 
Management  of  intractable  pain 
Management  of  urinary  tract  infections 
Office  surgery 

Management  of  vascular  problems 
Primary  breast  carcinoma 
Multiple  trauma 


STANFORD  UNIVERSITY  FACULTY 

Robert  A.  Chase,  M.D.,  Emile  Holman  Professor  of  Surgery  and  Chairman,  Department  of  Surgery 
Roy  B.  Cohn,  M.D.,  Walter  Clifford  Chidester  and  Elsa  Rodney  Chidester  Professor  of  Surgery 
Lawrence  G.  Crowley,  M.D.,  Associate  Dean  and  Professor  of  Surgery 
John  W.  Hanbery,  M.D.,  Professor  of  Surgery  and  Head,  Division  of  Neurosurgery 

Edward  Rubenstein,  M.D.,  Clinical  Professor  of  Medicine  and  Associate  Dean  for  Postgraduate  Medical  Education 
Thomas  A.  Stamey,  M.D.,  Professor  of  Surgery  and  Head,  Division  of  Urology 
Edward  B.  Stinson,  M.D.,  Assistant  Professor  of  Surgery  (Cardiovascular) 

Kenneth  L.  Vosti,  M.D.,  Professor  of  Medicine  (Infectious  Diseases) 

GENERAL  ARRANGEMENTS 

Registration:  Early  application  for  enrollment  is  advised  as  a maximum-minimum  registration  has  been  established.  Tuition  for  the 
course  is  $275,  which  must  accompany  the  application. 

Hotel:  Room  reservations  for  the  Mauna  Kea  Beach  Hotel  at  Kamuela,  Hawaii,  will  bo  made  through  the  Office  of  Postgraduate 
Medical  Education  at  Stanford  and  will  be  confirmed  to  the  registrant  upon  receipt  of  $100  deposit.  (Beachfront  room. 
Modified  American  Plan  with  breakfast  and  dinner — $95  per  day  for  two.)  A special  program  will  be  organized  for  accom- 
panying wives  and  children. 

Travel:  Round-trip  transportation  at  special  group  rates  prevailing  at  time  of  departure  (government-controlled  rate  structure)  will 
be  available  between  West  Coast  cities  and  Kamuela  (direct  flight  to  Hilo).  Group  departures  from  San  Francisco,  Los  An- 
geles, and  Seattle  or  Portland  will  depend  on  number  of  registrants  from  those  areas.  Official  travel  agent  is  Leo  T.  Sides, 
Leo  T.  Sides  Travel  Service,  87  Stanford  Shopping  Center,  Palo  Alto,  California  94304,  (415)  321-111  1,  who  will  contact 
registrants  to  make  group  arrangements  or  coordinate  other  pre-  or  post-meeting  travel  as  desired  (inter-island/Orient/ 
Pacific). 


APPLICATION  FORM 

Course  Tuition:  $275 
Room  Deposit:  $100 


MANAGEMENT  OF  THE  SURGICAL  PATIENT 
HAWAII  — May  13  to  May  20,  1973 


NAME 

last  First  Middle 

ADDRESS 

Street  City  State  Zip  Code 

DAYTIME  PHONE SPECIALTY 


MEDICAL  SCHOOL Degree Year 

Enclosed  is  $375  for  full  tuition  and  room  deposit. 

I wish  special  round-trip  air  transportation  from: 

S.F l.A.^ Portland Seattle Other  travel 

Please  make  your  check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  and  mail  to  the  OFFICE  OF  POSTGRADUATE 
MEDICAL  EDUCATION,  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE,  Ml  21,  Stanford,  California  94305. 

For  further  details  and  Mauna  Kea  brochures  write  address  above  or  call  (415)  321-1200,  Ext.  5594. 


University  of  Colorado  School  of  Medicine 
SEMINAR  ON  NEWBORN  RADIOLOGY 
Aspen,  Colorado 
February  5-10,  1973 

TREATMENT  OF  THE  SERIOUSLY  INJURED 
OR  ILL  IN  THE  EMERGENCY  DEPARTMENT 
Denver,  Colorado 
April  9-11,  1973 

For  further  information  about  these  postgradu- 
ate courses,  write:  University  of  Colorado  School 
of  Medicine,  Office  of  Continuing  Medical  Edu- 
cation, 4200  East  Ninth  Avenue,  Denver,  Colorado 
80220. 


Wyoming  State  Medical  Society 
WINTER  SEMINAR 
Natrona  County  Memorial  Hospital 
Casper,  Wyoming 

February  8-9,  1973 

Credit:  15  hours  AAFP 

Initiated  eight  years  ago  to  provide  a forum  for 
Wyoming  doctors  to  present  medical  papers  to 
their  colleagues,  the  Seminar  will  feature  scientific 
presentations  by  15  Wyoming  doctors  and  three 
noted  internists  from  out  of  state.  Papers  selected 
from  the  presentations  will  be  printed  in  the  July 
issue  of  the  Rocky  Mountain  Medical  Journal. 

Dr.  Rutledge  W.  Howard,  associate  director  of 
the  American  Medical  Association’s  Department  of 
Continuing  Medical  Education,  will  conduct  a 
panel  discussion  on  “A  Review  of  Forces  in  Con- 
tinuing Medical  Education”  and  give  a talk  on 
“The  Benefits  of  Continuing  Medical  Education  at 
the  Local  Level”.  Dr.  A.  J.  Marengo-Rowe,  di- 
rector of  special  hematology  at  Baylor  University 
Medical  Center,  will  lead  a panel  discussion  on 
“Bleeding  Problems  in  Clinical  Medicine”  and  lec- 
ture on  “The  Management  of  the  Patient  with 
Hemoglobinopathy”.  Dr.  Charley  J.  Smyth,  pro- 
fessor of  internal  medicine  in  charge  of  the  Arthri- 
tis Division  at  the  University  of  Colorado  Medical 
School,  will  lead  a panel  discussion  on  “Collagen 
Diseases — Diagnostic  and  Therapeutic  Problems” 
and  present  a paper  on  “The  Treatment  of  Rhfeu- 
matoid  Arthritis”. 

For  further  information  about  the  Seminar, 
write:  Wyoming  State  Medical  Society,  P.O.  Box 
1387,  Cheyenne,  Wyoming  82001. 


General  Rose  Memorial  Hospital 
NASAL  SYMPOSIUM 
Sheraton  Inn-Denver  Airport 
Holiday  Inn,  Vail,  Colorado 
March  1-4,  1973 

The  featured  lecturer  for  this  symposium  on 
the  medical  and  surgical  problems  of  the  nose  will 
be  G.  Jan  Beekhuis,  MD,  Professor  and  Chairman 
of  the  Department  of  Otolaryngology  at  Wayne 
State  University. 

For  further  information,  write:  Division  of  Con- 
tinuing Medical  Education,  General  Rose  Memorial 
Hospital,  1050  Clermont  Street,  Denver,  Colorado 
80220. 

Colorado  Trudeau  Society 
12TH  ANNUAL  JOHN  R.  DURRANCE 
MID-WINTER  CHEST  CONFERENCE 
Aspen,  Colorado 
March  8-10,  1973 

For  further  information,  write:  Colorado  Tru- 
deau Society,  1600  Race  Street,  Denver,  Colorado 
80206. 

New  Mexico  Chapter, 

American  Thoracic  Society 
PULMONARY  DISEASE  SYMPOSIUM 
Taos,  New  Mexico 
March  2-3,  1973 

For  further  information,  write:  New  Mexico 
Thoracic  Society,  214  Truman  Avenue,  N.E.,  Albu- 
querque, New  Mexico  87108. 


COLORADO  SPEECH 
AND  HEARING 
ASSOCIATION 

Provides  information  for  services 
in  Colorado  regarding: 

Hearing  testing 
Hearing  aid  evaluations 
Deaf  education 

Speech-language  evaluations 
and  therapy 

Call  or  write: 

Colorado  Speech  and  Hear- 
ing Association 
P.O.  Box  10521 
Denver,  Colorado  80218 
303-789-9900 


jor  January  1973 
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Arizona  Chapter,  American  College 
of  Surgeons 

Arizona  Society  of  Anesthesiologists 
ANNUAL  MEETING 
Sheraton-Pueblo  Inn,  Tucson,  Arizona 
February  9-10,  1973 

For  further  information,  write:  Peter  J.  Whit- 
ney, MD,  1011  North  Craycroft  Boulevard,  Tucson, 
Arizona  85711. 


American  Medical  Association 

69TH  ANNUAL  CONGRESS  ON 
MEDICAL  EDUCATION 
Palmer  House,  Chicago,  Illinois 
February  9-11,  1973 

For  further  information,  write:  Secretary, 
Council  on  Medical  Education,  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 


American  College  of  Emergency  Physicians, 
Florida  Chapter 

POSTGRADUATE  SEMINAR  ON 
EMERGENCY  MEDICINE 
Playboy  Plaza  Hotel,  Miami  Beach,  Florida 
March  21-24,  1973 

For  further  information,  write:  J.  Clifford 
Findeiss,  MD,  Florida  Chapter,  American  College 
of  Emergency  Physicians,  Postgraduate  Seminar 
on  Emergency  Medicine,  11130  S.W.  173rd  Terrace, 
Miami,  Florida  33157. 


American  College  of  Emergency  Physicians 

EMERGENCY  DEPARTMENT 
LEGAL  INSTITUTE 
Fairmont  Hotel,  Dallas,  Texas 
March  29-30,  1973 

For  further  information,  write:  American  Col- 
lege of  Emergency  Physicians,  241  East  Saginaw 
Street,  East  Lansing,  Michigan  48823. 


American  Cancer  Soeiety,  Kansas  Division 

25TH  ANNUAL  MIDWEST  CANCER 
CONFERENCE 

Century  II  Civic  and  Cultural  Center, 

Wichita,  Kansas 
April  5-6,  1973 

Credit:  16  hours  AAFP 

For  further  information,  write:  Midwest  Cancer 
Conference,  American  Cancer  Society,  Kansas  Di- 
vision, 824  Tyler  Street,  Topeka,  Kansas  66612. 
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The  unique 

potassium  chloride  supplement 
with  the  natural 
tomato  juice  flavor 

Katof  Powder 

Potassium  Chloride  Supplement 

Description:  Spray-dried  tomato  powder  containing  20  mEq 
potassium  (equivalent  to  1.5  Gm  KCl)  per  measured  dose  with  natural 
and  synthetic  flavors,  spices  and  colors.  Benzoic  acid  and  potassium  . 
benzoate  added  as  preservatives.  When  reconstituted  as  directed,  makes 
a pleasantly  flavored,  low  sodium  tomato  juice  drink. 

Indications:  The  prevention  or  correction  of  potassium  deficit, 
particularly  when  accompanied  by  hypochloremic  alkalosis  in  conjunc- 
tion with  thiazide  diuretic  therapy,  in  digitalis  intoxication,  or  as  the 
result  of  long-term  corticosteroid  therapy,  low  dietary  intake  of  potas- 
sium, or  excessive  vomiting  or  diarrhea. 

Contraindications:  Potassium  is  contraindicated  in  severe  renal 
impairment  involving  oliguria,  anuria  or  azotemia;  in  untreated  Addi- 
son’s disease,  adynamia  episodica  hereditaria,  acute  dehydration,  heat 
cramps,  hyperkalemia  from  any  cause. 

Precautions:  Kato  Powder  is  a concentrate  and  should  be  taken  only 
after  reconstituting  with  water  as  directed.  Do  not  use  in  patients  with 
low  urinary  output  or  renal  decompensation.  Administer  with  caution; 
It  IS  impossible  accurately  to  assess  the  extent  of  potassium  depletion,  or 
the  dailv  dose  required  Excessive  dosage  may  result  in  potassium  intoxi- 
cation. Frequent  checks  of  the  clinical  status  of  the  patient,  ECG  and/or 
plasma  potassium  level  should  be  made  High  plasma  concentrations 
of  potassium  ion  may  cause  death  through  cardiac  depression,  arrhyth- 
mias or  arrest.  Use  with  caution  in  patients  with  cardiac  disease. 
Adverse  Reactions:  Vomiting,  diarrhea,  nausea,  and  abdominal 
discomfort  may  occur.  Gross  overdosage  may  produce  signs  and  symp- 
toms of  potassium  intoxication:  mental  confusion,  listlessness,  pares- 
thesia of  the  extremities,  weakness  and  heaviness  of  legs,  flaccid 
paralysis,  hyperkalemia,  ECG  abnormalities,  fall  in  blood  pressure, 
cardiac  arrhythmias  and  heart  block  The  characteristic  changes  in  the 
ECG  arc  disappearance  of  the  P wave,  widening  and  slurring  of  QRS 
complex,  changes  of  the  S-T  segment,  tall  peaked  T waves,  etc. 
Toxicity:  Potassium  intoxication  may  result  from  overdosage  of 
potassium  or  from  therapeutic  dosage  in  conditions  stated  under 
"Contraindications."  Hyperkalemia,  when  detected,  must  be  treated 
immediately  because  lethal  levels  can  be  reached  in  a few  hours. 
Treatment  of  Hyperkalemia:  1,  Dextrose  solution  10%  or  25% 
containing  10  units  of  crystalline  insulin  per  20  Gm  dextrose,  given  I.V. 
in  a dose  of  300cc  to  500cc  in  an  hour.  2.  Adsorption  and  exchange  of 
potassium  using  sodium  or  ammonium  cycle  cation  exchange  resin, 
orally  or  as  retention  enema  3.  Hemodialysis  or  peritoneal  dialysis. 

4.  Elimination  of  potassium-containing  foods  and  medicaments. 
Warning;  Digitalis  toxicity  can  he  precipitated  by  lowering  the  plasma 
potassium  concentration  too  rapidly  in  digitalized  patients. 
Administration  and  Dosage:  Mix  with  water  to  make  a pleasant 
tomato  juice  drink.  The  unit  dose  packet  and  the  dose-measure  supplied 
in  the  can  each  provide  20  mEq  of  potassium  Usual  adult  dose— 1 packet 
or  1 measure  of  Kato  Powder  mixed  with  about  2 ounces  of  water 
twice  daily— supplies  40  mEq  potassium  per  day.  Take  with  meals  or 
follow  with  Vi  glass  of  water.  Larger  doses  may  be  required,  but  should 
he  administered  under  close  supervision  because  of  the  possibility  of 
potassium  intoxication. 

How  Supplied: 


8 oz  can  (40  doses)  with  20  mEq  dose-measure. 


Ingram  Pharmaceutical  Company  / San  Francisco,  Ca  94111 


i 


in  potassium  therapy 

Kato  Is  a Natural 


! S.ato  Powder  is  KCl 

i 3lended  with  natural 

1 

t tomato  powder  and  subtle 

$pices.  Mixed  with  a mere 
1 ounces  of  cold  water, 
it  provides  a dose  of 
potassium  chloride  in  a 
good  tasting  low  sodium 
tomato  iuice  drink. 
Refreshingly  different. 
Patients  take  it  and  like  it! 


Now-there’s  a Jobst 
Service  Center  in  your  area 


We  have  opened  this  Service  Center  to  make  it  easier  for  your 
patients  to  be  measured  and  fitted  with  the  JOBST  supports. 

Our  Service  Center  is  staffed  with  experts  who  will  measure 
and  fit  your  patients  only  on  your  prescription.  (There  is  no 
charge  for  this  service.)  The  exacting  measurements  will  be 
engineered  to  provide  the  correct  counterpressures  required 
for  each  patient  and  his  specific  condition.  Each  support  is 
completely  guaranteed  for  results,  material  and  workmanship. 
To  maintain  the  personal  care  and  manufacturing  precision 
that  become  a part  of  each  JOBST  support,  we  supply  the 
physician  and  his  patient  on  a direct  basis.  This  JOBST 
standard  of  excellence  and  service  is  provided  through 
our  Service  Centers,  now  located  in  major  cities. 

For  further  details  and  JOBST  prescription  order  forms, 
phone  or  drop  us  a card.  © jobst  i968 


Jobst 


Suite  600,  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 

Phone  (303)  572-3989 
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The  defunct  defecation  reflex 


Inhibited  too  often  because  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  of  the 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex: 

■ Provides  rapid  relief  of 
constipation,  usually  within  2 to 
5 minutes 

■ Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  laxatives  or  the  burning 
that  may  be  associated  with 
suppositories 

■ Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■ Unique  construction  regu- 
lates flow— prevents  leakage 
and  reflux 

■ Anatomically  correct,  pre- 
lubricated rectal  tip  helps 
avoid  injury  to  bowel  wall 

■ Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications:  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is 
present.  Warnings:  Frequent  or  prolonged 
use  of  enemas  may  result  in  dependence. 
Take  only  when  needed  or  when  pre- 
scribed by  a physician.  Precautions:  Do 
not  administer  to  children  under  two  years 
of  age  unless  directed  by  a physician. 
FREE  BOOKLET.  A supply  of  the  patient 
booklet,  The  Professional  Treatment  of 
Constipation,  is  available,  free  of  charge, 
on  request  to  C.  B.  FLEET  CO.,  INC. 

P.  0.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet*  Enema 

The  professional  aid 
to  constipation  relief 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right"  amounts  of  ilosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ili^neXiquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml  teaspoonful) 

Additional  information  available  — 

to  the  prolession  on  request. 

Ell  Lilly  and  Company 

Indianapolis,  Indiana  46206  100204 
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T 

Ahe  practicing  physician,  trained  in  the 
treatment  of  disease,  sometimes  feels  frus- 
trated by  the  demands  of  the  public  that  the 
doctor  keep  it  healthy.  That  early  detection 
of  all  diseases  results  in  the  most  favorable 

outcome  is  a truism 
of  traditional  teaching. 
A corollary  is  that 
everyone  must  have 
regular  medical  exam- 
inations. With  the  complexity  and  cost  of 
medical  care,  total  medical  evaluation  on  an 
annual  basis  is  becoming  a prohibitively  ex- 
pensive and  time-consuming  exercise.  Even 
in  those  who  have  regular  examinations, 
many  times  disease  has  not  been  averted. 
In  the  usual  instance,  disease  is  detected 
when  the  patient  presents  with  a complaint. 
So,  the  practicing  physician,  for  the  most 
part,  simply  continues  to  treat  disease  and  to 
await  further  developments  in  the  area  of 
disease  detection. 

The  outcome  of  treatment  of  some  dis- 
eases, however,  can  be  clearly  improved  by 
early  detection,  by  inexpensive  simple  peri- 
odic examinations,  or  by  recognition  of  im- 
portant signs  by  the  patient.  How  can  the 
public  be  instructed  effectively  to  take  ad- 
vantage of  this  knowledge  about  these  dis- 
eases? The  physician  is  the  man  who  has 
contact  with  the  public  and  in  my  view  owes 
the  public  some  degree  of  education.  A prime 
example  of  physical  disease  that  can  be  de- 
tected prior  to  the  onset  of  major  symptoms 
is  carcinoma.  I shall  address  myself  to  the 
subject  of  cancer  of  the  breast  and  cervix 
by  describing  the  Virginia  Whitney  Clinics, 
a project  of  the  Utah  Chapter  of  the  Ameri- 
can Cancer  Society. 

The  Virginia  Whitney  project  is  a pro- 
gram directed  at  education  of  the  public  and 
detection  of  cancer  in  Utah.  It  is  named  for 
Mrs.  Virginia  Whitney,  a Utah  woman  who 
succumbed  to  cancer  after  a 17-year  struggle 
with  the  disease.  The  project  has  received 
an  Award  of  Merit  from  the  National  Chap- 
ter of  the  American  Cancer  Society.  It  is 
supported  by  voluntary  contributions  to  the 
Virginia  Whitney  Fund  and  through  the  Vir- 
ginia Whitney  Golf  Contest  held  over  a spe- 
cified weekend  each  summer. 


Over  8,000  women  have  been  examined  for 
cancer  of  the  cervix  and  cancer  of  the  breast 
and  have  received  instruction  in  the  necessity 
of  annual  Pap  tests  and  monthly  breast  self- 
examination.  Eighteen  clinics  have  been  held 
in  Utah,  primarily  in  rural  communities,  with 
111  physicians  volunteering  their  services. 
Fifty-five  of  these  were  from  the  area  in- 
volved. Also  helping  were  211  volunteer 
nurses  and  160  lay  volunteers.  As  a result, 
each  examination  cost  the  Virginia  Whitney 
Fund  only  about  $1.20. 

The  benefits  that  have  accrued  from  this 
program  can  be  divided  into  the  three  major 
areas  of  concern  expressed  by  the  American 
Cancer  Society:  service,  research,  and  edu- 
cation. In  the  area  of  service,  several  lives 
have  already  been  saved  by  virtue  of  can- 
cers being  found  in  curable  stages.  Approxi- 
mately two  per  cent  of  the  women  examined 
had  lesions  suspicious  of  cancer,  and  another 
ten  per  cent  had  a disease  or  condition  that 
could  be  cured  by  medical  or  surgical  means. 

In  research,  these  clinics  have  demon- 
strated specific  problems  in  the  patterns  of 
cancer  and  medical  practice  in  the  state  of 
Utah.  As  an  example,  it  was  found  that  while 
one  per  cent  of  the  patients  attending  the 
clinics  had  never  had  a previous  physical 
examination,  a full  12  per  cent  had  never 
had  a Pap  smear.  Twenty-five  per  cent  of 
the  women  stated  that  they  had  not  had  a 
physical  examination  for  three  years,  but  37 
per  cent  had  not  had  a Pap  smear  for  three 
years.  This  indicates  that  the  Pap  smear  is 
not  always  being  included  in  the  physical  ex- 
amination, and  points  out  the  need  to  show 
both  doctors  and  patients  the  necessity  of  this 
examination  if  cervical  cancer  is  to  be  de- 
tected in  its  early  stages. 

The  primary  aim  of  this  project  is  edu- 
cation of  the  public  to  the  importance  and 
means  of  early  detection  of  cancer  of  the 
cervix  and  breast.  Of  approximately  8,000 
women  examined,  as  many  as  571  can  be  ex- 
pected to  develop  cancer  of  the  breast.  If  it 
is  assumed  that  70  per  cent  of  these  can  be 
cured  if  detected  early,  as  many  as  400  lives 
may  be  saved  if  the  women  examined  will 
practice  the  principles  enunciated  by  this 
program.  Similarly,  since  one  in  22  women 
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can  be  expected  to  develop  cervical  cancer, 
363  women  examined  are  at  risk.  With  annual 
Pap  tests,  95  per  cent  of  these  would  be  cur- 
able, resulting  in  a salvage  of  as  many  as 
345  lives.  Adding  these  two  figures,  it  is  pos- 
sible that  as  many  as  745  lives  could  be  saved 
among  the  women  who  have  already  been 
examined  by  the  Virginia  Whitney  Clinics. 

The  benefit  that  I have  derived  from  par- 
ticipation has  been  the  knowledge  that  I have 
contributed  in  a small  but  definite  way  to  the 
improvement  of  health  care  in  Utah.  I say 
“health  care”  because  neither  I nor  the  other 
volunteer  physicians  have  become  involved 
in  any  way  with  the  treatment  of  these  pa- 
tients, unless  referrals  have  come  through 
channels  entirely  outside  the  Cancer  Society. 
Our  entire  function  has  been  disease  detec- 
tion and  public  education. 

So,  what  can  one  man  do?  The  answer  is 
that  the  physician  can  demonstrate  to  the 
public  his  interest  in  it  by  giving  a little  of 
his  time  to  educate  it  and  show  it  ways  to 
keep  itself  as  healthy  as  possible.  At  least 
in  the  short  run,  this  may  do  more  toward 
health  maintenance  than  all  of  the  HMO’s, 
all  of  the  research  laboratories,  and  all  of  the 
millions  of  dollars  being  poured  into  this  area 
of  public  health.  It  may  also  help  the  patient 
to  understand  that  doctors  are  primarily  in- 
terested in  people,  not  their  dollars. 

W.  Knox  Fitzpatrick,  Jr.,  MD 


A 

IF  THE  DEMANDS  OF  THE  practice  of  medi- 
cine and  the  need  through  life-long  study  to 
maintain  professional  competence  were  not 
enough,  the  present-day  physician  is  con- 
fronted by  a number  of  other  professional 
problems  that  tax  both  his  patience  and  his 
understanding. 


He  witnesses,  for  example,  the  growing 
complexity  of  his  hos- 
pital medical  staff 
organization.  He  is 
threatened  by  new  and 
sometimes  bewilder- 
ing beasts — PAS,  accountability,  quality  con- 
trol, JCAH  survey,  etc.  The  comfortable  old 


A Balm  for 
the  Bewildered 
Physician 


casual  relationship  between  the  medical  staff 
and  the  hospital  administrator  and  board  of 
trustees  has  become  complicated  indeed.  New 
managerial  attitudes  toward  the  physician’s 
specific  role  in  the  hospital  milieu  bring  with 
them  implied  restraints  to  his  individuality 
and  actions.  Little  wonder  that  he  senses 
some  anxiety  and  bewilderment,  as  well  as 
an  understandable  defensiveness,  as  a result 
of  these  changes.  Medical  staff  officers  and 
chairmen  of  sensitive  committees  are  par- 
ticularly subject  to  this  state  of  mind. 

A solution  to  this  particular  type  of  be- 
wilderment does  exist,  however,  no  further 
away  than  in  our  neighboring  state  of  Colo- 
rado. Each  year,  for  the  past  nine  years,  the 
Office  of  Continuing  Education  of  the  Uni- 
versity of  Colorado  School  of  Medicine  has 
sponsored  a Hospital  Medical  Staff  Confer- 
ence, usually  at  Estes  Park.  The  able  and 
personable  founder  and  director.  Dr.  C. 
Wesley  Eisele,  has  presented  each  year  an 
exciting  and  comprehensive  consideration  of 
the  many  problems  that  confront  hospital 
medical  staffs.  He  draws  from  over  the  coun- 
try a faculty  composed  of  knowledgeable 
physicians,  lawyers,  and  hospital  administra- 
tors and  trustees,  each  of  whom  makes  a per- 
tinent and  educated  contribution  to  the  pro- 
ceedings. 

Some  of  the  subjects  considered  at  the 
Ninth  Annual  Hospital  Medical  Staff  Con- 
ference, held  in  September  1972,  were:  How 
to  know  if  you  have  quality  control;  The 
medical  staff  in  legal  perspective;  Perils  and 
pitfalls  in  writing  medical  staff  by-laws; 
Basic  principles  of  medical  staff  organiza- 
tion; and  How  do  you  get  committees  to 
work?  Small  group  discussions  led  to  in- 
formal consideration  of  many  sensitive  and 
essential  hospital  problems.  Many  provoca- 
tive questions  were  raised  and  tentative 
answers  suggested.  To  be  sure,  solutions  to 
many  problems  were  not  forthcoming. 

As  may  readily  be  guessed,  the  writer,  a 
somewhat  ignorant  and  perplexed  hospital 
medical  staff  officer,  found  the  1972  con- 
ference to  be  of  inestimable  value  to  him  and 
recommends  it  to  others  who  may  find  them- 
selves in  a similar  position. 

A.  E.  L. 
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Greater  curvature  gastric  diverticulum* 

Myo  M.  Kyaw,  MD,  and  Patrick  D.  Lester,  MD, 

Salt  Lake  City,  Utah 


A gastric  diverticulum  in  an  unusual 
location  is  reported  and  the 
roentgenologic  criteria  for  the 
diagnosis  are  described. 

Diverticula  of  the  stomach  are  rare.  The 
incidence  varies  in  different  series,  but  the 
average  is  about  0.04  per  cent  of  the  general 
population.^  Gastric  diverticula  are  most 
commonly  located  in  the  region  of  the  cardia; 
the  second  most  common  site  is  in  the  pre- 
f pyloric  region.  According  to  Palmer’s  review 
of  the  world  literature  (31  published  reports) , 

I 76  per  cent  of  gastric  diverticula  are  located 
in  the  cardia  and  15  per  cent  in  the  pre- 
pyloric region.^  Diverticula  in  other  areas  of 
the  stomach  are  very  rare,  and  this  is  par- 
ticularly true  for  the  greater  curvature. 

This  report  describes  the  roentgenographic 
features  of  a true  gastric  diverticulum  arising 
from  the  greater  curvature  in  a patient  who 
' had  15  years  of  follow-up  studies.  Criteria  for 
radiologic  diagnosis  are  also  reviewed,  since 
diverticula  arising  from  such  an  unusual  site 
in  the  stomach  may  be  mistakenly  inter- 
preted. 

I CASE  REPORT 

A 56-year-old  female  was  first  seen  in  1954 
because  of  symptoms  of  peptic  ulcer.  An  upper 
gastrointestinal  series  at  that  time  showed  a duo- 
denal ulcer  with  a cloverleaf  deformity  of  the 
duodenal  bulb.  In  addition,  a diverticulum  mea- 
suring 1.5  X 1.5  cm  and  arising  from  the  greater 


•From  the  Department  of  Radiology,  University  of  Utah 
Medical  Center,  Salt  Lake  City,  Utah. 


curvature  of  the  body  of  the  stomach  was  inci- 
dentally discovered  (Fig.  1).  She  was  treated 
medically  and  her  symptoms  improved.  Multiple 
upper  gastrointestinal  series  were  obtained  during 
the  next  15  years  for  recurrent  symptoms  of  duo- 
denal ulcer  (Fig.  2).  The  diverticulum  in  these 
examinations  showed  alteration  in  shape,  but  the 
size  remained  approximately  the  same.  Mucosal 
folds  were  noted  in  the  neck  of  the  diverticulum 
in  every  examination.  During  fluoroscopy,  con- 
tractile movements  were  noted  in  the  diverticular 
sac  and  the  neck  was  narrow.  Gastroscopy  re- 
vealed the  normal  mucosal  folds  traversing  the 
round  orifice  into  the  diverticular  sac;  there  were 
no  inflammatory  changes. 


Fig.  1.  An  upper  gastrointestinal  examination  in 
1954  showing  a diverticulum  arising  from  the 
greater  curvature  of  the  body  of  stomach. 
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Fig.  2.  The  same  diverticulnm  in  1969  showing 
slight  alteration  in  shape;  the  size  remains  un- 
changed. 


Discussion 

Gastric  diverticula  are  classified  into  con- 
genital and  acquired  types.  Congenital  or 
true  diverticulum  is  a blind  outpouching  of 
the  stomach  which  possesses  mucosa  and  all 
three  layers  of  gastric  muscles.  The  acquired 
type  lacks  one  or  more  coatings  of  the  normal 
gastric  wall;  it  is  formed  as  a result  of  a dis- 


ease process.  The  acquired  diverticula  are 
called  either  pulsion  or  traction  diverticula. 

Most  true  diverticula  are  located  in  the 
cardia,  approximately  2 cm  below  the  esopha- 
gogastric junction.  True  diverticula  of  the 
greater  curvature  are  extremely  rare;  accord- 
ing to  Dodd  and  Douglas^  only  ten  histologi- 
cally proven  cases  have  been  reported,  al- 
though a few  more  cases  lacking  histologic 
verification  have  been  published. 

This  case  revealed  the  characteristic  ra- 
diographic features  of  a gastric  diverticulum 
that  have  been  described  in  the  litera- 
ture.These  features  are  (1)  a smooth 
diverticular  sac  which  is  round  or  oval,  (2) 
presence  of  a neck,  (3)  presence  of  contrac- 
tile movements  observed  under  fluoroscopy, 
(4)  intact  mucosal  folds  in  the  neck  of  the  di- 
verticulum, (5)  change  in  shape  of  the  diver- 
ticular sac  in  subsequent  examinations,  and 
(6)  no  evidence  of  fixation,  rigidity,  or  scar- 
ring in  the  vicinity  of  the  diverticulum. 

Gastric  diverticula,  when  occurring  in 
typical  locations,  are  generally  not  difficult 
to  diagnose  radiologically.  However,  when  a 
diverticulum  arises  from  an  unusual  site  in 
the  stomach,  its  radiographic  appearancejnay 
closely  simulate  a penetrating  benign  gastric 
ulcer  or  an  ulcerating  malignant  tumor.  If 
one  is  aware  of  the  above-listed  radiographic 
criteria  of  gastric  diverticulum,  there  should 
be  no  difficulty  in  making  the  correct  diag- 
nosis regardless  of  the  location  of  the  diver- 
ticulum. • 
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Cervical  node  metastases  from 

occult  primary  sites* 


Karen  K.  Fu,  MD,  and  J.  Robert  Stewart,  MD,  Salt  Lake  City,  Utahf 
and  Malcolm  A.  Bagshaw,  MD,  Stanford,  California 


Metastatic  cervical  adenopathy  from  an 
unknown  primary,  a challenging  and 
not  uncommon  condition,  should 
be  treated  aggressively.  A substantial 
portion  of  such  patients  will  survive 
if  treated,  and  in  fact,  survival  rates  are 
similar  to  those  of  various  primary 
head  and  neck  tumors  presenting 
with  metastatic  cervical  nodes. 

Metastatic  cervical  lymphadenopathy  from 
an  occult  primary  site  is  an  interesting  and 
challenging  problem  diagnostically  as  well  as 
therapeutically.  Although  the  primary  site 
may  never  be  found  in  the  majority  of  the 
cases,  treatment  to  the  metastatic  cervical 
cancer  is  worthwhile,  and  long  survivals  have 
been  reported  in  the  literature. It  is  the 
purpose  of  this  retrospective  survey  of  cases 
seen  at  Stanford  University  Hospital  to  study 
the  natural  history  of  the  disease  and  to 
assess  factors  which  may  be  of  prognostic 
value  and  helpful  in  the  management  of  these 
patients. 

Patient  Material 

From  1958  through  December  1970,  67 
patients  were  seen  at  Stanford  University 
Hospital  with  metastatic  carcinoma  in  cer- 
vical lymph  nodes  from  unknown  primary 
sites.  The  histology  was  reviewed  and  con- 
firmed in  each  case  at  the  time  of  the  treat- 
ment by  the  Stanford  University  Department 
of  Pathology.  Those  cases  in  which  the  site 

‘From  the  Division  of  Radiation  Therapy,  Department  of 
Radiology,  Stanford  University  School  of  Medicine.  (Sup- 
ported in  part  by  grants  from  the  U.S.  Public  Health 
Service  CA  05838  and  CA  05008.) 

tDr.  Fu  was  formerly  Associate  Professor  of  Radiation 
Therapy  and  currently  is  with  the  Department  of  Radiol- 
ogy’s Division  of  Radiation  Oncology  at  the  University  of 
California  Medical  Center  in  San  Francisco;  Dr.  Stewart 
is  Professor  and  Head  of  Radiation  Therapy  at  the  Uni- 
versity of  Utah  College  of  Medicine. 


of  origin  was  discovered  during  a careful 
initial  examination  and  workup  or  during 
treatment  were  excluded  from  the  study. 
The  diagnostic  evaluation  usually  consisted 
of  a complete  ear,  nose,  and  throat  examina- 
tion, direct  laryngoscopy,  bronchoscopy, 
and/or  esophagoscopy,  chest  x-rays,  x-rays 
of  soft  tissues  of  the  head  and  neck, 
sinus  films,  thyroid  scan,  and  multiple 
random  biopsies  from  the  head  and  neck 
region.  In  some  cases  where  a primary  source 
from  below  the  clavicle  was  suspected,  fur- 
ther roentgenologic  examination  (UGI  series, 
barium  enema,  IVP)  and  other  diagnostic 
studies  were  also  performed.  Patients  ranged 
from  14  to  84  years  in  age.  The  most  common 
occurrence  was  in  the  sixth  decade.  Of  the  67 
patients,  47  were  males,  with  a male  to  fe- 
male ratio  of  2:35. 

A painless  mass  in  the  neck  was  the  pre- 
senting symptom  in  almost  all  cases.  Some 
patients  complained  of  systemic  symptoms 
of  weight  loss,  malaise,  fatigue,  etc.  In  four 
cases  the  cervical  lymphadenopathy  was 
asymptomatic  and  was  noted  on  routine 
physical  examination.  Duration  of  symptoms 
varied  from  less  than  one  week  to  three 
years;  however,  most  of  the  patients  had 
symptoms  less  than  four  months.  The  sub- 
digastric and  supraclavicular  nodes  were 
most  frequently  involved.  Twenty-seven  pa- 
tients had  multiple  nodes  and  12  had  bilateral 
lymphadenopathy.  The  location  of  metastatic 
cervical  lymph  nodes  is  shown  in  Fig.  1. 
'Fifty-two  per  cent  of  the  cases  were  squa- 
mous cell  carcinoma;  undifferentiated  car- 
cinoma and  adenocarcinoma  accounted  for 
31  per  cent  and  17  per  cent  of  the  cases  re- 
spectively. 
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TABLE  1 


LOCATION  OF  METASTATIC  CERVICAL  LYMPH  NODES 


MULTIPLE  27 
BILATERAL  12 

Fig.  1.  Diagrammatic  representation  of  the  location 
of  metastatic  cervical  lymph  nodes. 


LOCATION  OF  SUBSEQUENTLY  DETERMINED 
OCCULT  PRIMARY  SITES 
Primary  Sites  Number  of  Cases 


Lung  4 

Kidney  2 

Stomach  2 

Trachea  1 

Common  Bile  Duct  1 

Prostate  1 

Melanoma  1 

Reticulum  Cell  Sarcoma  1 

Supraglottic  Larynx  3 

Nasopharynx  2 

Other  Head  and  Neck  3 

Thyroid  1 


Total 


22 


T reatment 

There  were  no  specific  criteria  for  se- 
lection of  a particular  treatment  method.  Six 
patients  had  radical  neck  dissection  only.  Two 
patients  received  chemotherapy  alone  and  in 
seven  others  no  therapy  other  than  an  ex- 
cisional  biopsy  was  done.  The  remaining  52 
patients  were  treated  with  radiotherapy 
alone  or  radiotherapy  combined  with  surgery 
and/or  chemotherapy.  Most  of  these  patients 
received  6,000  to  6,600  rads  in  six  to  seven 
weeks  to  one  or  both  sides  of  the  neck  using 
the  4.8  MeV  Stanford  medical  linear  accelera- 
tor. The  treatment  field  usually  encompassed 
the  involved  side  of  the  neck  from  the  mas- 
toid process  to  the  clavicle.  If  the  location 
or  histology  of  the  lymph  node  metastases 
suggested  the  nasopharynx  as  a primary  site 
this  was  included  in  the  radiation  field. 

Analysis  of  Primary  Sites 

Of  the  67  patients,  the  primary  site  be- 
came apparent  in  22  (33  per  cent)  between 
one  month  and  four  years  after  the  initial 
treatment.  However,  over  one-half  of  them 
appeared  within  one  year  and  18  of  the  22 
within  two  years. 

Location  of  Detected  Primary:  In  half  of 
the  patients  whose  primary  was  subsequently 
found,  the  primary  site  originated  from  be- 
low the  clavicle;  in  the  other  half  the  pri- 
mary site  was  in  the  head  and  neck  region 
(Table  1).  The  most  frequent  site  for  occult 


primary  was  lung.  Among  primary  sites 
in  the  head  and  neck  region,  supraglottic 
larynx  and  nasopharynx  were  most  com- 
mon. In  nine  patients  the  primary  site  was 
later  established  by  biopsy,  and  in  three 
patients  the  primary  site  was  suspected  on 
strong  clinical  grounds  but  not  confirmed 
histologically.  Autopsies  were  performed  -on 
23  of  the  43  decedents,  and  in  ten  the  primary 
site  was  discovered  by  this  means.  Infraclav- 
icular  primaries  were  most  frequently  di- 
agnosed at  autopsy. 

Location  of  Cervical  Nodes  in  Relation  to 
Primary  Sites:  In  all  but  two  patients  with 
supraclavicular  lymph  node  metastases,  the 
primary  site  originated  from  below  the 
clavicle;  the  exceptions  were  the  melanoma 
and  probably  the  reticulum  cell  sarcoma.  On 
the  other  hand,  only  one  patient  with  the  pri- 
mary site  below  the  clavicle  had  the  meta- 
static node  located  above  the  supraclavi- 
cular fossa.  This  patient  had  a radical  neck 
dissection  for  squamous  cell  carcinoma  in  the 
mid-jugular  node.  Autopsy  nine  months  later 
revealed  adenoacanthoma  of  the  common  bile 
duct  with  liver  and  regional  lymph  node 
metastases.  One  might  question  whether  the 
cervical  metastasis  was  from  another  pri- 
mary. 

Histology  of  Cervical  Nodes  in  Relation  to 
Primary  Sites:  The  histology  of  metastatic 
cervical  nodes  corresponded  well  with  what 
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TABLE  2 

THREE-YEAR  SURVIVAL  WITH  RESPECT  TO  CERTAIN  CLINICAL  FEATURES 


Clinical  Features 

Patients 
Surviving 
Less  Than 
Three  Years 

Patients 
Surviving 
Three  Years 
Or  More 

Total 

*Location  of 

Supraclavicular 

18 

1 

19 

Metastatic  Node 

Cervical 

15 

15 

30 

*Fixation  of  Node 

Fixed 

14 

1 

15 

Non-Fixed 

19 

15 

34 

**Size  of 

lOcm^ 

9 

9 

18 

Metastatic  Node 

10cm2 

14 

4 

18 

Status  of 

Found 

13 

5 

18 

Primary 

Occult 

20 

11 

31 

‘Difference  in  survival  for  these  groups  is  statistically  significant  (see  text). 
“Size  of  node  was  stated  in  36  of  the  49  cases. 


might  be  expected  from  the  respective  pri- 
mary sites.  One  patient  initially  received 
local  radiotherapy  to  the  neck  following  the 
diagnosis  of  undifferentiated  metastatic  car- 
cinoma of  the  left  supraclavicular  fossa. 
Subsequently,  she  developed  hepatospleno- 
megaly  and  periaortic  lymphadenopathy; 
autopsy  disclosed  disseminated  reticulum  cell 
sarcoma.  Retrospective  review  of  the  clinical 
course  and  the  initial  biopsy  showed  that  re- 
ticulum cell  sarcoma  was  the  correct  diag- 
nosis from  the  onset. 

Survival  Status  with  Primary  Diagnosed 
During  Life:  Of  the  12  patients  whose  pri- 
mary sites  were  discovered  during  lifetime, 
seven  died  within  eight  months  following  the 
diagnosis  and  one  was  lost  to  follow-up.  How- 
ever, four  patients  were  still  living  two  to 
seven  years  after  the  primary  site  became 
apparent.  These  survivors  illustrate  the  im- 
portance of  careful  follow-up  with  attention 
to  early  detection  and  treatment  of  the  pri- 
mary site. 

Survival 

Fifty  patients  were  at  risk  for  more  than 
three  years  after  the  initial  treatment.  One 
was  lost  to  follow-up  and  is  excluded  from 
the  following  analysis.  Of  the  remaining  49 
patients,  16  (33  per  cent)  survived  three 
years  or  longer.  The  following  is  an  analysis 
of  the  three-year  survival  with  respect  to 
treatment  modality,  histology,  and  clinical 
features  including  location,  fixation,  and  size 


of  the  metastatic  node,  duration  of  symptoms, 
and  whether  or  not  the  primary  site  became 
apparent. 

Treatment  Modality:  Since  the  number  of 
patients  in  each  group  was  small  and  the  pa- 
tients were  not  randomly  assigned  to  treat- 
ment groups,  no  meaningful  conclusions 
could  be  drawn  regarding  survival  in  relation 
to  treatment  modality.  Twelve  of  the  16  pa- 
tients who  survived  three  years  or  longer 
received  radiation  therapy  alone  or  in  combi- 
nation with  surgery  or  chemotherapy.  In 
seven  the  treatment  was  limited  to  the  side 
of  neck  involved  and  in  only  two  the  naso- 
pharynx was  included  in  the  treatment  field. 
The  longest  survivor  was  a patient  who  had 
6,931  rads  in  42  days  to  only  the  right  side 
of  the  neck  for  squamous  cell  carcinoma  in  a 
subdiagastric  node.  He  was  still  alive  without 
disease  nine  years  later.  Two  patients  who 
survived  more  than  three  years  had  no  fur- 
ther treatment  following  an  excisional  bi- 
opsy. One  of  them  was  living  without  evi- 
dence of  disease  five  years  after  excisional 
biopsy  of  a left  supraclavicular  lymph  node 
harboring  undifferentiated  carcinoma. 

Histology:  The  difference  in  three-year 
survival  with  respect  to  histology  is  not  sta- 
tistically significant. 

Clinical  Features:  The  three-year  survival 
in  relation  to  node  location,  fixation,  and  size, 
duration  of  symptoms,  and  status  of  the  pri- 
mary site  is  shown  in  Table  2.  When  these 
data  were  analyzed  statistically  by  the  test 
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and  tested  with  the  Mantel  Haenszel  ap- 
proach and  a logistic  model  for  independent 
effects  of  the  factors,  only  the  node  location 
(p  less  than  .01)  and  fixation  of  node  (p  less 
than  .05)  were  found  to  be  significant  in  re- 
lation to  three-year  survival.  Although  the 
patients  were  not  randomized  and,  therefore, 
may  not  have  been  strictly  comparable,  we 
were  unable  to  detect  a systematic  bias  in 
any  groups  which  would  account  for  these 
differences  in  survival. 

Discussion 

Cervical  lymph  node  metastasis  with  an 
undetermined  primary  is  a challenge  not  in- 
frequently encountered  by  surgeons,  radio- 
therapists, and  medical  oncologists.  In  various 
series  reported  in  the  literature*'”  the  pri- 
mary site  is  eventually  discovered  in  10  to 
46  per  cent  of  cases  with  an  average  of  33  per 
cent.  Lung  is  the  most  frequent  occult  pri- 
mary site  in  a number  of  series  of  cervical 
lymph  node  metastasis,®'*’'**'**  and  this  is  true 
in  our  series,  perhaps  because  an  occult  pri- 
mary site  in  the  lung  has  a greater  chance 
of  being  discovered  at  autopsy  than  a pri- 
mary site  in  the  head  and  neck.  Occult  pri- 
mary sites  in  the  head  and  neck  are  easily 
missed  at  autopsy  unless  meticulous  search  is 
carried  out.  Since  treatment  is  usually  di- 
rected to  the  metastatic  neck  nodes  only,  an 
occult  primary  site  from  an  infraclavicular 
region  such  as  the  lung  remains  untouched 
and  may  manifest  later.  However,  an  occult 
primary  site  in  the  head  and  neck  may  some- 
times be  included  in  the  radiation  field  and 
be  eradicated  and  never  found.  In  the  head 
and  neck,  the  nasopharynx,  thyroid,  base  of 
tongue,  and  tonsil  are  the  most  frequently 
reported  occult  primary  sites,*®  but  in  the 
present  series  supraglottic  larynx  was  the 
most  common  site  of  subsequently  confirmed 
primary  above  the  clavicle. 

In  our  experience,  location  of  the  meta- 
static node  in  the  supraclavicular  fossa  and 
node  fixation  were  associated  with  poor  prog- 
nosis. Supraclavicular  nodal  metastasis  was 


usually  from  a primary  below  the  clavicle. 
The  infraclavicular  primary  obviously  re- 
mained uncontrolled  when  treatment  was  di- 
rected to  only  the  metastatic  neck  disease. 
A lower  survival  rate,  therefore,  is  not  sur- 
prising. Fixation  of  node  reflects  advanced 
disease  and  a lower  control  rate  is  to  be  ex- 
pected. Duration  of  symptoms,  histology,  and 
size  of  the  node  did  not  significantly  influ- 
ence prognosis.  It  is  interesting  that  survival 
was  not  affected  whether  or  not  the  primary 
site  was  eventually  discovered. 

From  the  data  reported  in  the  literature  it 
is  impossible  to  arrive  at  any  meaningful  con- 
clusion on  the  survival  rate  in  relation  to 
treatment  modality  because  of  insufficient 
sampling  and  incomparable  data.  Long  sur- 
vivals have  been  reported  in  surgical  series*'^ 
as  well  as  in  series  with  radiation  therapy 
as  the  primary  treatment.®  In  the  patients 
herein  reported,  radiation  therapy  was  the 
primary  treatment  in  the  majority  of  the  pa- 
tients and  the  three-year  survival  rate  was 
33  per  cent.  This  is  similar  to  the  survival 
rates  of  various  primary  head  and  n'eck 
tumors  presenting  with  cervical  adenopathy.*^ 
In  spite  of  the  fact  that  the  primary  site  re- 
mains unknown  in  approximately  60  per 
cent  of  patients  presenting  with  metastatic 
cervical  adenopathy,  a substantial  fraction  of 
them  will  survive  a long  time  if  treated.  Vi- 
gorous treatment  to  the  metastatic  neck  dis- 
ease with  radiotherapy  or  surgery  or  both  is 
worthwhile  and  should  be  attempted. 

Summary 

Sixty-seven  patients  with  cervical  lymph 
node  metastasis  from  occult  primary  sites 
treated  by  radiotherapy,  surgery,  chemo- 
therapy, or  combined  therapy,  between  1958 
and  1970  were  reviewed.  The  primary  sites 
were  subsequently  discovered  in  33  per  cent 
of  the  patients.  Lung  was  the  most  frequent 
occult  primary  site.  The  overall  three-year 
survival  was  33  per  cent.  There  was  no  sig- 
nificant difference  in  three-year  survival  be- 
tween those  patients  whose  primary  was  dis- 
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covered  later  and  those  whose  primary  re- 
mained occult.  Location  of  the  metastatic 
node  in  the  supraclavicular  area  and  node 
fixation  were  associated  with  poor  prognosis, 
whereas  duration  of  symptoms,  histology,  and 
size  of  the  node  did  not  influence  survival. 
Long  survival  is  possible  with  aggressive 


treatment  of  metastatic  cervical  adenopathy 
even  though  the  primary  site  may  never  be 
discovered.  • 
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Prepared  by  Alan  E.  Lindsay,  MD,*  Salt  Lake  City,  Utah 


THE  PATIENT:  The  age  and  diagnosis  of  this 
patient  are  unknown,  but  this  ECG  (one  strip  of 
lead  2 and  two  continuous  strips  of  V^)  was  taken 
in  an  Intensive  Care  Unit  following  abdominal 
surgery. 

THE  PROBLEM:  A variety  of  premature  com- 
plexes are  seen,  some  with  normal,  some  with 
abnormal  QRS  complexes.  Premature  complexes 
seem  to  bear  no  constant  relationship  to  the  pre- 
ceding complex.  Some  of  the  P-waves  appear  to 
be  inverted,  and  one  P-wave  early  in  lead  2 seems 
to  be  nonexistent.  Is  there  any  method  in  this 
madness? 

THE  SOLUTION:  Note  the  following  features; 

(1)  In  lead  2 each  premature  QRS  is  preceded 
by  a negative  P-wave  at  a PR  interval  of 
100  msec.  This  suggests  that  the  ectopic 
focus  producing  these  beats  is  either  AV 
junctional  (with  retrograde  P-waves)  or 
low  atrial  in  origin.  In  the  premature 
P-waves  are  small  and  biphasic. 

(2)  The  coupling  interval  (that  is,  the  interval 
between  the  sinus  P-wave  and  the  ectopic 
P-wave)  varies  from  0.40  to  0.56  sec  (non- 
fixed  coupling). 

(3)  There  appears  to  be  a constant  interval 
(1.08  to  1.10  sec)  between  ectopic  P-waves, 
and  the  longer  interectopic  intervals  are 
close  multiples  of  this  figure  (see  arrows 
in  lead  2). 

(4)  Fusion  P-waves  are  seen.  Note  the  flat 
P-wave  (fifth  in  lead  2)  where  a negative 
and  a positive  P-wave  have  apparently 
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come  at  the  same  time  and  have  cancelled 
each  other  out.  Note  also  the  slightly  lower 
P-wave  (the  third)  in  the  first  strip  of  V^. 

All  of  the  above  features  suggest  a SUPRA- 
VENTRICULAR PARASYSTOLIC  FOCUS  firing 
at  a rate  of  55  per  minute.  Remember  that  a para- 
systolic focus  is  an  independent  and  protected 
focus — protected,  that  is,  from  depolarizations 
caused  by  the  dominant  sinus  pacemaker.  It  fires 
at  a fixed  undisturbed  rate  and  produces  prema- 
ture depolarizations  whenever  the  surrounding 
tissues  are  not  refractory. 

The  unique  feature  of  this  tracing  is  that  in 
the  lower  strip  of  the  ectopic  rate  appears  to 
double  suddenly  for  three  beats  (rate  110  per 
min).  This  suggests  that  the  parasystolic  focus  is 
in  reality  rapid  PARASYSTOLIC  TACHYCARDIA 
but  that  usually  a 2:1  exit  block  masks  its  true 
rate.  Finally,  the  broad  premature  QRS  complexes 
are  all  manifestations  of  aberrant  ventricular  con- 
duction (AVC).  Note  that  short  R-R  coupling  in- 
tervals find  the  right  bundle  branch  totally  or 
partially  refractory  resulting  in  varying  degrees 
of  RBBB  aberrancy.  How  sinful  it  would  be  to 
consider  these  to  be  PVD’s! 

FINAL  DIAGNOSIS:  Supraventricular  para- 
systolic tachycardia  arising  from  either  an  AV 
junctional  or  low  ectopic  atrial  focus;  varying  exit 
block;  rate-related  aberrant  ventricular  conduc- 
tion; atrial  fusion  beats.  • 

*Dr.  Lindsay  is  Scientific  Editor  for  Utah  of  the  Rocky 
Mountain  Medical  Journal. 
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“Urina  est  meretrix... 


55 


Howard  G.  Wilcox,  MD,*  Salt  Lake  City,  Utah 


A STUDY  OF  UROSCOPY  reveals  an  intriguing 
facet  of  the  history  of  nephrology  and  of 
medicine  itself.  “Uroscopy”  is  a word  of 
Greek  derivation  literally  meaning  “visual 
examination  of  urine”,  but  the  procedure  was 
expanded  to  include  the  sensory  observation 
of  consistency,  smell,  and  taste. 

Physicians  have  examined  the  urine  in 
one  way  or  another  for  many  centuries.  The 
earliest  Egyptian  and  Sanskrit  records  refer 
to  observations  of  urine.  In  almost  any  aspect 
of  medical  history  it  seems  to  be  essential  to 
refer  to  Hippocrates  (400  B.C.)  and  indeed, 
this  revered  patriarch  of  medicine  carried 
on  at  some  length  about  examination  of 
urine.  Particularly,  in  The  Book  of  Prog- 
nostics he  discussed  sensory  qualities  of  urine 
such  as  its  color,  sediment,  viscosity,  smell, 
and  foaming  characteristics. 

Over  the  next  centuries  the  “medical  lit- 
erature” contained  vague  descriptions  of  the 
appearance  of  urine.  Attempts  were  made  to 
correlate  these  sensory  qualities  with  the 
clinical  course  of  the  patient,  but  these  were 
usually  mere  recitations  of  Hippocrates’  pre- 
vious observations.  In  the  tenth  and  eleventh 
centuries  A.D.,  however,  uroscopy  began  to 
assume  greater  importance  in  patient  evalu- 
ation. For  example,  the  Jerusalem  Code  of 
1090  directed  that  if  a physician  failed  to 
examine  the  urine  he  was  to  be  publicly 
scourged. 

The  Persian  physician,  Avicenna  (980- 
1037),  included  in  his  Canon  some  rather 
specific  instructions  about  uroscopy.  He  de- 
voted an  entire  chapter  to  methods  of  col- 
lection and  examination  of  urine.  His  ad- 

•Dr.  Wilcox  is  Chief,  Renal  Section,  Salt  Lake  VA  Hospital 
and  Assistant  Professor  of  Medicine,  University  of  Utah 
College  of  Medicine. 


monitions  stated  that  (1)  the  best  specimen 
is  one  obtained  after  an  overnight  fast,  (2) 
the  specimen  was  to  be  collected  in  a thor- 
oughly clean  container,  and  (3)  urine  must 
be  examined  when  fresh  (“Indeed,  my  in- 
struction is  that  urine  should  be  discarded 
even  after  one  hour.”).  The  parallels  are 
obvious  with  the  modem  nephrologist’s 
teaching  of  the  value  of  prompt  examination 
of  a “clean-catch”  concentrated  urine  speci- 
men. 

At  this  juncture  we  also  find  early  evi- 
dence of  testing  of  the  capabilities  of  the 
physician.  It  seems  that  a variety  of  sub- 
stances masquerading  as  urine  were  brought 
by  patients  to  trick  the  physician.  Avicenna 
thus  included  a section  on  how  to  recognize 
the  ersatz  features  of  honey-water  or  of  water 
in  which  hay  or  saffron  had  been  soaked.  He 
wrote,  “.  . . the  specimen  should  be  examined 
both  near  and  far.  (True)  urine  looks  dense 
when  examined  from  near  but  clear  if  viewed 
from  a distance.  This  is  not  the  case  with 
liquids  which  are  brought  by  patients  to  test 
the  skill  of  the  physician.”  (Canon) 

The  Western  World’s  first  real  master  of 
uroscopy  was  Gilles  de  Corbeil  (1140-1200), 
a French  graduate  of  the  school  of  Salerno. 
His  treatise,  Carmina  de  urinarum,  was  to 
become  the  standard  reference  of  uroscopy 
for  the  next  500  years.  The  procedure  was 
divided  into  observations  of  color  and  of 
contents-characteristics.  Twenty  colors  were 
described,  these  being  variations  of  sub- 
rubeus  (yellow),  rubeus  (red),  viridis 
(green),  niger  (black),  lacteus  (milky),  and 
the  like.  Subsequent  uroscopy  tomes  cor- 
related these  colors  with  various  diseases  in  a 
graphic  form  (Fig.  1).  The  contents-charac- 
teristics observations  included  noting  the 
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Fig.  1.  Urine  chart  from  a fifteenth  century  manu- 
script. This  print  correlated  urine  colors  with 
various  states  of  digestion,  he  it  “excess”,  “per- 
fect”, or  “in-”. 


type  of  foam  and  the  presence  of  fat,  blood, 
scales,  clouds,  and  atoms.  There  was  even  an 
occasional  “clinical  pearl”  hidden  away  in 
the  descriptions.  For  example,  Gilles  dif- 
ferentiated blood  in  the  urine  as  being  of 
bladder  vs.  kidney  origin  by  the  presence  or 
absence  of  clots. 

For  the  next  500  years,  uroscopy  was  an 
important  part  of  the  physician’s  routine.  It 
was  the  principal,  and  usually  the  only,  ob- 
jective method  of  diagnosis,  and  became  sort 
of  the  SMA-12  of  its  day.  The  procedure  was 
explicitly  detailed,  including  the  use  of  the 
standard  matula,  a round-bottom  flask  allow- 
ing the  physician  to  properly  note  the  varied 
contents  (Fig.  2) . The  graduated  matula  had 
11  vertical  divisions  divided  into  three  gen- 
eral regions  to  help  the  physician  be  more 
exact  in  his  observations. 

Physicians  were  worthy  subjects  of  artists 
during  these  centuries.  In  depicting  the  prac- 
tice of  medicine,  most  scenes  picture  the 
physician  gazing  learnedly  at  a matula  of 
urine  to  help  him  arrive  at  his  definitive 
diagnosis  (Fig.  3) . But  he  still  had  other 
clues  to  his  patient’s  illness,  such  as  direct 
observation  of  the  patient  and  the  character- 
istics of  the  pulses.  Other  methods  of  physical 
diagnosis  and  laboratory  study  were  un- 
known. 


Fig.  2.  The  matula,  from  a sixteenth  century 
printed  edition  of  an  earlier  uroscopy  text  hy  the 
thirteenth  century  physician,  Actuarius. 


About  the  sixteenth  century  A.D.,  how- 
ever, the  quality  of  patient  care  began  to 
deteriorate.  The  discipline  of  uroscopy  began 
to  be  diluted  by  uromancy.  Uromancers  in- 
cluded physicians,  barber  surgeons,  apothe- 
caries, and  traveling  salesmen,  all  of  whom 
were  convinced  that  the  only  font  of  know- 
ledge was  the  renal  nectar.  As  one  barber 
surgeon’s  loyal  wife  wrote, 

“My  husband  is,  as  I have  said, 

A surgeon  who  can  raise  the  dead. 

He  sees  disease  in  urine  hid. 

Knows  more  than  e’en  Ypocras  (Hippo- 
crates) did.” 

These  uromancers,  or  as  then  more 
properly  titled  pisse-prophets,  claimed  that 
they  could  divine  age,  sex,  diagnosis,  and 
prognosis  by  examining  the  urine  only.  It 
was  no  longer  necessary  to  visit  the  physician, 
or  even  more  important,  to  have  the  physi- 
cian make  an  expensive  house  call.  One  could 
merely  send  the  urine  specimen  to  the  pisse- 
prophet  for  interpretation.  There  thus  arose 
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Fig.  3.  “The  Sick  Lady”  by  van  Hoogstraten.  The 
seventeenth  century  physician  is  engaged  in  uros- 
copy  during  a house  call  to  a wealthy  hut  ill 
patient. 

an  entirely  new  “middle-man”  (or  usually 
“middle-woman”)  occupation,  that  of  “water- 
messenger”  or  again  more  properly  termed 
“pisse-bearer”.  This  person  assumed  great 
importance  since  all  real  information  about 
the  patient  was  gleaned  from  her.  A good 
pisse-messenger  was  one  who  was  hired  be- 
cause she  was  supposedly  close-mouthed 
about  the  patient  whose  urine  she  carried. 
The  good  pisse-prophet  thus  found  it  ex- 
pedient to  profusely  compliment  her  on  her 
taciturnity,  thus  loosening  her  tongue  to 
babble  any  relevant  clinical  information 
about  the  patient  (Fig.  4).  A physician  once 
described  this  absurd  relationship. 

“She  is  indeed  the  dumbe  messenger  be- 
tweene  the  Doctour  and  his  Patient  who 
(instead  of  passing  the  relation  of  his  dis- 
ease in  writing  or  by  some  discreet  mes- 
senger) pisseth  his  minde  in  his  water,  and 
expecteth  an  answer;  but  if  I should  write 
an  answer  in  a letter  written  in  the  same 
language,  I doubt  he  would  scarce  read  it.” 


Fig.  4.  “The  Physician”  by  Dou.  The  pisse-mes- 
senger  waits  anxiously  in  the  background  of  the 
doctor’s  office  for  the  diagnosis  and  treatment  to 
be  rendered  by  the  uromancer. 

By  the  seventeenth  century,  a number  of 
physicians  began  to  be  unhappy  with  this 
unscientific  discipline  and  insisted  on  seeing 
the  patient.  For  example,  Radcliff  of  Oxford 
was  asked  on  one  occasion  to  diagnose  and 
treat  a case  on  the  appearance  of  a urine 
specimen  brought  to  him.  Radcliff  uncovered 
that  the  absent  patient  was  a bootmaker.  And 
so  he  emptied  the  matula  and  refilled  it  with 
his  own  urine.  He  gave  it  to  the  pisse-mes- 
senger with  the  instructions  that  if  the  pa- 
tient would  fit  him  with  a pair  of  boots  by 
examining  his  urine,  then  Radcliff  would  be 
delighted  to  prescribe  for  the  patient  in  the 
same  way.  However,  the  public  was  not  con- 
vinced. It  was  generally  felt  that  any  phy- 
sician who  did  not  diagnose  and  treat  on  the 
sole  basis  of  inspection  of  the  urine  was  “dis- 
eased in  his  braine  and  troubled  with  the 
simples.” 
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Fig.  5.  Title  page  from  Brian’s  1637  text  ridiculing 
uromancy. 

But  be  not  dismayed,  Dear  Reader,  for 
now  onto  the  scene  arrives  our  hero,  Thomas 
Brian.  He  was  a physician  in  London  in  the 
mid-1600’s.  In  1637,  he  wrote  a fascinating 
book,  The  Pisse-Prophet  or  Certaine  Pisse 
Pot  Lectures  (Fig.  5) , written  for  the  general 
public  as  well  as  the  medical  profession.  He 
argued  at  length  against  uromancy,  elo- 
quently pleading  that  “.  . . it  were  farre  better 
for  the  Physician  to  see  his  Patient  once  than 
to  view  his  Urine  twenty  times.”  He  “con- 
fessed” his  own  dabblings  in  uromancy  in 
several  places.  For  example, 

“I  have  seldom  failed  in  my  predictions  of 
determining  a woman  to  be  with  childe  by 
the  Urine,  as  I have  made  them  believe, 
when  the  messenger  hath  been  able  to  cer- 
tifie  me  of  the  state  of  the  Womans  body, 
and  could  answer  me  to  certaine  other 
questions  touching  other  signes  of  concep- 
tion.” 

Brian’s  major  conclusion  was  boldly  stated 
in  his  Preface:  “Urina  est  meretrix,  vel 
mendax”  or  “The  Urine  is  an  Harlot,  or  a 
Lier.”  Though  initially  . . pen’d  in  the  Eng- 


Fig.  6.  “Christ  the  Healer”  hy  van  den  Val- 
ckert  (?). 


lish  tongue,  because  that  meere  Englishmen 
. . . are  and  ever  have  ben  most  subject  to  be 
deceived  and  deluded”,  Brian’s  observations 
went  through  several  editions  and  a number 
of  translations. 

From  about  this  time,  uromancy  became  a 
suitable  target  for  ridicule,  von  Hutten,  for 
example,  related  the  experience  of  a pisse- 
prophet  who  saw  an  oat  grain  in  the  matula 
and  deduced  that  the  patient  had  eaten  a 
horse.  The  French  dramatist,  Moliere,  in  Le 
Medicin  Volant,  depicted  a doctor  as  a fool 
who  goes  on  to  drink  the  urine  because  he 
believes  that  taste  is  a better  judge  than 
sight. 

A field  so  deeply  ingrained  in  medicine 
died  hard,  and  it  was  especially  hard  to 
abandon  in  view  of  the  character  of  former 
reputed  uroscopists  (Fig.  6) , but  by  the  mid- 
1700’s,  uroscopy  and  uromancy  had  virtually 
disappeared  from  the  medical  scene.  They 
had  been  ably  replaced  by  the  much  more 
“scientifically  acceptable”  disciplines  of  “cup- 
ping” and  “bleeding”,  and  once  again  all  was 
well  with  the  world.  • 
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Recurrent  melanoma  presenting 
with  obstructive  jaundice 


Report  of  two  cases'^ 


Harold  S.  Cole,  MD,  and  James  W.  Freston,  MD,  PhD, 
Salt  Lake  City,  Utah 


Although  jaundice  commonly  develops  in 
the  terminal  stage  of  widespread  melanoma, 
it  is  unusual  as  the  presenting  sign  of  recur- 
rent melanoma.  Das  Gupta  and  Brasfield 
found  only  seven  such  cases  in  124  patients 
with  recurrent  melanoma.'*  Furthermore, 
jaundice  due  to  melanoma  is  usually  the  re- 
sult of  extensive  and  inoperable  liver  me- 
tastases.’-®  We  recently  encountered  two  pa- 
tients with  a history  of  completely  resected 
melanoma  whose  presenting  sign  of  recur- 
rence was  jaundice.  In  both  cases  jaundice 
was  the  result  of  common  bile  duct  obstruc- 
tion by  recurrent  melanoma.  A review  of  the 
English  literature  disclosed  only  one  similar 
case.'*  This  report  documents  the  occurrence 
of  jaundice  due  to  biliary  obstruction  by 
melanoma  as  the  first  sign  of  recurrent  dis- 
ease in  two  cases,  illustrates  the  difficulty 
in  establishing  the  correct  cause  of  jaundice 
without  operation  in  one  of  these  patients, 
and  documents  a reduction  in  serum  bilirubin 
following  steroid  therapy  in  one  of  the  cases. 

‘From  the  Gastroenterology  Division,  Department  of  In- 
ternal Medicine,  University  of  Utah  College  of  Medicine 
and  Veterans  Administration  Hospital,  Salt  Lake  City. 


CASE  REPORTS 

Case  1:  In  1957  a 53-year-old  white  physician 
had  his  left  eye  removed  because  of  retinal  mela- 
noma. He  was  well  until  1969  when  he  developed 
malaise  and  vague  epigastric  distress.  Two  days 
later  he  passed  clay-colored  stools  and  dark  urine, 
and  he  was  hospitalized.  Jaundice  and  pruritis  de- 
veloped. His  appetite  was  poor,  and  he  lost  ten 
pounds.  The  SCOT  peaked  at  580  units,  total 
bilirubin  at  13  mg  per  cent,  and  alkaline  "phos- 
phatase at  46  units  (normal  4-15)  with  subsequent 
improvement  (Fig.  1)  prior  to  transfer  to  the  Uni- 
versity of  Utah  Medical  Center  in  March.  He  had 
been  exposed  to  jaundiced  patients  but  had  had  no 
injections.  He  frequently  took  sulfathaladine  for 
“colds”  but  he  denied  use  of  other  drugs. 

When  first  seen  he  was  deeply  jaundiced.  The 
left  eye  was  absent,  and  there  was  no  evidence  of 
melanoma  recurrence  in  the  orbit  or  on  the  skin. 


1st  2nd 

ADMISSION  ADMISSION  „ DEATH 


20  AO  60  80  100  120  140 

DAYS 


Fig.  1.  Course  of  liver  function  tests  in  Case  1. 
Note  apparent  initial  response  of  hiliruhin  to  Pred- 
nisone. Alkaline  phosphatase  values  expressed 
as  King  Armstrong  units,  bilirubin  as  mg/ 100  ml 
and  SCOT  as  International  Units. 
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Fig.  2.  Appearance  of  liver  and  biliary  structures 
in  situ  in  Case  1.  Liver  is  (a),  the  gallbladder  (b), 
and  common  duct  (c)  are  greatly  dilated  above  a 
tumor  mass  (d)  in  the  head  of  the  pancreas. 

The  liver  was  slightly  tender  and  measured  13  cm 
in  height.  No  spleen  was  palpable.  Lymphadenop- 
athy,  palmar  erythema,  asterixis,  gynecomastia, 
and  spider  angiomata  were  not  present. 

Stools  were  acholic  and  contained  no  occult 
blood.  The  serum  bilirubin  was  17.7  mg  per  cent 
(11.4  conjugated),  alkaline  phosphatase  48  units, 
SGOT  142  units,  cholesterol  281  mg  per  cent,  and 
prothrombin  time  12.3  sec  (control  13.4).  Protein 
electrophoresis  was  normal  except  for  a slight  ele- 
vation of  fS  globulin  (1.33  gm  per  cent).  The 
hematocrit,  WBC  count,  x-ray  examinations  of 
chest  and  alimentary  tract  were  normal.  Liver 
scan  with  Tc^^  showed  diffuse  small  areas  of  de- 
creased isotope  uptake.  Peritoneoscopy  disclosed 
a greenish-purple  liver  with  a swollen  edge  but 
no  nodules.  The  anterior  surface  of  the  gallbladder 
appeared  normally  distended  with  bile.  The  bile 
ducts  were  not  visualized.  Deep  Vim-Silverman 
needle  biopsies  were  taken  under  direct  vision 
from  the  right  and  left  lobes  of  the  liver  in  areas 
thought  to  harbor  nodules  on  the  basis  of  liver 
scan.  The  biopsies  showed  intracanalicular  bile 
stasis  and  some  signs  of  liver  cell  regeneration. 
There  were  no  bile  lakes,  bile  infarcts,  or  signs 
of  tumor. 

Cholestatic  viral  hepatitis  was  considered  the 
most  likely  diagnosis,  and  a steroid  trial  was 
undertaken.’^  Prednisone,  40  mg  daily,  resulted  in 
dramatic  improvement  over  the  next  two  weeks 
(Fig.  1).  The  total  bilirubin  fell  from  18.8  to  6 mg 
per  cent.  The  patient’s  appetite  improved,  and 
brown  stools  and  light-colored  urine  reappeared. 
He  gained  five  pounds,  and  he  was  discharged  at 
light  activity  on  40  mg  Prednisone  daily.  One 
week  later  he  had  gained  three  more  pounds  and 
his  feeling  of  well-being  continued. 


Fig.  3.  Histologic  appearance  of  metastatic  mela- 
noma in  head  of  pancreas  in  Case  1.  Spindle  and 
epithelial  cell-types  are  present  (hematoxylin  and 
eosin  original  magnification  x320). 

Two  weeks  later  the  urine  darkened  and  the 
serum  bilirubin  rose.  He  attributed  this  to  recent 
over-exertion.  The  Prednisone  dose  was  tempor- 
arily increased  to  80  mg  daily  without  benefit.  He 
then  lost  weight  in  spite  of  a good  appetite  and 
was  readmitted  to  the  hospital.  Jaundice  was 
present  and  the  liver  span  was  17  cm.  The  serum 
cholesterol  was  820  mg  per  cent,  total  bilirubin 
22.6  mg  per  cent  (14.6  conjugated),  alkaline  phos- 
phatase 61  units,  SGOT  160  units,  and  prothrombin 
time  12.3  sec.  The  stool  contained  occult  blood. 
Chest,  upper  GI  and  small  bowel  x-rays  were 
again  normal. 

Two  days  later  his  temperature  rose  to  102.6 "F, 
and  chest  x-ray  demonstrated  bilateral  basilar  in- 
filtrates. Penicillin  therapy  was  begun  after  ap- 
propriate cultures  were  obtained.  The  process 
spread  in  two  days  to  involve  half  of  the  lung 
parenchyma  and  progressed  despite  the  addition 
of  gentamicin.  Sputum  culture  grew  only  alpha 
streptococci.  An  open  biopsy  of  the  lingula  showed 
only  acute  bronchiolitis,  consistent  with  a viral 
etiology.  Stains  for  bacteria,  fungi,  and  Pneumo- 
cystis carinii  were  negative,  and  cultures  failed 
to  reveal  viruses  or  bacteria.  Multiple  blood  and 
urine  cultures  were  sterile  but  Nocardia  asteroides 
was  grown  from  a single  sputum  and  M.  tubercu- 
losis was  recovered  from  several  sputum  speci- 
mens. Penicillin  and  gentamicin  were  discontinued 
and  INH  300  mg  daily  was  started.  Prednisone  was 
continued.  The  lung  infiltrates  progressed,  melena 
and  hepatic  coma  developed,  and  he  died  one 
month  after  a’dmission. 

Autopsy  revealed  distention  of  the  gallbladder 
and  biliary  tree  (Fig.  2).  The  ampulla  of  Vater 
was  obstructed  by  a 5x4x2  cm  tumor  mass  in  or 
near  the  head  of  the  pancreas.  The  liver,  lungs. 
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and  heart  contained  numerous  nodules  of  up  to 
1 cm  in  diameter.  All  nodules  and  the  obstructing 
mass  proved  to  be  melanoma.  The  tumor  was  a 
mixture  of  spindle  and  epithelial  cell-types  with 
melanin  pigment  (Fig.  3)  and  was  less  well  dif- 
ferentiated than  the  spindle  cell-type  melanoma 
found  in  his  retina  13  years  previously.  Post- 
mortem lung  culture  grew  only  alpha  strepto- 
cocci. 

Case  2:  In  1966  a 43-year-old  man  noticed  a 
black  mole  near  the  tip  of  his  left  scapula.  Pro- 
gressive enlargement  was  noticed  after  one  year, 
and  an  enlarging  left  axillary  mass  was  discovered 
in  April  1969.  When  he  finally  consulted  a phy- 
sician in  September  1969,  the  skin  lesion  had 
grown  to  a 3 cm,  polypoid,  fungating,  black  mass 
with  red  subcutaneous  streaks  extending  to  an 
8x8  cm  mass  of  hard  axillary  nodes.  His  weight 
was  230  pounds.  The  liver  could  not  be  palpated. 
The  serum  bilirubin  was  0.8  mg  per  cent  and  BSP 
retention  seven  per  cent.  Chest  x-ray  and  liver 
scan  were  normal.  The  urine  contained  no  melanin. 
In  late  September  1969,  the  primary  lesion  and  left 
axillary  metastases  were  widely  excised  en  bloc. 
No  blood  transfusions  were  given.  The  excised  skin 
and  nodes  contained  melanoma. 

The  patient  seemed  to  be  doing  well  until 
November  1969,  when  dark  urine  and  acholic 
stools  appeared.  He  denied  abdominal  pain  or 
previous  episodes  of  jaundice  and  had  taken  no 
drugs  known  to  be  hepatoxic.  When  seen  at  the 
University  of  Utah  Medical  Center,  jaundice  and 
muscle  wasting  were  evident.  He  weighed  195 
pounds.  In  the  right  parietal  scalp  a 0. 5x1.0  cm 
subcutaneous  nodule  was  palpated.  The  liver  span 
was  12  cm  and  the  edge  was  not  tender.  No  spleen 
was  palpable.  The  total  bilirubin  was  13.0  mg 
per  cent  (7.6  conjugated).  The  SCOT  was  210 
units,  alkaline  phosphatase  1120  imits  (normal 
range  now  50-100),  LDH  525  units,  and  one  of 
five  acholic  stools  contained  occult  blood.  No 
tumor  cells  were  present  in  a marrow  aspirate. 
The  urine  contained  bilirubin  and  melanin.  A 
chest  x-ray  showed  two  small  masses  in  the  right 
upper  lobe.  Liver  scan  was  normal. 

Laparotomy  disclosed  a distended  gallbladder 
and  common  duct  and  a large  mass  obstructing  the 
distal  common  bile  duct.  A few  black  nodules  were 
present  in  the  mesentery  and  small  bowel.  A side- 
to-side  cholecystojej  unostomy  was  performed. 
Biopsies  from  the  obstructing  mass  and  omentum 
contained  melanoma.  The  stool  and  urine  color 
returned  to  normal,  and  ten  days  after  surgery  the 
total  bilirubin  was  2.5  mg  per  cent,  alkaline  phos- 
phatase 157,  and  SCOT  58.  He  was  treated  accord- 
ing to  an  experimental  drug  protocol  with 
vincristine,  2 mg/m^  on  days  one  and  five;  di- 
methyl-trianzeno-imidazole  carboxamide,  150  mg/ 
m2,  on  days  one  through  five;  and  bis-chloror-ethyl 
nitrosourea,  150  mg/m^,  on  day  one.  The  scalp 
and  pulmonary  nodules  were  unchanged  at  the 


end  of  a three-week  hospitalization,  but  after  six 
weeks  the  scalp  nodule  had  enlarged  and  chest 
x-ray  disclosed  a right  hilar  mass.  A progressively 
downhill  course  ensued  and  the  patient  died  three 
months  after  the  appearance  of  jaundice. 

Discussion 

Case  1 illustrates  the  occasional  difficulty 
encountered  in  diagnosing  the  cause  of  ob- 
structive jaundice  without  laparotomy.  The 
early  elevation  of  SGOT  values  and  the 
initial  spontaneous  improvement  in  malaise, 
anorexia,  and  jaundice  pointed  toward  chole- 
static hepatocellular  disease  due  to  viral 
hepatitis  or  drug  reaction.  The  dramatic  fall 
in  serum  bilirubin,  gain  in  weight,  and  symp- 
tomatic improvement  following  steroid 
therapy  also  supported  a diagnosis  of  intra- 
hepatic  cholestasis.’^  The  possibility  of  hepatic 
melanoma  as  causing  jaundice  was  dis- 
counted because  of  these  features  and  the 
failure  to  detect  tumor  by  peritoneoscopy  and 
by  two  needle  liver  biopsies.  The  response 
to  steroids  in  our  patient  may  have  reflected 
shrinkage  of  edema  surrounding  a partially 
obstructing  tumor,  slough  of  part  of  the 
tumor,  or  the  spontaneous  decrease  in  tumor 
size  seen  occasionally  with  melanorha.^® 
Similar  false  positive  responses  to  the 
“steroid  test”  in  patients  with  common  duct 
obstruction  have  been  reported  by  others.^’® 

The  interval  of  12  years  between  primary 
melanoma  and  its  metastatic  presentation  is 
not  unusual.  Allen  and  Jaeschke  reported  a 
case  of  melanoma  of  the  eye  with  local  re- 
currence 28  years  after  enucleation  of  the  pri- 
mary, and  death  from  widespread  metastatic 
disease  the  following  year.^  The  longest  inter- 
val between  surgical  extirpation  and  recur- 
rence of  melanoma  was  reported  anecdotally 
by  Wilder  and  had  an  elapse  of  32  years  be- 
tween removal  of  an  eye  for  melanoma  and 
death  with  liver  metastases.” 

Liver  disease  is  unusual  as  the  initial  man- 
ifestation of  metastatic  melanoma.  Das  Gup- 
ta’s and  Brasfield’s  figure  of  four  per  cent  of 
652  patients'*  closely  agrees  with  the  3.6  per 
cent  incidence  in  222  patients  reported  by 
Stehlin  and  others.®  The  most  common  pre- 
senting signs  in  Das  Gupta’s  and  Brasfield’s 
patients  with  liver  involvement  were  hepato- 
megaly and  “abnormal  liver  function  tests”. 
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TABLE  1 


REPORTED  CASES  OF  BILIARY  OBSTRUCTION  BY  MELANOMA 

(All  Stages) 


Author 

Primary 

Metastatic  Lesions 

Outcome 

DuvaP 

Bile  duct? 

None 

Died  of  infection  4 months  after 
cholecystocutaneous  fistula 

Cooke'^ 

Ampulla  of  Vater? 

Liver  and  “generalized” 

Died,  details  unknown 

Jones® 

Skin 

Ampulla  of  Vater,  pancreas, 
liver,  peritoneum 

Died  14  days  after  jaundice  appeared 

Das  Gupta^ 

Unknown,  details 
not  provided  in 
course  of  paper 

Biliary  tree,  site  not 
mentioned 

Died  8 weeks  after  jaundice  ap- 
peared 

Stehlin^ 

Unknown,  details 
not  provided 

Inferred  lesion  of  biliary  tree 
as  cholecystojejunostomy 
performed 

Not  stated 

Cole  and  Freston 

Eye 

Head  of  pancreas 

Died  5.5  months  after  jaundice  ap- 
peared 

Skin 

Distal  common  duct 
and  pancreas 

Died  3 months  after  jaundice  ap- 
peared 

which  were  not  specified.^  Stehlin  and  others 
did  not  indicate  the  findings  which  led  them 
to  diagnose  liver  involvement.® 

In  contrast  to  the  infrequency  of  early 
liver  metastases,  liver  and  biliary  involve- 
ment is  common  at  autopsy.  Das  Gupta  and 
Brasfield^  found  that  of  125  cases  of  mela- 
noma examined  at  autopsy,  metastases  were 
found  in  the  liver  in  68  per  cent,  pancreas  53 
per  cent,  gallbladder  15  per  cent,  and  large 
bile  ducts  eight  per  cent.  Only  one  of  18  pa- 
tients with  bile  duct  involvement  had  ob- 
struction. That  patient,  like  the  two  cases  de- 
scribed in  the  present  report,  presented  with 
jaundice,  but  information  regarding  other 
signs  of  recurrent  melanoma  was  not  pro- 
vided. 

Isolated  reports  have  been  published  of 
biliary  obstruction  associated  with  obvious 
regional  melanoma  or  a primary  in  the  bi- 
liary tract,  although  the  latter  is  not  well 
documented.  Jones  reported  a patient  who 
developed  jaundice  in  conjunction  with 
rapidly  progressive  regional  melanoma;® 
autopsy  disclosed  a melanoma  obstructing 
the  ampulla  of  Vater  (Table  1).  DuvaP  and 
Cooke®  each  described  a single  case  of  mela- 
noma at  the  ampulla  of  Vater  which  they 
thought  to  be  primary.  However,  autopsy  of 
Duval’s  case  did  not  include  examination  of 


the  eyes,  and  autopsy  of  Cooke’s  case  dis- 
closed melanoma  in  the  liver,  pancreas,  and 
“elsewhere”.  The  precise  origin  of  the  pri- 
mary lesions  was  uncertain.  Stehlin  and 
others  mention  a case  of  metastatic  mela- 
noma which  required  a cholecystojejunos- 
tomy,  presumably  for  relief  of  obstruction, 
but  the  extent  of  extra-biliary  involvement 
was  not  described.® 

The  disparity  between  our  recent  exper- 
ience and  that  recorded  in  the  literature  sug- 
gests that  biliary  obstruction  by  melanoma, 
although  rare,  is  being  overlooked.  It  is  pos- 
sible that  patients  with  known  melanoma  and 
jaundice  are  felt  to  have  extensive  hepatic 
parenchymal  involvement  and  are  thus  not 
subjected  to  laparotomy  and  palliative  cho- 
lecystojejunostomy.  The  differentiation  of 
jaundice  due  to  biliary  obstruction  from 
jaundice  secondary  to  hepatic  metastases  may 
assume  greater  clinical  importance  when 
more  successful  means  of  treating  metastatic 
melanoma  are  evolved.  At  the  present  time, 
the  fact  that  common  duct  obstruction  may 
be  the  presenting  manifestation  of  recurrent 
melanoma  should  be  considered  in  the  differ- 
ential diagnosis  of  jaundice  in  patients  with 
a history  of  this  tumor  and  should  bear  on 
the  decision  to  operate  on  such  patients. 
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Summary 

Two  patients  presented  with  obstructive 
jaundice  as  the  first  sign  of  recurrent  mela- 
noma. This  proved  to  be  due  to  common  bile 
duct  obstruction  by  melanoma.  Only  one 
similar  case  has  been  reported  in  the  English 


literature.  The  diagnosis  in  one  case  was  ob- 
scured by  a fall  in  serum  bilirubin  values 
during  a trial  of  steroids.  Bile  duct  obstruc- 
tion by  melanoma  as  well  as  hepatic  me- 
tastases  should  be  considered  in  jaundiced 
patients  with  a history  of  this  tumor.  • 
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Closure  of  atrial  septal  defects  in  adults 

J.  Richard  Rees,  MD,  Ogden,  Utah,  and  Daniel  A.  Goor,  MD, 

George  R.  Holswade,  MD,  and  C.  Walton  Lillehei,  PhD,  MD,  New  York,  New  York* 


The  authors  report  a long-term  experience 
with  71  patients  over  30  years 
of  age  follotving  closure  of 
atrial  septal  defects. 

Secundum  atrial  communications  may  lead 
to  progressive  cardiac  disability  later  in  life 
because  of  the  onset  of  atrial  fibrillation,  con- 
gestive heart  failure,  or  severe  pulmonary 
hypertension.^"®  In  the  past,  the  operative 
mortality  among  adult  patients  has  been 
higher  than  that  encountered  in  children.®’®-® 
In  addition,  not  all  adults  benefit  from  sur- 
gical intervention.  Recent  reports  have  de- 

*Dr. Rees  is  Assistant  Professor  of  Clinical  Surgery  at  the 
University  of  Utah  College  of  Medicine;  Dr.  Goor  is  In- 
structor in  Surgery  and  Chief  Resident  in  Cardiac 
Surgery,  Dr.  Holswade  is  Associate  Professor  of  Clinical 
Surgery,  and  Dr.  Lillehei  is  Louis  Atterbury  Stimson  Pro- 
fessor of  Surgery  at  Cornell  University  Medical  College. 


scribed  certain  patients  who  have  continued 
to  show  deterioration  of  cardiac  function 
postoperatively,  or  have  not  improved.^’®-'^’® 
Recent  experience  with  two  patients  who 
exhibited  deterioration  of  their  cardiac 
status  eight  and  12  years  after  closure  of  a 
secundum  atrial  defect  prompted  the  authors 
to  review  their  series  of  71  adult  patients. 

Clinical  Material 

The  71  patients  in  this  study  were  30  years 
of  age  or  older,  and  all  had  secundum  atrial 
defects.  The  age  range  of  the  group  was  from 
30  to  71  years;  12  were  older  than  50,  and  50 
were  women. 

Twenty-nine  patients  manifested  frank 
cardiac  failure,  and  an  additional  22  exhibited 
elevated  right  ventricular  end  diastolic  pres- 
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sures.  Arrhythmias  (usually  atrial  fibril- 
i lation)  were  noted  preoperatively  in  20.  Pul- 
monary hypertension  (pulmonary  artery 
systolic  pressure  greater  than  30mm  Hg) 
was  present  in  37  patients.  A cardiac  index 
of  less  than  2.5L/M2/min  was  noted  in  18, 

; and  biventricular  dysfunction  was  present 
in  four.  According  to  the  New  York  Heart 
Association  classification,  11  patients  were 
: Class  I,  38  Class  II,  17  Class  III,  and  five 
Class  IV. 

The  clinical  diagnoses  were  confirmed  in 
all  instances  by  cardiac  catheterization  and 
angiography.  These  studies  revealed  that  ten 
patients  had  associated  anomalous  pulmon- 
ary venous  drainage,  five  had  concomitant 
pulmonic  stenosis,  four  accompanying  mitral 
valve  disease,  and  six  additional  patients  had 
various  cardiovascular  anomalies. 

Therapy 

All  patients  underwent  closure  of  the  de- 
fect under  direct  vision.  In  two  of  five  pa- 
tients with  associated  pulmonic  stenosis, 
valvotomy  was  performed.  Among  the  four 
patients  with  mitral  valve  disease  and  atrial 
septal  defects,  two  underwent  mitral  replace- 
ment and  two  mitral  valvuloplasty  concom- 
itantly with  repair  of  the  defect.  The  Wolf- 
Parkinson-White  syndrome  was  treated  by 
the  deliberate  creation  of  heart  block  and  in- 
sertion of  a pacemaker  at  the  time  of  closure 
of  the  atrial  defect  in  a final  patient. 

Early  Results 

There  was  no  hospital  mortality  associated 
with  operative  correction  among  those  pa- 
tients with  uncomplicated  atrial  (secundum) 
defects.  There  were  three  in-hospital  deaths, 
all  occurring  in  patients  with  associated 
anomalies  or  complicating  factors.  One  death, 
due  to  retrograde  aortic  dissection,  occurred 
in  a 32-year-old  man  who  had  had  three 
previous  cardiac  catheterizations  and  one 
previous  attempt  at  closure  of  his  atrial  de- 
fect. The  previous  procedure  produced  direct 
shunting  of  blood  from  the  inferior  vena  cava 
into  the  left  atrium,  resulting  in  progressively 
increasing  cyanosis  postoperatively.  Because 
of  the  status  of  his  femoral  arteries,  perfusion 
via  the  ascending  aorta  may  have  been  pre- 
ferable. 


A fatal  venous  pulmonary  infarction  oc- 
curred in  a 52-year-old  woman,  who  sustained 
occlusion  of  an  anomalous  pulmonary  vein 
during  repair  of  her  atrial  defect.  Postoper- 
atively, she  developed  deep  vein  thrombo- 
phlebitis of  the  right  lower  extremity  and 
was  anticoagulated  with  heparin.  This  re- 
sulted in  fatal  parenchymal  pulmonary  hem- 
orrhage in  the  area  drained  by  the  occluded 
anomalous  vein. 

The  third  death  occurred  in  a 40-year-old 
woman  with  Lutembacher’s  syndrome,  who 
presented  with  an  unusually  low  cardiac 
index  (1.6L/M^/min) . Following  uncompli- 
cated mitral  replacement  and  closure  of  her 
atrial  septal  defect,  she  developed  a low  out- 
put state  unresponsive  to  treatment. 

Thirty-nine  nonfatal  postoperative  compli- 
cations were  encountered  among  27  patients 
(Table  1).  The  most  common  were  cardiac 
arrhythmias,  predominantly  supraventricu- 
lar. One  patient  sustained  aortic  insufficiency 
following  damage  to  the  noncoronary  aortic 
cusp  from  a suture  used  in  patch  closure  of 
his  defect.  Bacterial  endocarditis  subse- 
quently occurred  in  this  patient  and  aortic 
valve  replacement  was  required. 

Late  Results 

Cardiac  catheterization  was  carried  out 
six  months  to  two  years  postoperatively  in  23 
patients.  Twenty-two  (96  per  cent)  had  com- 
plete closure  of  their  defects.  A small  residual 
shunt  of  0.6L/min  was  noted  in  one  patient 
due  to  an  overlooked  anomalous  vein.  Three 
patients  who  presented  with  marked  pulmon- 
ary hypertension  preoperatively  (pulmonary 
artery  systolic  pressure  greater  than  60  mm 

TABLE  1 


39  NON-FATAL  COMPLICATIONS 
FOLLOWING  CLOSURE  OF  ATRIAL  DEFECTS 

IN  71  PATIENTS  30  TO  71  YEARS  OF  AGE 


Complication 

No.  of 
Patients 

Per  Cent 
of  Total 

Arrhythmias  ' 

13 

18.3 

Respiratory 

5 

7.0 

Infection 

5 

7.0 

Hemorrhage 

4 

5.6 

(Requiring  Reoperation) 
Miscellaneous 

12 

16.9 
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TABLE  2 


FATE  OF  OPERATED  ADULT  PATIENTS  WITH  MARKED 
PULMONARY  HYPERTENSION  AND  SECUNDUM  ATRIAL  DEFECTS 


Preoperative  versus  Postoperative 


Catheterization  Data 

Preoperative 

PVR* 

PAPt 

Length  of 

Current  AHA 

No. 

Sex 

Age 

AHA  Class 

Pre-op 

Post-op 

Pre-op 

Post-op 

Follow-up 

Class 

1 

F 

44 

III 

113 

169 

64 

27 

11  Yrs 

II 

2 

M 

44 

III 

350 

NO 

82 

NO 

8 Yrs 

II 

3 

F 

63 

IV 

601 

431 

108 

36 

2 Yrs 

III 

4 

F 

46 

III 

NO 

NO 

74 

28 

1 Yr 

Expired 

(Carcinoma) 

5 

F 

30 

II 

340 

409 

78 

45 

9 Yrs 

II 

6 

F 

50 

II 

435 

475 

101 

35 

12  Yrs 

III 

*PuImonary  vascular  resistance  in  dynes-sec-cm-^. 
■Pulmonary  artery  systolic  pressure  in  mm  Hg. 

Hg)  exhibited  a substantial  decrease  in  pul- 
monary artery  pressure  but  an  increased 
(Table  2)  pulmonary  vascular  resistance  at 
postoperative  catheterization. 

During  a follow-up  period  extending  from 
one  to  15  years,  eight  late  deaths  have  oc- 
curred, and  seven  patients  have  been  lost  to 
follow-up.  Fifteen  patients  have  been  fol- 
lowed for  11  to  15  years,  13  for  six  to  ten 
years,  and  25  for  one  to  five  years.  Among 
the  eight  late  deaths,  arrhythmias  accounted 
for  three,  heart  failure  for  two,  and  aortic 
valve  replacement  for  one.  Thus,  six  of  the 
eight  late  deaths  were  related  to  heart  dis- 
ease. 

The  deaths  from  arrhythmias  occurred  six 
weeks  to  three  years  after  corrective  surgery. 
In  two  of  the  three  paroxysmal  ventricular 
beats  had  appeared  preoperatively.  The  third 
developed  atrial  fibrillation  one  year  follow- 
ing repair  of  her  atrial  defect  and  mitral 
valve  replacement  and  died  suddenly  three 
years  postoperatively.  Congestive  heart  fail- 
ure was  the  cause  of  death  in  two  patients 
(ages  55  and  71  years  at  operation),  three  and 
eight  years  following  operation.  Preopera- 
tively both  patients  had  severe  heart  failure 
and  postoperatively  each  initially  noted  clin- 
ical improvement  only  to  undergo  gradual 
deterioration  of  cardiac  function  later.  Bac- 
terial endocarditis  following  operative  dam- 
age to  the  aortic  valve  during  atrial  defect 
repair  necessitated  aortic  valve  replacement 
in  a 32-year-old  man.  He  expired  immediately 
following  aortic  surgery. 


The  present  cardiac  status  of  living  pa- 
tients was  compared  to  their  preoperative 
status.  Complete  follow-up  data  was  avail- 
able on  53  patients,  of  whom  24  are  improved, 
24  are  the  same  (usually  Class  I or  II  before 
operation)  and  five  have  deteriorated  (Fig. 
1).  The  latter  five  patients  with  late  clinical 
deterioration  are  listed  in  Table  3 and  will 
be  described  in  detail. 

LATE  STATUS  ADULT  PATIENTS 
AFTER  CLOSURE  OF  SECUNDUM  ATRIAL  SEPTAL  DEFECT 


PREOP  STATUS  POSTOP  STATUS 


LOST  TO  FOLLOWUP  1 
TOTAL  DEATHS  // 
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TABLE  3 

LIVING  PATIENTS  WITH  LATE  CARDIAC 
DETERIORATION  AFTER  CLOSURE 
OF  AN  ATRIAL  SEPTAL  DEFECT 


INTERVAL 


NO. 

SEX 

AGE 

P SURGERY 

COMMENT 

PREOP  DATA 

1 

M 

47 

8 YRS. 

COR  PULMONALE 

UNREMARKABLE 

2 

F 

46 

2YRS. 

MILD  FAILURE 

LOW  CARDIAC  INDEX 

3 

M 

51 

12 YRS. 

PAPILLARY  MUSCLE 

DISEASE  WITH 

MITRAL  REGURGITATION 

UNREMARKABLE 

4 

F 

49 

9 YRS. 

DIFFICULT  TO 

CONTROL  SUPRA 
VENTRICULAR 

TACHYCARDIA 

MODERATE  PULMONARY 

HYPERTENSION 

5 

F 

50 

12  YRS. 

MODERATE  FAILURE 

SEVERE  HYPERTENSION 

The  first  patient  had  no  failure  preopera- 
tively  and  only  mild  pulmonary  hyperten- 
sion. During  the  eight  years  since  surgery, 
he  has  developed  clinical  evidence  of  cor 
pulmonale  and  has  required  hospitalization 
for  heart  failure  on  two  occasions  but  has  re- 
fused cardiac  catheterization.  The  etiology 
of  the  cor  pulmonale  has  been  ascribed  to  be 
chronic  bronchitis  and  emphysema.  Preop- 
erative pulmonary  artery  pressure  in  this 
patient  was  38/19mm  Hg  and  his  pulmonary 
vascular  resistance  was  200  dynes-sec-cm'®. 
Apparently  these  parameters  have  increased, 
resulting  in  right  ventricular  failure. 

The  second  patient’s  initial  low  cardiac 
index  {2.5L/M^/min)  was  apparently  not 
raised  by  closure  of  the  defect  and  further 
diminution  in  cardiac  output  has  occurred, 
resulting  in  mild,  chronic  failure. 

Sudden  onset  of  cardiac  failure  ten  years 
postoperatively  occurred  in  the  third  patient. 
A third  catheterization  revealed  papillary 
muscle  dysfunction  with  mitral  regurgitation 
in  the  presence  of  coronary  occlusive  disease. 
This  patient  was  improved  for  ten  years  after 
his  initial  surgical  procedure. 

Recurrent  episodes  of  supraventricular 
tachycardia  resistant  to  medical  measures 
account  for  the  poor,  late  result  in  the 
fourth  patient.  It  is  of  interest  that  this  pa- 
tient’s preoperative  pulmonary  artery  pres- 
sure (53/lOmm  Hg)  returned  to  normal  fol- 
lowing closure  of  the  defect.  This  did  not 
alter  her  propensity  for  arrhythmias.  Earlier 
surgical  intervention  may  have  prevented 
this  problem. 


The  fifth  patient  is  remarkable  in  that 
she  presented  with  severe  pulmonary  hyper- 
tension (pulmonary  artery  pressure  101/ 
50mm  Hg)  and  for  that  reason  a “flap”  valve 
was  used  to  close  the  defect.  Catheterization 
studies  immediately  postoperative  demon- 
strated return  of  the  pulmonary  artery  pres- 
sure to  almost  normal  levels,  but  elevated 
pulmonary  vascular  resistance.  She  did  well 
for  twelve  years  but  now  has  moderate  con- 
gestive failure. 

Follow-up  data  is  available  on  17  patients 
who  presented  with  arrhythmias  and  sur- 
vived operation.  Reversion  to  normal  sinus 
rhythm  after  surgery  occurred  in  two,  and  a 
third  has  infrequent  atrial  paroxysmal  con- 
tractions but  no  further  bouts  of  atrial  fibril- 
lation. Four  late  deaths  have  occurred  in  this 
group,  and  persistent  arrhythmias  were  the 
cause  in  three.  Among  patients  developing 
arrhythmias  in  the  immediate  postoperative 
period,  the  problem  has  persisted  in  eight. 
One  or  more  attempts  at  electrical  conversion 
to  sinus  rhythm  were  unsuccessful  in  five 
of  the  eight. 

Comment 

Gault  and  his  colleagues,^  in  an  excellent 
and  exhaustive  evaluation  of  postoperative 
hemodynamic  data  in  a large  series  of  adults, 
demonstrated  unquestionable  improvement 
in  most  patients  undergoing  closure  of  atrial 
septal  defects.  However,  three  individuals 
exhibited  late  deterioration  of  cardiac  func- 
tion attributable  to  cardiac  failure  in  two  in- 
stances and  to  a symptomatic  arrhythmia  in 
the  third. 

Rahimtoola,  Kirklin,  and  BurchelP  noted 
six  patients  with  a poor  late  result  among  83 
adult  patients  45  years  of  age  or  older;  the 
characteristics  of  these  patients  were  not  de- 
scribed. Wolf  et  alia*“  feel  that  since  Class 
I and  H patients  may  not  improve  clinically, 
operative  correction  .may  not  be  warranted 
in  all  adults  with  secundum  atrial  defects. 
Furthermore,  Markham,  Howitt,  and  Wade’’ 
feel  that  operative  correction  of  atrial  defects 
in  older  patients  is  not  indicated. 

The  data  presented  indicate  that  most 
patients  are  improved  after  operation,  but 
certain  patients  do  exhibit  late  cardiac  de- 
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compensation.  Further  studies  are  indicated 
in  such  patients  because  of  strong  circum- 
stantial evidence  that  late  decompensation 
may  be  due  to  the  appearance  of  coronary 
arteriosclerotic  heart  disease.  Furthermore, 
excepting  those  patients  with  severe  pul- 
monary hypertension,  the  preoperative  data 
have  not  been  helpful  in  predicting  patients 
who  will  either  not  improve  following  cor- 
rection or  who  will  manifest  late  deteriora- 
tion of  cardiac  function. 

Persistence  of  postoperative  arrhythmias 
clearly  contribute  to  a poor  late  result.  It  is 
apparent  that  among  our  patients  with  pre- 
operative arrhythmias,  few  reverted  to 
normal  sinus  rhythm  postoperatively.  It  may 
be  possible  to  avoid  some  postoperative  con- 
duction disturbances  by  adhering  to  precepts 
of  anatomical  repair  as  outlined  by  Sealy 
et  alia.” 

In  view  of  these  data,  we  feel  that  opera- 
tive correction  should  be  offered  to  all  pa- 
tients who  do  not  have  severe  pulmonary 
hypertension.  It  should  be  remembered,  how- 
ever, that  patients  presenting  with  arrhy- 
thmias or  developing  postoperative  conduc- 
tion disturbances  may  not  exhibit  sustained 
improvement.  Significant  biventricular  dys- 


function, often  present  in  older  patients, *- 
does  not  always  improve  with  operation. 
More  frequent  use  of  preoperative  selective 
coronary  arteriography  appears  indicated  in 
these  patients,  since  some  undoubtedly  would 
benefit  by  concomitant  or  subsequent  myo- 
cardial revascularization.  Also,  it  is  obvious 
that  all  atrial  secundum  defects  should  have 
corrective  surgery  before  late  defect-related 
complications  occur. 

Summary 

Among  71  adult  patients  over  30  years  of 
age  who  underwent  closure  of  secundum 
atrial  defects,  there  were  three  hospital 
deaths  (4.2  per  cent) . During  the  foUow-up- 
period  of  one  to  15  years,  seven  patients  were 
lost  and  eight  late  deaths  occurred.  Six  of  the 
late  deaths  were  due  to  heart  disease.  Late 
deterioration  of  cardiac  function  was  ob- 
served in  an  additional  five  living  patients, 
despite  the  fact  that  most  did  well.  Deteriora- 
tion of  cardiac  function  after  closure  of  an 
atrial  defect  may  be  associated  with  persist- 
ent arrhythmias,  low  preoperative  cardiac 
index,  superimposed  coronary  artery  disease, 
or  pulmonary  hypertension.  • 
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MD  SKI  PATROL 

Two  hundred  fifty  physicians,  all  members  of  the  Colorado  Doctors  Ski 
Patrol,  render  emergency  medical  assistance  to  injured  skiers  when  requested  by 
the  National  Ski  Patrol.  Each  physician  is  assigned  to  one  of  12  ski  areas  for  week- 
end or  weekday  coverage  with  lift  tickets  provided  by  the  area  served.  For  more 
information,  write  Colorado  Doctors  Ski  Patrol  Association,  1785  Kipling  Street, 
Lakewood,  Colorado  80215. 
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Keeping  up  with  the  journals 

A prescription  for  more  effective  reading 

David  L.  Schmidt,  MS,  C.  Hilmon  Castle,  MD, 
and  William  M.  Wilson,  MA,  Salt  Lake  City,  Utah* 


The  average  physician  is  generally  frustrated 
with  the  volume  as  well  as  the  variety  of 
printed  information  which  comes  to  his  desk 
every  day.  Despite  his  suspicions  that  some- 
where in  the  mass  of  paper  is  information 
that  would  help  him  to  provide  better  care 
for  his  patients,  the  lack  of  an  organized  plan 
for  efficient  management  of  printed  medical 
literature  usually  erodes  his  confidence  that 
reading  is  a useful  method  of  continuing  his 
education.  Those  physicians  who  attempt  to 
cope  with  medical  journals  are  discouraged 
by  the  number  of  unread  publications  stacked 
in  their  offices.  Without  an  organized  plan 
to  attack  the  medical  literature  and  with 
little  confidence  in  his  skills  to  read  and 
remember,  it  seems  unlikely  that  the  prac- 
ticing physician  will  gain  much  from  medi- 
' cal  journals.  This  problem  is  particularly 
serious  for  the  physician  attempting  to  pro- 
vide primary  and  comprehensive  care  to 
entire  families. 

Emphasis  on  remembering  details  and 
fear  of  overlooking  something  important, 
both  generated  in  the  physician’s  training, 
make  it  even  more  difficult  for  him  to  con- 
front large  volumes  of  printed  information. 
Technics  for  reading  and  remembering  have 
been  useful  in  other  fields.  It  is  surprising 
that  in  medicine,  where  the  printing  of  new 
information  is  virtually  unsurpassed,  these 
same  technics  adapted  to  medical  literature 
have  not  been  exploited.  Although  there  are 
I numerous  courses  designed  to  increase  read- 
ing efficiency  available  through  universities 
and  commercial  firms,  there  has  been  little 
effort  to  apply  demonstrated  and  effective 
i principles  for  professionals  in  medicine. 

*Mr.  Schmidt  is  Management  Consultant  for  David  L. 
Schmidt  & Associates,  Shawnee  Mission,  Kansas;  Dr. 
Castle  is  Professor  and  Chairman  of  the  Department  of 
Community  and  Family  Medicine:  and  Mr.  Wilson  is  In- 
structor in  the  Department  of  Community  and  Family 
Medicine  at  University  of  Utah  Medical  Center  in  Salt 
Lake  City. 


In  an  attempt  to  test  the  assumption  that 
reading  efficiency  could,  in  fact,  be  success- 
fully increased  among  a group  of  health  care 
professionals,  the  authors  conducted  a series 
of  brief  seminars  for  the  faculty  and  staff 
of  the  Department  of  Community  and  Family 
Medicine  at  the  University  of  Utah  College  of 
Medicine  in  late  1971.  Family  physicians,  resi- 
dents, administrative  personnel,  Medex  train- 
ees, and  clerical  support  staff  were  enrolled. 
One  session  of  two  and  one-half  hours  was 
held  each  day  for  each  group  of  participants 
for  three  consecutive  days.  The  process  en- 
tailed demonstration  of  the  value  of  nine 
reading  keys  outlined  below.  Frequent  and 
brief  timed  reading  periods  were  conducted 
using  articles  selected  by  the  authors.  Read- 
ing speed  was  timed  and  comprehension  was 
tested  by  multiple  choice  quizzes  immedi- 
ately following  the  reading  exercise.  One  of 
the  authors  directed  and  controlled  the  ses- 
sions, and  the  others  attended  the  seminars 
and  participated  actively  by  reading  and 
practicing  the  skills  on  their  ovm  following 
demonstration.  Results  from  reading  and  re- 
call were  provided  immediately  to  the  group 
and  individual  problems  were  resolved  as 
they  arose.  There  was  little  or  no  review  be- 
tween sessions,  since  each  participant  had 
regular  departmental  duties  which  he  was 
required  to  continue  throughout  the  three 
days.  A total  of  46  individuals  completed 
three  seminars  in  the  series,  and  the  results 
of  their  performances  are  outlined  in  Table 
1.  All  groups  showed  significant  increases  in 
speed  as  well  as  comprehension.  All  increased 
measurably  their  comprehension,  and  all  ex- 
cept physicians  more  than  doubled  their 
speed.  Physicians  showed  the  greatest  im- 
provement in  comprehension  but  increased 
their  speed  only  78  per  cent;  PhD  faculty  in- 
creased their  speed  by  150  per  cent  and 
Medex  trainees  by  142  per  cent.  The  begin- 
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TABLE  1 


RESULTS  FROM  46  PARTICIPANTS  IN  THREE 
“READ  AND  REMEMBER”  SEMINARS 

(2^  Hours  Each) 


Speed 

Comprehension 

(Mean) 

Words  Per  Minute 

(Mean)  Number  Correct  Out  of 

10  Multiple  Choice  Questions 

Group 

Before 

After 

% Increase 

Before 

After 

% Increase 

Medex  (12) 

242 

585 

142 

6.4 

7.9 

23 

MB’s  (8) 

352 

625 

78 

6.8 

8.6 

26 

PhD’s  (9) 

385 

963 

150 

7.0 

8.2 

17 

Others  (17) 
Administrative 
and  clerical 
staff 

243 

549 

126 

6.5 

8.2 

25 

All 

306 

681 

123 

6.7 

8.2 

22 

ning  level  for  speed  in  reading  was  slightly 
lower  for  those  without  advanced  degrees 
(i.e.,  MD  or  PhD) , but  the  progress  made 
in  increasing  speed  and  comprehension  ap- 
peared to  be  unrelated  to  the  individual’s 
professional  discipline.  Maintenance  of  im- 
proved skills  will  most  likely  depend  on  prac- 
tice and  reinforcement.  Periodic  review  ses- 
sions using  cassette  tapes  prepared  from  the 
seminars  are  planned  for  all  participants. 

The  following  keys  for  reading  and  re- 
membering summarize  the  content  of  the 
educational  message  which  we  set  out  to 
deliver. 

The  Prescription 

Key  One — Recognize  a Need  to  Change: 

Not  only  can  trained  individuals  triple  their 
reading  speed,  they  can  actually  improve 
their  ability  to  comprehend  and  retain  infor- 
mation at  the  same  time.  However,  while  the 
potential  for  increased  reading  capacity  lies 
relatively  dormant  in  most  individuals, 
people  are  generally  unwilling  to  change  the 
reading  habits  which  they  have  developed 
since  childhood  and,  often,  are  actually  con- 
tent to  ignore  the  problem.  In  order  to  begin 
the  process  of  increased  reading  capacity, 
practitioners  must  acknowledge  that  they 
have  greater  reading  potential  before  they 
can  effect  significant  changes  in  their  at- 
titudes. 


Key  Two — The  “Triple-A”  Approach:  The 

next  step  is  simply  to  (1)  accept  the  neces- 
sity for  utilizing  new  reading  technics,  (2) 
attack  the  printed  page  with  curiosity  rather 
than  boredom,  and  (3)  abandon  a portion  of 
the  material  presented. 

Key  Three — Formulate  New  Hahits:  The 

practitioner  must  next  identify  these  mental 
and  physical  habits  which  detract  from  his 
reading  efficiency.  The  utilization  of  a pencil 
or  index  finger  to  trace  reading  progress  and 
the  movement  of  the  lips  and  tongue  are  com- 
mon examples  of  habitual  impediments.  A 
pencil  lightly  held  in  the  lips  can  eliminate 
lip  movement.  Holding  both  sides  of  the  book 
can  assist  in  breaking  the  bad  habit  of  finger 
pointing  or  pencil  underlining.  A hand  lightly 
held  on  the  throat  may  help  eliminate  sub- 
vocalizing, and  placing  the  tongue  lightly  be- 
tween the  teeth  will  assist  in  forcing  word 
formulation  out  of  the  oral  cavity. 

Key  Four — Effective  Eye  Movement:  It 
is  imperative  that  eye  movement  patterns  be 
progressive  rather  than  regressive.  The  in- 
dividual who  can  consciously  eliminate  re- 
gression and  pick  out  key  words  and  phrases 
can  develop  proper  eye  movement  technics 
without  the  use  of  tachistoscopic  machines  or 
other  mechanical  devices. 
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Key  Five — Survey  Material  at  Outset:  The 
majority  of  journal  articles  can  best  be  con- 
fronted in  the  following  manner:  Change 
the  title  into  a question  to  be  answered.  Scan 
the  introductory  material.  Read  the  first 
paragraph  and  stop;  if  you  find  that  the  ma- 
terial is  not  relevant  to  your  specific  needs, 
go  on  to  another  article  or  section.  Read  all 
headings.  Read  the  last  paragraph  or  sum- 
mary. 

By  previewing  material  in  this  manner, 
the  efficient  reader  can  immediately  as- 
certain an  article’s  relevance  and  thesis  and 
can  avoid  unnecessary  distraction  by  tan- 
gental  information. 

Key  Six — Purpose:  If,  after  preview  of  the 
information  presented  at  the  beginning  of  an 
article,  you  are  still  unable  to  determine  its 
purpose  and/or  relevance  to  your  needs,  don’t 
waste  your  time  reading  the  article. 

Key  Seven — Selective  Perception:  Re- 
search clearly  indicates  that  the  first  para- 
graph and  last  line  of  other  paragraphs  in  an 
article  contain  over  90  per  cent  of  the  major 
concepts  or  factual  data.  With  this  in  mind, 
the  physician  can  pick  and  choose  essential 
words  and  phrases  and,  thus,  can  confidently 
ignore  the  bulk  of  the  page.  Selectivity  is 
also  an  important  aspect  of  memorization 
since  all  attempts  to  remember  material  in 
total  are  destined  to  fail.  Extensive  practice 
in  identifying  key  words,  names,  dates,  and 
paragraphs  is  the  single  most  important  in- 
vestment a reader  can  make. 

Key  Eight — Flexible  Reading:  The  un- 
trained reader  reads  all  material  at  essen- 
tially the  same  rate  and  is,  consequently,  un- 
able to  shift  gears  appropriately  from  article 
to  article.  The  practitioner’s  individual  needs, 
his  prior  knowledge  of  the  topic  involved, 
and  his  interest  in  the  material  are  the  major 
determinants  of  the  amount  of  time  required 
to  digest  the  information  presented. 

Key  Nine— Remembering:  Upon  complet- 
ing an  article,  the  effective  reader  will  have 
undergone  the  following  process.  He  will 
have  (1)  selected  only  appropriate  material 
from  the  outset,  (2)  utilized  the  technics  of 
preview  and  data  assessment,  (3)  formulated 
a mental  outline  of  relevant  information,  and 


(4)  will  have  committed  to  memory  only 
those  concepts  and  facts  which  are  appropri- 
ate to  his  needs. 

Applications  to  Specific  Journals 

Knowing  general  principles  for  improve- 
ment of  reading  is  one  thing;  applying  them 
to  medical  journals  may  be  another.  The  fol- 
lowing suggestions  for  approaching  popular 
medical  journals  are  designed  to  assist  prac- 
titioners in  applying  these  principles  and 
technics  to  their  own  reading  of  medical 
journals.  The  following  four  journals  were 
selected  as  examples  since  they  are  com- 
monly read  by  physicians  providing  primary 
care.  Reading  of  other  journals  could  be  il- 
lustrated in  a similar  way. 

Journal  of  the  American  Medical  Association 

1.  Read  the  table  of  contents  on  the  front  cover 
fold-out. 

2.  Identify  any  article  that  appears  to  be  (1) 
definitely  relevant,  (2)  probably  important, 
or  (3)  possibly  of  interest. 

3.  Go  immediately  to  the  articles  you  feel  will 
be  definitely  relevant  to  your  interests,  pre- 
view them  first,  then  go  back  and  shift 
gears  as  in  Key  Eight.  If  considered  prob- 
ably important  to  you,  preview  only,  and  if 
only  possibly  of  value,  use  an  abbreviated 
form  of  preview. 

4.  Go  back  to  the  table  of  contents  page. 

5.  Beware  of  all  distractions  (advertisements), 
especially  between  the  cover  and  the  con- 
tent page. 

6.  Check  the  “Book  Forum”.  Pick  out  only  the 
relevant  summaries  and  read  key  words 
only. 

7.  Check  the  “Questions  and  Answers”.  Read 
the  relevant  ones  in  low  gear  picking  up 
key  words  and  regressing  as  little  as  pos- 
sible. Concentrate  on  the  answers.  Reread 
if  relevant. 

8.  Read  the  “References  and  Reviews”.  Scan 
to  find  the  key  reference  (reference  line  is 
the  journal  title);  read  anything  relevant  in 
low  gear. 

Time  requirement:  Estimated  time  for  a care- 
ful journal  survey — five  minutes;  estimated 
time  for  chosen  relevant  article,  overview,  and 
notes — ten  minutes;  estimated  time  necessary 
to  keep  up  with  this  journal — 15  minutes  per 
week. 

Emergency  Medicine 

1.  Avoid  the  distractions  of  advertising  as  you 
turn  to  the  contents  table  on  pages  three 
and  four. 
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2.  The  editorial  humor  on  the  left  is  generally 
not  too  useful. 

3.  Read  the  right  side  instead,  word  by  word. 

4.  Turn  to  the  relevant  article  and  (1)  use 
the  numbers  at  the  bottom,  (2)  change  the 
title  to  a question,  (3)  read  the  first  para- 
graph, (4)  read  the  heads  and  diagrams,  and 
(5)  read  the  last  paragraph. 

5.  Turn  to  the  “Question  and  Answer”  section 
and  read  the  inset;  read  more  only  if  it’s 
relevant.  (The  answers  are  often  very  de- 
tailed and  sometimes  irrelevant.) 

6.  Read  “Emergency  Tips”;  check  for  those 
abstracts  of  relevant  articles  from  other 
journals.  Make  note  of  any  particular  ones 
that  it  would  be  a good  idea  to  read  later. 

7.  Examine  the  “Therapeutic  Conference”. 
This  can  be  a very  helpful  section  because 
it  gives  short  answers  to  specific  problems. 

8.  Read  “Errors  in  Emergency  Practice”  be- 
cause this  section  can  be  very  helpful.  You 
can  use  selective  perception  and  no  preview 
is  necessary  on  this  section. 

Time  requirement;  Estimated  time  for  a care- 
ful journal  survey  and  review  of  the  special 
sections — 30  minutes;  estimated  time  for  chosen 
relevant  article,  overview,  and  notes — five  to 
15  minutes;  estimated  time  necessary  to  keep 
up  with  this  journal — 45  minutes  per  month. 

Family  Physician 

1.  Check  for  the  key  contents  on  the  cover. 

2.  The  contents  include  a very  brief  but  ex- 
tremely helpful  abstract. 

3.  Pick  the  relevant  article,  and  on  the  way  to 
the  article,  read: 

4.  “Watch  For”  for  future  highlights  in  the 
journal. 

5.  Read  the  relevant  article  by  (a)  changing 
the  title  to  a question,  (b)  reading  carefully 
the  excellent  abstract  and  the  boldface 
heads,  (c)  reading  the  author’s  qualifica- 
tions, usually  on  page  two  or  after,  and  (d) 
reading  the  last  paragraph.  This  will  usually 
suffice  for  a relevant  article  in  this  journal. 

6.  Watch  out  for  the  distractions  of  this  journal 
like  “Pests”.  Read  only  what  you  need! 

7.  “Physician’s  Bookshelf”  should  be  read  with 
selective  perception  by  scanning  and  survey. 

8.  Be  sure  to  read  for  quick  ideas  (a)  Quan- 
tum Sufficit,  and  (b)  Medigrams. 

9.  The  “Tips  from  Other  Journals”  is  a very 
helpful  section.  Check  for  relevant  subheads 
in  the  table  of  contents. 

Time  requirement:  Estimated  time  for  careful 
journal  survey  and  special  section  examination 
— 30  minutes;  estimated  time  for  chosen  rele- 
vant article — ten  minutes;  estimated  time  to 
keep  up  with  this  journal — 40  minutes  per 
month. 


1.  Scan  the  cover  quickly. 

2.  Avoid  the  distractions. 

3.  Read  what  it  says  under  “Special  Features” 
across  from  the  table  of  contents  page.  This 
explains  the  format  for  reading  this  par- 
ticular journal.  Once  the  reader  is  familiar 
with  this  format  he  can  move  through  this 
publication  easily. 

4.  Watch  out  for  “Patient  Care  Quiz”  and  read 
it  only  if  your  time  permits. 

5.  Avoid  the  numerous  advertisements  as  you 
move  to  the  section  called  “Reader  Re- 
action” and  scan  that  section. 

6.  From  now  on,  it’s  possible  to  concentrate  on 
the  “Express  Stops”  and  move  away,  either 
backward  or  forward  from  those  express 
stops  to  find  what  you  need. 

Note:  This  journal  is  relatively  new  and  has 
somehow  been  able  to  establish  a format  that 
enables  the  reader  to  apply  the  principles  of 
“Read  and  Remember”  quite  easily. 

Time  requirement:  Estimated  time  for  a journal 
survey — ten  minutes;  estimated  time  for  chosen 
relevant  article,  overview,  and  notes — ten 
minutes;  estimated  time  necessary  to  keep  up 
with  this  journal — 20  to  30  minutes  every  two 
weeks. 

Summary 

The  suggestions  offered  above  are  not  in- 
tended as  a panacea  for  all  reading  problems, 
yet  if  the  practitioner  will  devote  the  concen- 
tration and  practice  necessary  to  develop  new 
attitudes  and  habits  and  set  realistic  times 
to  devote  to  the  various  journals  to  which  he 
subscribes,  much  of  the  frustration  associated 
with  self-directed  continuing  education  can 
be  overcome.  Perhaps  the  most  difficult  prob- 
lem in  changing  reading  habits  is  the  sense 
of  guilt  that  comes  from  leaving  behind  ma- 
terial that  you  may  think  is  important  simply 
because  it  has  come  to  you.  Realizing  there  is 
no  way  an  individual  can  read  all  the  medical 
literature,  there  must  be  an  organized  way 
to  leave  much  behind. 

Once  an  individual  reader  recognizes  his 
own  abilities  to  confront  and  successfully 
digest  greater  quantities  of  written  material 
that  is  related  to  his  specific  interest,  in  less 
time  than  ever  before,  his  increased  self- 
confidence  will  result  in  more  effective  read- 
ing and  remembering,  and  continuing  educa- 
tion through  medical  journals  will  become  a 
satisfying  experience.  * 
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ORGANIZATION 


iviarcus  J.  Smith,  MD,  Santa  Fe  radiologist  and 
Scientific  Editor  for  New  Mexico  of  this  Journal, 
has  recently  had  published  a book,  The  Harrow- 
ing of  Hell:  Dachau,  in  which  he  described  his 
experiences  as  a medical  officer  of  an  American 
team  sent  to  the  infamous  prison  camp.  According 
to  Publishers’  Weekly,  “Dr.  Smith  is  a born 
writer  . . . drawing  on  letters  he  wrote  to  his  wife 
at  the  time,  he  describes  its  (Dachau’s)  by  now 
familiar  details  with  quiet  grace  and  a special  kind 
of  social  observation  that  makes  his  book  fresh 
and  moving.”  The  book  is  available  from  the  Uni- 
versity of  New  Mexico  Press  for  $6.95. 


Wyoming  Doctor  Elected  to  House 

Sheridan  physician,  Dr.  Fenworth  M.  Downing, 
has  been  elected  to  the  Wyoming  House  of  Rep- 
resentatives. The  62-year-old  ophthalmologist 
lobbied  for  the  Wyoming  State  Medical  Society 
when  he  was  Society  president  in  1970  but  feels 
direct  action  is  the  only  way  to  be  really  effective. 
“A  lot  of  legislation  affects  doctors  in  the  state,” 
he  explained.  “It’s  pretty  hard  to  be  in  there 
fighting  when  you’re  out  in  the  hall.  Instead  of 
being  out  in  the  hall,  I decided  I’d  get  into  the 
legislature  and  do  something  about  it.” 

Dr.  Downing  was  one  of  23  physicians  through- 
out the  U.S.  who  were  elected  to  state  legislative 
bodies  in  16  states,  giving  doctors  a net  gain  of 
eight  seats.  According  to  American  Medical  News, 
47  physicians  sought  major  legislative  positions 
in  the  general  election  including  14  in  the  na- 
tional race  and  33  in  state  races. 
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Awards  for  Dr.  Morgan 

Dr.  Loran  Morgan,  Torrington  ophthalmologist, 
recently  received  two  awards  from  the  American 
Legion  for  his  efforts  in  improving  eye  treatment, 
including  invention  of  the  Morgan  Therapeutic 
Lens  Corneal. 

The  honors  were  life-time  membership  in 
American  Legion  Post  #5  at  Torrington  and  a 
commendation  from  the  Legion’s  Wyoming  De- 
partment recognizing  Dr.  Morgan  as  a man  “who 
has  given  most  of  his  life  to  aiding  humanity.” 

Dr.  Morgan’s  career  has  included  four  tours  in 
South  Vietnam  with  the  AMA  Volunteer  Phy- 
sicians for  Vietnam  Program. 


Dr.  Wiseman  Elected  to  Cancer  Society  Post 

Another  Torrington  physician,  Dr.  Willis  Wise- 
man, has  been  elected  to  the  Board  of  Directors 
of  the  Wyoming  Division,  American  Cancer  So- 
ciety for  a three-year  term.  Composed  of  40  pro- 
fessional and  laymen  volunteers  from  throughout 
Wyoming,  the  Board  handles  administrative  pro- 
cedures and  financial  matters  of  the  Wyoming  Di- 
vision which  is  headquartered  in  Cheyenne 
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Fred  Hartshorn,  MD,  born  December  1,  1902  in 
Clarion,  Iowa,  died  in  Denver’s  Mercy  Hospital 
of  an  acute  myocardial  infarction  Thursday,  No- 
vember 23,  1972.  His  family  moved  to  Longmont, 
Colorado  from  their  Iowa  home  early  in  Dr.  Fred’s 
childhood  and  there  he  received  his  elementary 
and  secondary  education.  He  attended  Colorado 
State  University  in  Fort  Collins  and  the  Uni- 
versity of  Colorado.  From  the  latter  he  received 
his  BA  degree  in  1925  and  MD  in  1927. 

After  an  internship  in  the  Naval  Hospital  at 
Chelsea,  Massachusetts,  Doctor  Hartshorn  prac- 
ticed a couple  of  years,  then  took  a period  of 
orthopedic  training  at  the  Hospital  for  Ruptured 
and  Crippled,  New  York  City.  He  practiced  in 
Fort  Collins  between  1928  and  1943,  after  which 
time  he  moved  to  Denver  and  joined  Dr.  Atha 
Thomas  in  the  practice  of  orthopedic  surgery. 

Doctor  Hartshorn  was  a diplomate  of  the  Amer- 
ican Board  of  Orthopedic  Surgery  and  held  the 
academic  rank  of  Associate  Clinical  Professor  of 
Orthopedic  Surgery  at  the  University  of  Colorado 
School  of  Medicine.  He  actively  supported  or- 
ganized medicine,  contributing  substantial  amounts 
of  time  to  the  Colorado  and  Denver  Medical  So- 
cieties as  well  as  the  American  Medical  Associa- 
tion. 

Doctor  Hartshorn  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons  and  belonged  to  the 
American  Academy  of  Orthopedic  Surgeons,  the 
Mid-Central  Orthopedic  Society,  the  Rocky  Moun- 
tain Orthopedic  Association,  the  Western  Ortho- 
pedic Society,  and  was  a member  of  the  Colorado 
State  Board  of  Health.  He  belonged  to  the  Rotary 
Club,  Sigma  Alpha  Epsilon  Social  Fraternity,  Phi 
Beta  Pi  Medical  Fraternity,  and  the  Denver  Coun- 
try Club.  He  also  held  memberships  on  the  staffs 
of  Mercy,  Saint  Anthony,  Saint  Joseph,  and  Saint 
Luke’s  Hospitals. 

In  1937  he  married  Beverly  Rudd  who  survives 
him.  Also  surviving  are  three  daughters,  a brother, 
and  a nephew.  Dr.  Denzel  Hartshorn,  who  prac- 
tices otolaryngology  in  Grand  Junction,  and  six 
grandchildren. 

L.  Clark  Hepp,  MD,  well  known  in  Denver 
obstetrical  and  gynecological  circles,  died  Thurs- 
day, November  23,  1972  at  his  home.  Bom  in  1902 
in  Armour,  New  York,  Doctor  Hepp  moved  to 
Denver  with  his  family  at  an  early  age.  His  pri- 
mary and  secondary  educations  were  acquired  in 
the  Denver  public  school  system.  Denver  Univer- 


sity awarded  him  a BA  degree  in  1925  and  he  re- 
ceived his  MD  from  the  Uuniversity  of  Colorado 
in  1929.  He  served  an  internship  and  residency  at 
Denver  General  Hospital  from  1929  to  1931.  He 
held  an  outpatient  department  appointment  in  the 
Department  of  Obstetrics  and  Gynecology  at  the 
University  of  Colorado  Medical  Center  between 
1931  and  1935.  From  1937  through  1942  he  was  as- 
sociated with  Dr.  G.  Heusinkveld  who  precepted 
his  training  in  obstetrics  and  gynecology  at  Denver 
General  Hospital. 

Doctor  Hepp  was  a member  of  the  American 
Medical  Association  and  the  Colorado  and  Denver 
Medical  Societies.  He  belonged  to  the  American 
College  of  Surgeons,  the  International  College  of 
Surgeons,  the  Colorado  Society  of  Obstetricians 
and  Gynecologists,  Phi  Beta  Pi  Medical  Fraternity, 
the  Denver  Medical  Club,  Colorado  Consistory  #1, 
the  El  Jebel  Shrine,  and  the  Lambda  Chi  Alpha 
Social  Fraternity. 

In  1931  he  married  Aleen  Lindsay,  who  sur- 
vives him.  Also  surviving  are  a son,  a daughter, 
and  five  grandchildren. 
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Wyoming 

Benjamin  O.  Gitlitz,  MD,  Thermopolis,  Wyo- 
ming surgeon,  was  killed  in  a plane  crash  near 
the  Cheyenne  Municipal  Airport  November  19. 
When  the  crash  occurred,  he  was  flying  one  of 
his  patients  to  a Cheyenne  hospital. 

A graduate  of  Columbia  University’s  College 
of  Physicians  and  Surgeons,  Doctor  Gitlitz  had 
practiced  medicine  in  Thermopolis  for  nearly  30 
years.  The  night  before  his  death  the  62-year-old 
physician  received  the  Thermopolis  Chamber  of 
Commerce  annual  “Man  of  the  Year  Award”.  Doc- 
tor Gitlitz  practiced  one  year  at  the  Kiowa  Indian 
Hospital  in  Lawton,  Oklahoma  before  moving  to 
Wyoming  in  1942  as  medical  superintendent  of  the 
Wind  River  Indian  Hospital  at  Fort  Washakie.  In 
1944,  he  opened  his  Thermopolis  practice. 

The  physician  was  active  in  numerous  profes- 
sional groups  including  the  American  Society  of 
Abdominal  Surgeons,  the  International  College  of 
Surgeons,  the  American  Academy  of  Family  Phy- 
sicians, and  the  Rocky  Mountain  Academy  of  In- 
dustrial Medicine.  He  was  past  president  of  the 
Wyoming  State  Medical  Society  and  of  the  Board 
of  Directors,  Wyoming  Division,  American  Cancer 
Society. 

Doctor  Gitlitz  was  also  active  in  community 
affairs.  Recipient  of  the  A.H.  Robins  Company 
1959  “Community  Service  Award”,  he  was  an  hon- 
orary member  of  the  VFW,  past  president  of  the 
Thermopolis  Chamber  of  Commerce,  and  served 
on  the  Hot  Springs  County  High  School  Board  of 
Trustees  from  1961  to  1972.  The  physician  headed 
the  fund  drive  which  combined  federal  funding, 
county  taxes,  and  Gottsche  Foundation  funds  to 
construct  the  combined  Hot  Springs  County  Me- 
morial Hospital  and  Gottsche  Rehabilitation  Cen- 
ter. 

Doctor  Gitlitz  is  survived  by  his  widow,  a 
daughter  and  son,  and  one  brother  and  one  sister. 


Roger  K.  Sell,  MD,  of  Torrington,  Wyoming, 
who  practiced  medicine  in  the  small  southeastern 
Wyoming  town  for  nearly  40  years,  died  October 
4,  1972  at  Goshen  County  Memorial  Hospital. 

The  81-year-old  general  practitioner  was  a 1913 
graduate  of  the  University  of  Maryland  School  of 
Medicine.  He  first  practiced  in  West  Virginia  and 
then  moved  to  Medicine  Bow,  Wyoming  before  set- 
ting up  a Torrington  practice  in  1928.  The  Littles- 
town,  Pennsylvania  native  retired  in  Torrington 
in  1966.  He  was  a member  of  the  Wyoming  State 
Medical  Society  and  the  American  Medical  As- 
sociation. 

Doctor  Sell  is  survived  by  his  widow,  Gene- 
vieve, a daughter,  and  a brother  and  sister. 

A memorial  has  been  established  in  Doctor 
Sell’s  name  at  Goshen  County  Memorial  Hospital’s 
Division  of  Ophthalmology. 
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Colorado  Medical  Society 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

President:  William  A.  H.  Rettberg,  Denver. 

President-elect:  Kenneth  A.  Kahn,  Boulder. 

Vice  President:  Richard  L.  Davis,  La  Junta. 

Treasurer:  Dwight  C.  Dawson,  Colorado  Springs. 

Constitutional  Secretary:  Stanley  J.  Sontag,  Lakewood. 
Deleg-ates  to  the  A.M.A.:  Gatewood  C.  Milligan,  Englewood, 
Dec.  31,  1973;  Robert  E.  McCurdy,  Denver,  Dec.  31,  1973;  Ray 
G.  Witham,  Craig,  Dec.  31,  1974. 

Alternate  Delegates  to  the  A.M.A.:  R.  Neil  Chisholm,  Denver, 
Dec.  31,  1973;  William  Y.  Takahashi,  Boulder,  Dec.  31,  1973; 
John  M.  Wood,  Englewood,  Dec.  31,  1974. 

Speaker,  House  of  Delegates:  Joseph  S.  Pollard,  Jr.,  Colorado 
Springs. 

Vice  Speaker,  House  of  Delegates;  Joseph  L.  Kovarik,  Denver. 
Foundation  Advocate:  Charles  B.  Kingry,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Carl  H.  McLauthlin, 
Denver. 

Scientific  Editor  Emeritus,  Rocky  Mountain  Medical  Journal: 

Douglas  W.  Macomber,  Denver. 

Executive  Director:  Mr.  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver  80218.  Telephone  (303)  399-1222. 


Montana  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Meeting  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Meeting. 

President:  Hollis  K.  Lefever,  Lewistown. 

President-elect:  John  R.  Burgess,  Jr.,  Helena. 

Vice  President:  John  R.  Halseth,  Great  Falls. 
Secretary-Treasurer:  Robert  P.  Yost,  Missoula. 

Assistant  Secretary-Treasurer:  David  Gregory,  Glasgow. 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Alternate  Delegate  to  the  A.M.A.:  Mark  B.  Listerud,  Wolf 
Point. 

Executive  Committee:  Hollis  K.  Lefever,  Lewistown;  John  R. 
Burgess,  Jr.,  Helena:  John  R.  Halseth,  Great  Falls;  Robert  P. 
Yost,  Missoula;  David  Gregory,  Glasgow;  Herbert  T.  Cara- 
way, Billings;  Mark  B.  Listerud,  Wolf  Point;  John  Pfaff,  Jr., 
Great  Falls;  Edward  L.  King,  Manhattan. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical 
Journal:  Gerald  A.  Diettert,  Missoula. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  L. 
Russell  Hegland,  Helena. 

Executive  Secretary:  Mr.  L,  Russell  Hegland,  2021  11th  Ave- 
nue, Suite  12,  Helena,  Montana  59601.  Telephone  (406)  443-4000. 


Nevada  State  Medical  Association 

OFFICERS— 1972-73— Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

President:  John  P.  Sande,  Reno. 

President-elect:  Thomas  K.  Hood,  Elko. 

Secretary-Treasurer:  John  W.  Callister,  Reno. 

Immediate  Past  President:  William  D.  O’Gorman,  Las  Vegas. 
Delegate  to  A.M.A.:  Hugh  C.  Follmer.  Las  Vegas. 

Alternate  Delegate  to  A.M.A.:  G.  Norman  Christensen,  East 
Ely. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 

Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Med- 
ical Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Nelson 
B.  Neff,  Reno. 

Executive  Director:  Mr.  Nelson  B.  Neff.  3660  Baker  Lane, 
Reno  89502.  Telephone  (702)  323-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  at  the  1973  Annual  Session. 

President:  Don  R.  Clark,  Roswell. 

President-Elect:  Armin  T.  Keil,  Raton. 

Vice  President:  U.  G.  Hodgin,  Albuquerque. 
Secretary-Treasurer:  Ronald  V.  Dorn,  Albuquerque. 

Immediate  Past  President:  Vaun  T.  Floyd,  Albuquerque. 
Speaker,  House  of  Delegates:  W.  J.  Hossley,  Demlng. 

Vice  Speaker,  House  of  Delegates:  Rex  G.  Quigley,  Hobbs. 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis. 

Alternate  Delegate  to  A.M.A.:  Emmit  M.  Jennings,  Roswell. 
Councilors  for  Three  Years:  Samuel  E.  Neff,  Clovis,  District 
IV;  Walter  J.  Hopkins,  Lovington,  District  V;  Jack  L.  Coats, 
Farmington,  District  VII. 

Councilors  for  Two  Years:  Adrian  H.  Bodelson,  Santa  Fe, 
District  II;  John  J.  Smoker,  Raton,  District  I. 

Councilors  for  One  Year:  William  C.  Gorman,  Albuquerque, 
District  III;  John  M.  McGuire,  Alamogordo,  District  VI. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Assistant  Scientific  Editor  for  New  Mexico,  Rocky  Mountain 
Medical  Journal:  William  S.  Curran,  Albuquerque. 

Associate  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Mr.  Ralph  R.  Marshall,  Albuquerque. 

Executive  Director:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vista 
Boulevard  NE,  Albuquerque  87106.  Telephone  (505  ) 265-8494. 

Assistant  Executive  Director:  Mr.  Thomas  A.  Bodnar,  Albu- 
querque. 


Utah  State  Medical  Association 

OFFICERS — 1972-7.3 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Session. 

President:  William  R.  Christensen,  Granger. 

President-elect:  J.  Louis  Schricker,  Jr.,  Salt  Lake  City. 

Past  President:  Merrill  C.  Daines,  Logan. 

Honorary  President:  Stanley  M.  Clark,  Provo. 

Secretary:  Howard  G.  McQuarrie,  Salt  Lake  City. 

Treasurer:  Scott  M.  Smith,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Alan  R.  Nelson,  Salt  Lake  City. 
Speaker,  House  of  Delegates:  William  Knox  Fitzpatrick,  Salt 
Lake  City. 

Vice  Speaker,  House  of  Delegates:  John  W.  Emmett,  Logan. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  Mr.  Hoyt 
W.  Brewster,  Salt  Lake  City. 

Executive  Director:  Mr.  Hoyt  W.  Brewster,  42  South  Fifth  East 
Street,  Salt  Lake  City  84102.  Telephone  (801)  355-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1973 — Terms  of  Officers  and  Committeemen  ex- 
pire December  31,  1973.  Terms  of  office  (with  the  exception 
of  Delegate  and  Alternate  Delegate  to  AMA)  expire  at  the 
end  of  the  calendar  year  rather  than  at  the  Annual  Session. 
President:  Donald  F.  Mahnke,  Casper. 

President-elect:  Paul  R.  Yedinak,  Rock  Springs. 

Vice  President:  Donald  B.  Hunton,  Cheyenne. 

Secretary:  Patrick  D.  Nolan,  Buffalo. 

Treasurer:  Goode  R.  Cheatham,  Jr.,  Casper. 

Delegate  to  A.M.A.:  Fenworth  M.  Downing,  Sheridan. 
Alternate  Delegate  to  A.M.A.:  John  J.  Corbett,  Casper. 
Speaker  of  the  House:  Theodore  L.  Johnston,  Cheyenne. 

Vice  Speaker  of  the  House;  David  F.  Cook,  Jackson. 
Immediate  Past  President;  William  G.  Erickson,  Lander. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Robert  Smith,  Cheyenne. 

Executive  Secretary:  Mr.  Robert  Smith,  P.O.  Box  1387, 
Cheyenne,  Wyoming  82001.  Telephone  (307  ) 634-7305. 
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Never  mind 
the  calendar.  Gentle 
season  changes  make 
all-year  vacations  a 
specialty  at  The  Broadmoor 
where  winter  means 
a friendly  sharing  of 
siding — and  golfing. 

The  Broadmoor's 
own,  chairlift-served 
ski  area  and  two 
18-hole  championship 
golf  courses  make  it 
special.  So  do 
indoor/outdoor 
tennis,  Ice  skating, 
swimming,  skeet  and 
trap  shooting, 
and  horseback  riding. 


Nature  said, 
"Smile." 

And  our  climate 
does. 

™'Bro*dmoor 

Colorado  Springs,  Colorado  80901 


Pleasantly  modest  winter 
rates  prevail — and, 
as  always  you'll 
discover  the  grand 
resort  tradition  in  award- 
winning Broadmoor 
dining  rooms  and 
fascinating, 
fashionable 
shops.  The 
Broadmoor. 
For  reservations 
and  information, 
contact:  The 
Broadmoor, 
Dept.M  J . 
Colorado  Springs, 
Colorado 
303/634-7711. 


Ji 


In  The 

Broadmoor  Manner, 
at  the 

center  of  Vail. 


The 


Lodge 


A luxury  capsule  of 
excellence  in  the  high  Rockies,  ad- 
joining Vail  Village's  gondola  ter- 
minal— convenient  to  every  all-year 
sport,  shopping,  international  dining. 

The  Lodge  is  a total  vacation 
world,  with  its  own  heated  pool, 
unique  bar  and  lounge,  superb  res- 
taurants. 

For  reservations,  contact:  The 
LODGE  at  VAIL,  Donald  L.  Elisha. 
General  Manager,  Dept.  M J , Vail  , 
Colorado  8 I 657. 


Rocky  Mountain  Professional  Consultants,  Inc. 


The  Quality  Name  in  Management  Counseling  to  the  Professions 

Impartial  consultation  in  all  phases  of; 

1.  Practice  Administration 

2.  Personal  Financial  Planning 

3.  Professional  Corporations 

If  it  is  EXPERT  counseling  you  seek — 
call  upon  the  most  experienced  consultants  in  this  region. 

ROCKY  MOUNTAIN  PROFESSIONAL  CONSULTANTS,  INC. 

Roger  L.  Rusley,  President  10403  West  Colfax  Avenue 

Donald  L.  Ankerholz,  Senior  Consultant  Denver,  Colorado  80215 

(303)  233-4131 


for  January  1973 


61 


WANT  ADS 


DESIROUS  OF  ANOTHER  INTERNIST  with  future  partner- 
ship a possibility.  Office  space  available  with  board  certified 
internist:  three  hospital  staffs,  established  practice.  Contact 
William  E.  Hay,  MD,  1955  Pennsylvania  Street,  Denver,  Colo- 
rado 80203,  (303  ) 623-8209.  372-7-TF 


WANTED:  CHIEF  OF  MEDICAL  SERVICE.  Board  Certified  or 
Eligible  will  be  given  preference  for  this  position  available 
January  1,  1973  at  this  very  active  small  GM&S  hospital  in  a 
picturesque  Western  city  of  10,000.  Excellent  facilities  and 
ample  free  time.  Salary  $25,583  to  $27,289  depending  on  qualifi- 
cations, with  a 5%  increase  anticipated  in  January  1973.  Non- 
discrimination in  employment.  Write  or  call  Chief  of  Staff, 
VA  Hospital,  Miles  City,  Montana  59301.  1172-5-3B 


OB-GYN  NEEDED  by  nine-man  group  in  Montana.  $45,000 
guaranteed  salary  first  year  or  percentage  of  volume,  which- 
ever greater.  Full  partnership  the  second  year  if  mutually 
agreeable.  Write  Box  1272-1-3,  Rocky  Mountain  Medical 
Journal,  1809  East  18th  Avenue,  Denver,  Colorado  80218. 

1272-1-3 


UROLOGIST  NEEDED  to  join  20-doctor  multispecialty  group 
in  Longmont,  Colorado,  just  one  hour  from  downtown  Den- 
ver. Contact  James  G.  Meador,  Clinic  Manager,  The  Longmont 
Clinic,  1925  West  Mountainview  Avenue,  Longmont,  Colorado 
80501,  telephone  (303)  776-1234.  1272-2-3 


HEALTH  OFFICER  for  the  Jefferson  County  Health  Depart- 
ment. Headquarters  in  the  Denver  area.  Position  requires 
physician  with  MPH  and  public  health  experience.  Beginning 
salary  $30,000.  Contact  Director  of  Administrative  Services 
Division,  Colorado  Department  of  Health,  4210  East  11th 
Avenue,  Denver,  Colorado  80220.  173-3-2B 


WANTED:  INTERNIST  WITH  OR  WITHOUT  SUBSPECIALTY 
TRAINING  to  join  two  internists  in  busy  office  in  Denver, 
on  or  after  January  1,  1973,  Salary  or  other  financial  arrange- 
ment— open — with  view  to  sharing  in  corporation  ownership  in 
future.  Profit-sharing  plan.  Contact  Isadore  Katz,  MD,  800 
Clermont  Street,  Denver,  Colorado  80220.  173-2-1 


NORTHWEST  ALASKA— PHYSICIANS:  The  Norton  Sound 
Health  Corporation,  a regional  consumer-controlled  medical 
delivery  system  serving  15  Eskimo  villages  is  seeking  appli- 
cations for  physicians’  services  to  commence  July  1,  1973  or 
before.  The  area  served  by  the  Corporation  is  characterized 
by  high  mortality  and  morbidity  incidence  in  16  isolated  com- 
munities ranging  from  70-550  persons,  spread  over  79,000  square 
miles.  For  these  reasons,  the  Corporation  relies  on  indigenous 
paraprofessionals  as  primary  care  providers,  supported  by  pro- 
fessional services.  The  job  description  for  Corporation  phy- 
sicians includes  the  following:  (1)  To  travel  to  the  outlying 
villages  and  hold  periodic  clinics.  (2)  To  provide  services  in  a 
small  community  hospital.  (3)  To  serve  as  a medical  resource 
to  the  Health  Aide  Training  staff  in  structuring  ongoing  para- 
professional  medical  training  curriculum.  Salary  negotiable, 
with  minimum  range  of  $30,000-35,000  per  year  and  housing 
allowance.  Write  to  Caleb  Pungowiyi,  Executive  Director, 
Norton  Sound  Health  Corporation,  Box  966,  Nome,  Alaska 
99762.  173-1-2B 


LOCUM  TENENS  NEEDED  for  three  months  for  25-bed  rural 
hospital  in  northern  New  Mexico.  If  you  are  a family  prac- 
titioner or  internist  interested  in  working  in  a modern  well 
equipped  institution  beautifully  located  near  the  Rocky 
Mountains  in  a tri-cultural  area,  this  is  a fine  opportunity. 
Salary  is  $2,600  a month.  Contact  Jay  Harris,  MD,  Presby- 
terian Medical  Services,  P.O.  Box  2384,  Santa  Fe,  New  Mexico 
87501.  173-H-2B 


GOLDEN,  COLORADO:  New  medical-dental  building;  com- 
pletion Fall  1973;  will  build  to  suit.  Excellent  opportunity 
for  GP  and  specialist  to  practice  in  expanding  Denver  suburb 
in  foothills  of  Rocky  Mountains.  Golden  Professional  Building, 
2007  Jackson,  Golden,  Colorado  80401.  (303)  279-9855. 

173-10-2B 


CHOICE  LAKEWOOD,  COLORADO  LOCATION  for  medical 
and  dental  offices.  Completed  by  February  1973.  Call  (303) 
455-7545.  1172-6-TFB 


SKI  HOUSE  FOR  YOUR  STEAMBOAT  SPRINGS  VACATION. 

Spacious  living  and  dining  rooms,  modem  kitchen,  four  bed- 
rooms, two  baths,  sleeps  ten,  $70/day.  Call  Mary  Wolff  (303) 
266-2388  or  (303)  442-2873.  1272-5-2B 


WILL  SUBLET  OFFICE  SPACE:  900  sq.  ft.,  completely  car- 
peted, well  decorated,  with  or  without  equipment.  Three 
examining  rooms,  doctor’s  and  receptionist  offices,  waiting 
room,  x-ray  or  lab,  private  restroom.  Also  x-ray  equipment 
for  sale.  Call  (303)  333-1587  between  8:30  and  5:00,  or  write 
E.  J.  Horsley,  MD,  1633  Fillmore  Street,  Denver,  Colorado 
80206.  1272-7-4B 


WANTED:  PHYSICIAN  qualified  in  GP  medicine  and  surgery 
to  take  over  practice  of  48  years’  duration  in  city  with 
accredited  hospital  and  nursing  home.  Office  equipment,  in- 
struments, supplies  available.  Ward  C.  Fenton,  MD,  Box  467, 
Rocky  Ford,  Colorado  81067.  1272-6-2 


WANTED:  DOCTOR  for  one  or  two  hours’  work,  four  or  five 
days  each  week  at  a dispensary  in  Denver.  Please  call  A.  T. 
Haley,  MD,  at  (303)  333-5429.  173-8-1 


PSYCHIATRIST  NEEDED  in  private  practice  in  academic 
community  located  in  the  mountains  of  Northern  New  Mex- 
ico. Associate  with  multi-specialty  group  of  23  MD’s.  Assume 
established  practice  of  psychiatrist  returning  to  academic 
post.  Anticipated  annual  income  over  $40,000.  Contact:  Richard 
Honsinger,  Jr.,  MD,  Chief  of  Staff,  or  Robert  D.  Hill,  Adminis- 
trator, Los  Alamos  Medical  Center,  Los  Alamos,  New  Mexico 
87544,  (505)  662-4201.  173-5-3 


FOR  RENT  in  Southeast  Denver:  1,000  sq.  ft.  in  new  office 
with  three  pediatricians.  Available  about  April  1.  Good 
parking.  Call  (303)  355-2359.  173-4-3B 


FOR  SALE:  100  milliamp  GE  X-ray  machine  with  tiltable 
table,  bucky,  and  fluoroscope.  Excellent  condition.  Call  Dr. 
Bograd  at  (303)  333-2084;  if  no  answer,  call  between  5:00  and 
7:00  p.m.  173-6-1 


FOR  SALE:  Medical  examining  tables,  instrument  cabinets, 
proctologic  table,  etc.  Call  (303)  825-0508.  173-7-1 


PHYSICIAN:  CARSON  CITY,  NEVADA  offers  clean  air,  un- 
excelled recreational  facilities,  rural  living  minutes  from 
Reno,  four  hours  from  San  Francisco.  Welfare  Medical  Care 
Officer,  classified  State  position:  Minor  L.  Kelso,  Chief,  Medi- 
cal Services,  (702)  882-7581.  173-9-2B 


PICKER  Medical  Prod  ucts 

3890  ELM  STREET  — TEL.  388-5731  — DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 

2236  Glenwood  Circle,  635-8768  Medical  X-Ray  Equipment 

Saif  Lake  City,  Utah  Accessories  & Film 

21  Kensington  Street,  487-7519  Equipment 

Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 
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IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensitiv- 
ity. reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  tor  meperidine  or  morphine 
intoxication  (prolonged  and  caretui  monitoring). 
Respiratory  depression  may  recur  in  spite  ol  an 
initial  response  to  Nalline®  (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  alter 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO.  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  In  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  dipheno: 
late  HCI  is  theoretically  possible  at  high  dosage.  :! 
not  exceed  recommended  dosages.  Administer  w 
caution  to  patients  receiving  addicting  drugs 
known  to  be  addiction  prone  or  having  a history 
drug  abuse.  The  subtherapeutic  amount  of  atropi' 
is  added  to  discourage  deliberate  overdosag 
strictly  observe  contraindications,  warnings  and  pr 
cautions  for  atropine;  use  with  caution  in  childrf 
since  signs  of  atropinism  may  occur  even  with  t* 
recommended  dosage.  ■ 

Adverse  reactions:  Atropine  effects  include  dryne 
of  skin  and  mucous  membranes,  flushing  -and  u 
nary  retention.  Cther  side  effects  with  Lomotil  i 
elude  nausea,  sedation,  vomiting,  swelling  of  tj 
gums,  abdominal  discomfort,  respiratory  depressic' 
numbness  of  the  extremities,  headache,  dizzine;^ 
depression,  malaise,  drowsiness,  coma,  lethart 


Many 
things 
can  cause 
diarrhea. 


LOMOTil 


The  causes  of  diarrhea  are  as 
varied  as  man's  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

it  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea. 


>tia.  restlessness,  euphoria,  pruritus,  angioneu- 
.jderna,  giant  urticaria  and  paralytic  ileus, 
jje  and  administration:  Lomotil  fs  emtraindi- 
I in  ehiMrBH  Jess  than  2 years  old.  Use  only 
tiS  liquid  for  children  2 to  12  years  old.  For 
6,2  to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years, 
ij  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
dally;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
Ijis  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10 
Jr  mg.)  q.i.d.  Maintenance  dosage  may  be  as 
)(|3  one  fou.rth  of  the  initial  dosage.  Make  down- 
tJosage  adjustment  as  soon  as  initial  symptoms 
i.introiled. 

Cosage;  Keep  the  medication  out  of  the  reach 
Mdren  since  accidental  overdosage  may  cause 
evert  fatal,  respiratory  depression.  Signs  of 
6,3sage  include  flushing,  lethargy  or  coma,  hypo- 
' reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
r.i  and  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
iavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  'k  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-02.  bottle  of  Lomotil  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml,  A plastic  dropper  calibrated  in  in- 
crements of  'k  ml.  (total  capacity.  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


lOMOTIl 

TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 

Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
Atropine  sulfate  ...............  0.025  mg. 


SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co..  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 


SKARLE 
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MINOCIN*  made  the  difference  in  just  eight  days’. 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HOI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  Sill n\.  By  fourth 
day,  temperature  was  normal  and  pustuLgr-., 
lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None.t 


Semisynthetic 

MINOQN 

MINOCYCLINE  HQ 

Capsules,  100  mg:  2 stat,  1 q 12  h. 


Minocycline  is  a tetracycline  with  activity  against  a wide 
range  of  gram-negative  and  gram-positive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yel- 
low-gray-brown). This  is  more  common  during  long-term  use 
but  has  been  observed  following  repealed  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines, 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated.  In 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and,  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines. Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  Im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia,  hyper- 
phosphatemia, and  acidosis.  Pregnancy:  In  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  in  fetal  tissues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  in  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established. 
Newborns,  infants  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue.  Pre- 
matures, given  oral  doses  of  25  mg, /kg.  every  6 hours,  dem- 
onstrated a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk 
of  lactating  women  who  are  taking  a drug  of  this  class.  Safe 


use  has  not  been  established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Patients  on  anticoagulant 
therapy  may  require  downward  adjustment  of  such  dosage. 
Test  for  organ  system  dysfunction  (e.g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group  A beta  hemo- 
lytic streptococcal  infections  for  at  least  10  days.  Avoid  giv- 
ing tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Cl:  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopapular  and 
erythematous  rashes.  Exfoliative  dermatitis  (uncommon). 
Photosensitivity  is  discussed  above  (“Warnings”).  Renal 
toxicity:  rise  in  BUN,  dose-related  (see  "Warnings").  Hyper- 
sensitivity reactions:  urticaria,  angioneurotic  edema,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in  high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands;  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age, disappearing  rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia, 
eosinophilia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  MINOCIN  is  not  notably  influenced  by  foods  and  dairy 
products. 


’^Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection. 

fCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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SLEEP  STAGES 


DYNAMICS  OF  SLEEP 


For  adult  patients  who  can’t 
fall  asleep...and  for  the  elderly 
patient  who  can’t  stay  asleep 

Polygraphic  measurements  of  insomniac  patients  enable  scientists  at 
sleep  research  laboratories  to  construct  profiles  of  sleep  like  the  ones  below.’* 


Differences  in  sleep  problems  demonstrated 
in  the  sleep  research  laboratory 


Polygraphic  measurements  at  sleep  re- 
search laboratoriesdemonstrate  5 sleep  stages. 
Stages  1 through  4 are  progressive,  from  light- 
est to  deepest  sleep.  The  fifth  stage  is  REM 
sleep,  characterized  by  rapid  eye  movements 
and  linked  with  dreaming.  Typically,  a young 
adult  sleeps  more  deeply  and  has  more  REM 
time  than  an  elderly  person.  The  youthful  per- 


son alsoawakes  less  frequently  duringthe  night. 

Insomnia  problems,  too,  dfffer  with  age. 
Under  the  age  of  50,  difficulty  falling  asleep 
is  the  most  frequent  complaint,  whereas  for 
patients  over  50,  difficulty  staying  asleep  char- 
acterized by  frequent  and  prolonged  nocturnal 
awakenings  or  very-early-in-the-morning  final 
awakenings  appears  to  be  the  primary  problem. 


*The  sleep  profiles  above  are  artist’s  representations  of  abnormal  profiles  as  might  be  seen  in  the 
sleep  research  laboratory  for  the  insomnia  types  indicated. 


SLEEP  STAGES 


Dalmane®  (flurazepam  HCi) 

Demonstrated  effective 

by  the  science  of  sleep 
research 

Measurements  in  the  sleep  research  laboratory  that 
demonstrate  differences  in  sleep  patterns  also  document 
the  effectiveness  of  Dalmane  (flurazepam  HCI).  Hundreds 
of  hours  of  experience'"'®  with  young  adult  problem 
sleepers  demonstrated  that: 

One  capsule  of  Dalmane  at  bedtime  usually: 

■ produced  sleep  within  17  minutes 

■ decreased  nocturnal  awakenings  and  time  awake 
after  sleep  onset 

■ provided  7 to  8 hours  of  sleep  without  need  to  repeat 
dosage  during  the  night. 

While  no  adverse  clinical  reactions  with  Dalmane  were 
reported  in  these  studies,  dizziness,  drowsiness, 
lightheadedness  and  the  like  have  been  noted,  particularly 
in  the  elderly  and  debilitated.  (An  initial  dose  of  Dalmane 
15  mg  should  be  prescribed  for  these  patients.) 


DALMANE’ 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  15-mg  capsule  h.s.— initial  dosage  for  elderly 
or  debilitated  patients. 

One  30-mg  capsule  b.s.— usual  adult  dosage. 


For  a summary  of  product  information,  please  see  next  page. 
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Demonstrated  effective  by  the  science 
of  the  sleep  research  laboratory 

DALMANE^ 

(flurazepam  HQ) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  fi.s.— usual  adult  dosage. 

One  15-mg  capsule  /i.s.— initial  dosage  for  elderly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  in- 
somnia characterized  by  difficulty  in 
falling  asleep,  frequent  nocturnal  awak- 
enings and/or  early  morning  awakening; 
in  patients  with  recurring  insomnia  or 
poor  sleeping  habits;  and  in  acute  or 
chronic  medical  situations  requiring  rest- 
ful sleep.  Since  insomnia  is  often  tran- 
sient and  intermittent,  prolonged  admin- 
istration is  generally  not  necessary  or 
recommended. 

Contraindications:  Known  hypersensitiv- 
ity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g..  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15 
years  of  age.  Though  physical  and 
psychological  dependence  have  not 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  thosewho  might 
increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15 
mg  to  preclude  oversedation,  dizziness 
and/or  ataxia.  If  combined  with  other 
drugs  having  hypnotic  or  CNS-depres- 
sant  effects,  consider  potential  additive 
effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  ten- 
dencies. Periodic  blood  counts  and  liver 
and  kidney  function  tests  are  advised 
during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsi- 
ness, lightheadedness,  staggering,  ataxia 
and  falling  have  occurred,  particularly 


in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  in- 
tolerance or  overdosage, have  been  re- 
ported. Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehen- 
sion, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  diffi- 
culty in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness 
of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  an- 
orexia, euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  halluci- 
nations and  elevated  SGOT,  SGPT,  total 
and  direct  bilirubins  and  alkaline  phos- 
phatase. Paradoxical  reactions,  e.g.,  ex- 
citement, stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  in- 
stances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dos- 
age; 15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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KIIMESED©  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms; 

□ belladonna  alkaloids  “-for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications;  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 

disease. 

Precautions:  Administer  with  caution  to  patients  wdth  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liqiuds. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains : 16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  (Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


CI.I*  problems 
making  her 
a fixture 
in  your  office? 


I 

I 


fMilpatK  can  cut  down  her  complaints 
I by  helping  to  control: 
bloating/cramping/pain/‘nervous  stomach’ 
when  aggravated  by  anxiety  and  tension " 


For  most  patients: 

‘MilpatH"400 

(meprobamate  400  mg  + 
tridihexethyl  chloride  25  mg) 

Usual  adult  dose:  One 
tablet  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


When  spasm  is  severe: 

'Milpath’“200 

(meprobamate  200  mg  + 
tridihexethyl  chloride^  mg) 

Usual  adult  dose:  Two 
tablets  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research  Council 
and/or  other  information,  FDA  has  classified  the  indica- 
tion as  follows; 

“Possibly”  effective;  as  adjunctive  therapy  in  peptic 
ulcer  and  in  the  irritable  bowel  syndrome  (irritable  colon, 
spastic  colon,  mucous  colitis,  and  functional  gastrointesti- 
nal disorders),  especially  when  accompanied  by  anxiety 
or  tension. 

Final  classification  of  this  indication  requires  further 
investigation. 


CONTRAINDICATIONS;  Tridihexethyl  chloride:  ’revious  allergic 
i or  idiosyncratic  reactions  to  it  or  related  compounds:  urinary 
I bladder-neck  obstructions  (e.g..  prostatic  obstructions  due  to 
hypertrophy);  pyloric  obstructions  because  of  reduced  motility 
and  tonus:  organic  cardiospasm  (megaesophagus):  glaucoma; 
possibly  in  stenosing  gastric  or  duodenal  ulcers  with  significant 
gastric  retention.  Hfeprobamate;  Acute  intermittent  porphyria 
i and  allergicor  idiosyncratic  reactions  to  meprobamate  or  related 
! compounds  such  as  carisoprodol,  mebutamate.  tybamate, 

I carbromal. 

WARNINGS:  Meprobamate;  Drug  Dependence:  Physical  and 
; psychological  dependence  and  abuse  have  occurred.  Chronic 
intoxication,  from  prolonged  use  and  usually  greater  than  recom- 
mended doses,  leads  to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervisedoseand  amounts  prescribed,  and  avoid  prolonged 
use,  especially  in  alcoholics  and  addiction-prone  persons.  Sudden 
withdrawal  after  prolonged  and  excessive  use  may  precipitate 
recurrence  of  pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g.,  vomiting,  ataxia,  tremors, 
muscle  twitching,  confusionat  states,  hallucinosis:  rarely  convul- 
sive seizures,  more  likely  in  persons  with  CNS  damage  or 
pre-existent  or  latent  convulsive  disorders).  Therefore,  reduce 
dosage  gradually  (1-2  weeks)  or  substitute  a short-acting  bar- 
biturate, then  gradually  withdraw.  Potentially  Hazardous  Tasks: 
Driving  a motor  vehicle  or  operating  machinery.  Additive  Ef- 
fects: Possible  additive  effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psychotropic  drugs.  Pregnancy 
and  Lactation:  Safe  use  not  established;  weigh  potential  bene- 
fits against  potential  hazards  in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Animal  data  at  five  times  the 
maximum  recommended  human  dose  show  reduction  in  litter 
I size  due  to  resorption. 

I PRECAUTIONS:  Tridihexethyl  chloride:  Use  cautiously  in  elderly 
males  (possible  prostatic  hypertrophy).  Meprobamate:  To  avoid 
oversedation,  use  lowest  effective  dose,  particularly  in  elderly 
and/or  debilitated  patients.  Consider  possibility  of  suicide  at- 
tempts: dispense  least  amount  of  drug  feasible  at  any  one  time. 


To  avoid  excess  accumulation,  use  caution  in  patients  with 
compromised  liver  or  kidney  function.  Meprobamate  may -pre- 
cipitate seizures  in  epileptics. 

ADVERSE  REACTIONS;  Tridihexethyl  chloride:  Dry  mouth 

(fairly  frequent  at  oral  doses  of  100  mgX  constipation  or 
"bloated"  feeling,  tachycardia,  bradycardia,  dilated  pupils,  in- 
C'eased  ocular  tension,  weakness,  nausea,  vomiting,  headache, 
drowsiness,  urinary  hesitancy  or  retention,  dizziness.  Mepro- 
bamate: Central  Nervous  System:  Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo,  weakness,  paresthesias, 
impairment  of  visual  accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity.  Gastrointestinal: 
Nausea,  vomiting,  diarrhea.  Cardiovascular:  Palpitations,  tachy- 
cardia, various  forms  of  arrhythmia,  transient  ECG  changes, 
syncope:  also  hypotensive  crises  (including  one  fatal  case). 
Allergic  or  Idiosyncratic:  Usually  after  1-4  doses.  Milder  reac- 
tions: itchy,  urticarial,  or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin).  Other:  leukopenia,  acute 
nonthrombocytopenic  purpura,  petechiae.  ecchymoses.  eosm- 
ophilia.  peripheral  edema,  adenopathy,  fever,  fixed  drug  erup- 
tion with  cross  reaction  to  carisoprodol,  and  cross  sensitivity 
between  meprobamate/mebutamate  and  meprobamate/car- 
bromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills, 
angioneurotic  edema,  bronchospasm.  oliguria,  anuria,  anaphy- 
laxis. erythema  multiforme,  exfoliative  dermatitis,  stomatitis, 
proctitis.  Stevens-Johnson  syndrome,  bullous  dermatitis  (one 
fatal  case  after  meprobamate  plus  prednisolone).  Stop  drug, 
treat  symptomatically  (e  g.,  possible  use  of  epinephrine,  anti- 
histamines, and  in  severe  cases  corticosteroids).  Hematologic: 
Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely,  thrombocytopenic  pur- 
pura. Other:  Exacerbation  of  porphync  symptoms. 

USUAL  ADULT  DOSAGE:  One  ’Milpath-ACX)  (meprobamate  400 
mg-t-tridihexethy!  chloride  25  mg)  tablet  three  times  a day  at 
mealtimes  and  2 at  bedtime.  For  greater  anticholinergic  effect. 
2 ‘Milpath-200  (meprobamate  2(X)  mg ■+ tridihexethyl  chloride 
25  mg)  three  times  a day  at  mealtimes  and  2 at  bedtime.  Mepro- 
bamate dose  should  not  exceed  2400  mg  daily. 

Not  for  use  in  children  under  age  12. 

OVERDOSAGE:  Tridihexethyl  chloride:  Acute  overdosage  can 
produce  dry  mouth,  difficulty  swallowing,  marked  thirst:  blurred 
vision,  photophobia:  flushed,  hot,  dry  skin,  rash:  hyperthermia: 
palpitations,  tachycardia  with  weak  pulse,  elevated  blood  pres- 
sure: urinary  urgency  with  difficulty  in  micturition:  abdominal 
distention:  restlessness,  confusion,  delirium  and  other  signs 
suggesting  acute  organic  psychosis.  Empty  stomach  after  admin- 
istration of  Universal  Antidote  and  treat  symptomatically  as 
indicated.  Meprobamate:  Suicidal  attempts  with  meprobamate, 
alone  or  with  alcohol  or  other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  death.  Empty 
stomach,  treat  symptomatically:  cautiously  give  respiratory 
assistance,  CNS  stimulants,  pressor  agents  as  needed.  Mepro- 
bamate is  metabolized  in  the  liver  and  excreted  by  the  kidney. 
Diuresis  and  dialysis  have  been  used  successfully.  Carefully 
monitor  urinary  output:  avoid  overhydration:  observe  for  pos- 
sible relapse  due  to  incomplete  gastric  emptying  and  delayed 
absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR 
information.  rev  5/72 


WALLACE  PHARMACEUTICALS.  Cranbury,  N.J.  08512 


Relaxes  smooth  muscle  and  psyche/ Milpath* 

(meprobamate+tridihexethyl  chloride) 


Insights  into  the  ulcer-prone 

This  man  governs  an  empire— the  section  of  beach 
that  he  combs— and  he  may  have  much  in  common  witi 
a business  tycoon.  Both  may  be  ulcer-prone  for  similar  i 
reasons:  both  may  be  difficult  to  please— both  may  b«' 
demanding,  especially  of  themselves.  While  there  are 
many  types  of  duodenal  ulcer  patients,  it  has  been  noted: 
that,  characteristically,  these  individuals  are  not  easily 
satisfied.  ‘ 

f 

Measuring  oneself  against  one's  own  expectations  or  . 
against  those  of  society  may  be  equally  trying— equally 
anxiety-provoking.  It  is  hard  to  win  when  both  success 
and  failure  can  demand  a similar  price. 

If  the  ulcer  patient  were  to  modify  his  expectations,  he 
would  experience  less  anxiety— and  perhaps  fewer  ulce 
attacks.  In  most  cases,  this  would  mean  altering  the  en- 
tire constellation  of  psychological  attitudes.  Many  are 
unwilling  to  do  so,  and  many  are  unable.  But  while  the 
patient  is  trying  to  make  his  best  adjustment  to  his  ulcer 
he  often  needs  therapeutic  relief  for  both  the  undue 
anxiety  with  which  he  may  be  plagued  and  the  hyper- 
secretion and  hypermotility  that  cause  pain  and  spasm. 

*PaImer,  E.  D.:  Clinical  Gastroenterology,  ed.  2,  New  York,  Hoebe 
Medical  Division,  Harper  & Row,  1963,  p.  206. 

Captain  of 
Industry 


biax  can  relieve  excessive 
ixiety,  thereby  helpins  to  reduce 
ain  and  spasm 

ice  duodenal  ulcer  is  frequently  associated  with 
cessive  anxiety  and  tension^  therapy  logically  demands 
ief  from  both  the  psychic  and  the  somatic  discomfort. 
)rax  can  help  provide  this  dual  relief.  Only  Librax  pro- 
les in  a single  capsule  both  the  antianxiety  action  of 
irium®  (chlordiazepoxide  HCl)  and  the  antisecretory/ 
tispasmodic  action  of  Quarzan®  (clidinium  Br).  With 
)rax,  the  patient  usually  tends  to  react  less  strongly 
anxiety-provoking  situations,  and  hypersecretion  and 
permotility  are  also  reduced.  A reduction  of  asso- 
ted  pain  and  spasm  can  also  be  expected,  and  often 
:er  attacks  become  fewer  and  farther  between ! 

Ip  to  8 capsules  daily 
I divided  doses 

3timum  therapeutic  response  can  be  achieved  with 
pividualization  of  dosage— within  the  range  of  1 or  2 
jpsules,  3 or  4 times  daily.  Many  patients  will  respond 
tell  to  1 capsule  t.i.d.  and  2 at  bedtime.  Librax  can 
|ten  be  relied  on  both  to  help  in  managing  the  acute 
•tack  and  to  help  the  patient  maintain  gains  in  therapy, 
(jbrax:  Initial  therapy,  Rx  #35,  Sig:  cap.-f  t.i.d.  a.c. 
h.s. 

•llow-up  therapy,  Rx  #100,  Sig:  cap.-f  t.i.d.  a.c. 
id  jf  h.s. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows; 

indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders,-  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving). 

Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido  — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and  con 
stipation.  Constipation  has  occurred  most  often  when  Librax  ther- 
apy is  combined  with  other  spasmolytics  and/ or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual  main- 
tenance dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals 
and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlordiaz- 
epoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide 
(Quarzan®)  — bottles  of  100  and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


for  the 

anxiety-linked  symptoms 
of  duodenal  ulcer 
_ •^adjunctive  ' 

Librax^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Who  knows  \^t  evil  lurics  in 
the  mucous  membranes? 


Each  Spansule®(  brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin®(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public’s  enemies —nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient’s  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  “rose  fever,”  etc, ). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e.g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  ixstential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PBI  Determination  and  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  &■  French  Laboratories 
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MYLAIMTA 


TABLETS 

® ' 
aluminum  and  magnesium  hydroxides  with  simethicone  I 


Stuart  pharmaceuticals  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899  j Pasadena,  Calif,  \ll09 


won’t  resist 


ins  better  with 
Myianta 


Colorado  Doctors 
Ski  Patrol  Association 


A rather  unique  organization  exists  in  Colo- 
rado— Ski  Country  USA — for  providing  medical 
coverage  at  the  12  front  range  ski  areas. 

Its  primary  function  is  rendering  emergency 
medical  assistance  to  the  injured  skier  when  re- 
quested by  the  National  Ski  Patrol.  The  physician 
coordinates  with  the  National  Ski  Patrol  and 
Highway  Patrol  in  securing  emergency  evacua- 
tion, either  ground  ambulance  or  helicopter  air 
ambulance. 

Each  physician  is  assigned  three  to  four  days 
at  a ski  area  for  coverage  on  weekends.  In  re- 
turn, the  area  operators  provide  ski  lift  tickets 
to  the  MD.  Any  member  may  ski  at  any  of  the 
participating  areas  during  the  week  days  with 
lift  tickets  provided  by  the  respective  ski  area. 
This  gives  the  areas  medical  coverage  during  the 
week  days,  as  well.  The  ski  area  MD  leader  also 
conducts  emergency  medical  training  courses  at 
his  area  for  the  National  Ski  Patrol,  ambulance 
attendants  and  member  MB’s  assigned  to  the  area. 

A twelve  member  medical  advisory  committee 
meets  twice  yearly  to  determine  policy.  All  spe- 
cialties are  represented  in  the  membership;  how- 
ever, the  majority  are  general  practitioners  and 
surgical  specialties.  Resident  physician  participa- 
tion is  encouraged.  Annual  dues  defray  operating 
expense  and  allow  for  annual  scholarships  to 
promising  Junior  Ski  Racers  in  the  Rocky  Moun- 
tain Division.  Funds  remaining  are  donated  to 
the  U.S.  Ski  Team.  The  membership  is  strictly 
volimteers  and  none  of  the  officers  receive  a 
stipend. 

The  ski  areas  in  Colorado  presently  receiving 
MD  coverage  by  the  Colorado  Doctors  Ski  Patrol 
Association  are;  Arapahoe  Basin,  Berthoud  Pass, 
Breckenridge,  Copper  Mountain,  Geneva  Basin, 
Hidden  Valley,  Idlewild,  Keystone,  Lake  Eldora, 
Loveland  Basin  and  Valley,  Squaw  Pass,  and 
Winter  Park. 

Headquarters  for  this  association  are  located 
at  1785  Kipling,  Lakewood,  Colorado  80215. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS;  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  inlants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level 
determinations  of  drug. The  antianabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  In  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 
Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines.  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfleld  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on 
anticoagulant  therapy  may  reguire  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  monilial 
overgrowth)  in  the  anogenital  region. 

Skin:  maculopapularand  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies 
are  known  to  occur, 

USUAL  DOSAGE:  Adults  - 600  mg  daily,  divided  into  two  or  four  eguaily  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d,  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams 
of  Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  tor  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concnmilanf  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give 
drug  one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS) , total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  intormation. 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

RondomvGin  300.g 

[metiliacvcline  HCI] 

Delivers  from  the  very  first  dose: 

studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


For  coughs  of  all  ages 


Triaminicol* 

Ihe  lamiiy  cough  syrup  irom  Dorsoy 

Triaminicol®  contains  the  proven  Triaminic®  formula. . .a  decongestant  and 
two  antihistamines.,  .plus  a non-narcotic  antitussive.  Save  time  by  recommending  Triaminicol®  and  the 
dosage  (2  teaspoons  four  times  daily  for  adults)  over  the  phone.  No  Rx  needed. 


Dorsey  Laboratories/ Division  of  Sandoz-Wander,  Inc./ Lincoln,  Nebraska  68501 


Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 

Soyalac  k often 
the  answer. 

This  ailing,  wailing  syndronae  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally;  milk-tree,  tibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms: 
Concentrated  Liquid, 
Ready-to-Serve,  Powdered 

a prcxiuct  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE.  CALIFORNIA  92505 
Mount  Vernon,  Ohio  45050,  U S A 


CALIFORNIA 

Chico  • 1378  Longfellow  Ave.  • 95926 
Telephone:  (916)  342-5612 
Los  Angeles  • 291  Coral  Circle 
El  Segundo,  California  • 90245 
Telephone:  (213)  772-3581 
Modesto  • 806  14th  St.  • 95354 


ARIZONA 


NEW  JERSEY 

Newark  • 159  Terminal  Ave. 
Clark,  New  Jersey  • 07066 
Telephone:  (201)  382-8350 


OREGON 

Portland  • 5714  N.E.  Hassalo  St. 

• 97213  Telephone:  (503)  282-2295 


When  you  need  that  specific 
something  - NOW  - call  SCHERER 
. . . the  house  with  the  items,  more 


FLORIDA 

Miami  • 1310  N.W.  74th  St. 
• 33147 

Telephone:  (305)  691-6271 


TEXAS 

Dallas/Ft.  Worth  • 1701  S.  Great 
Southwest  Pkwy. 

Grand  Prairie,  Texas  • 75050 

Telephone:  (214)  263-4911 

Houston  • 115  Hyde  Park  Blvd.  • 77001 

Telephone:  (713)  526-2011 

San  Antonio  • 138  W.  Rhapsody  • 78216 

Telephone:  (512)  344-8303 


Telephone:  (209)  526-1086 
Sacramento  • 4330  Roseville  Rd. 

North  Highlands,  California  • 95660 
Telephone:  (916)  483-4976 
San  Diego  • 5248  Linda  Vista  Rd.  • 92110 
Telephone:  (714)  291-8120 
San  Francisco  • 253  E.  Harris  Ave 
South  San  Francisco,  California  94(i80 
Telephone:  (415)  871-9543 


COLORADO 
Colorado  Springs  • 4920  No.  Park' 
Loop  • 80907 
Telephone:  (303)  598-3580 
Denver  • 1700  Vine  St.  • 8020b 
Telephone:  (303)  255-1491 


Phoenix  • 1841  No.  23rd  Ave.  • 85005 
Telephone:  (602)  254-7161 


UTAH 

Salt  Lake  City  • 809  W.  1700  South 
• 84104 

Telephone:  (801)  487-1381 


/WASHINGTON 

Seattle  • 1191  Andover  Park  West 
Tukwila,  Washington  • 98188 
Telephone:  (206)  242-4850 
Spokane  • E.  327  1st  St.  • 99202 
Telephone:  (509)  624-4241 


sizes,  more  complete  lines. 

SCHERER  is  known  as  the  “fastest  single  source”  for  the  most  respected 


names  in  Medical  and  Scientific  manufacturing.  And  for  good  reason. 
SCHERER  has  more  supply  points  and  better  men.  Be  sure.  Call  SCHERER! 
You’ll  find  them  “a  step  ahead.” 

Scherep  Company  medical/scientific  supplies 


/ Coloratlo  Springs  • 4920  No.  Park  Loop  80907  Telephone:  (303)  598-3580 
ROCK  ES  / • 1700  Vine  St.  80206,  Telephone:  (303)  255-1491 

/ Salt  Lake  City  • 809  W.  1700  South  84104  Telephone:  (801)  487-1381 
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or  generations  my  family  has  insisted  on  Donnagel®  PG/’  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
paregoric —without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
(arrheas;  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel  -PG  treats 
jcompanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
upleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 

I promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
emulcent-detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
dladonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 


DonnagelrPG 

Donnagel  with  paregoric  equivalent 
^ Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 


Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg^; 
tropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  Ubl , 24.0  rng. 
quivalent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 
).0  mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100  nng. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  @ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  controi 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide  7.5  mg. 


Sleet  the  Robitussin® 

" lear-Tract”  Formulation 
Tat  Treats  Your  Patient’s 
tlividual  Coughing 
feds: 


■ 
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fibitussin®  4 

FtBITUSSIN  A-C®  4 

F)BITUSSIN-DM®  4 

»BITUSSIN-PE®  4 

bUGH  CALMERS®  I 

I P this  handy  chart  as  a guide  In  selecting  the  formula  that  provides  the  benefits  you  want  for  your  patient. 


Relieves  cough,  ciears  sinuses  and  nasai  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


AH'I^OBINS 

A.  H.  Robins  Company,  Richmond,  Virginia  23220 


Now  culture  for 
6 common  pathogens 
right  in  your  office! 


Staph  Aureus 

" f 

N.  Gonorrhoeas 
bandidc 

! [Monilia 

Beta  Hjemolytic 
Throat  Oj^ganisms 

Urinrary  BacterU 

Pseudorhbnas  Aeruginosc 


with  the  compact,  economica 

Clinicuit 

Diagnostic  Culturing  Syster 


Swab...  Incubate...  Read  Results... 


■ No  Media  Preparation 

■ No  Streaking  Inoculum 

■ Most  Cultures  Easily 
Identified  in  24-48  Hours 

■ No  Specialized  Training  Needed 


Phone  (215)104-240 

To  order  or  for  more  information,  mail  coupon  or  call  collect. 


^ SMITH  KUNE  DIAGNOSTICS  ' 

Dept.  E 42 

1500  Spring  Garden  St.,  Philadelphia,  Pa.  19101 
Please  send  me: 

dozen  'Clinicuit’  tests  for 

N.  gonorrhoeae,  $28.20  per  dozen;  all  others  $23.40  per  dozen 

'Clinicuit'  incubator,  $25  each;  8 test  capacity;  fully  guaranteed 

More  information  on  'Clinicuit' 


Name 


Address 


City 


State 


Zip 


iuertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Ar  t ” 
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Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involvir 
concomitant  use  of  two  or  more  drugs 


jiiif 


Opinion  i£ 
Dialoau 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
I'niversity  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is.  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  si^on- 
taneous  creations.  And,  the 
dosage  ratios  employed  in 
rational  precomjjounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atyiiical  " jjatients 
are  to  be  founrl,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contracejitives  and  the  diu- 
retic-antihyi5crtensives,  al- 
ways had  to  he  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawarencss  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a jiatient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  asi)i- 
rin.  His  prescriifiion,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  jjrohlem  is  a function 
of  physician  education, 
rather  than  of  combination 
therajDy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therajjy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  he 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  ]3ut  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 
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tors  and  cost  a greal 
of  money.  I wish  we  ( 
agree  on  a “grandfi 
clause’’  approach  to  pii 
rations  that  have  been  i 
for  a number  of  years 
that  have  an  appart 
satisfactory  track  recoj 
For  example,  I t 
some  of  the  antibiotic 
hinations  that  were  t 
off  the  market  by  the 
performed  quite  well, 
thinking  particular!! 
Ijenicillin  - streptom 
combinations  that  patj 
— especially  surgica 
tients  — were  given  inj 
injection.  This  madtl 
less  discomfort  for  thi! 
t i ent,  less  demanc 
nurses’  time,  and  f 
opportunities  for  do 
errors.  To  take  su 
preparation  off  the  m: 
doesn’t  seem  to  be 
medicine,  unless  actuj 
age  showed  a great  d( 
harm  from  the  injec 
(rather  than  the  pi 
use)  of  the  combinatii 
The  point  that  shou  a 
emphasized  is  that 
are  both  rational  and 
tional  combinations, 
real  question  is,  who  si 
determine  which  is  wl 
Obviously,  the  FDA 
play  a major  role  in 
ing  this  determinatio:  ■. 
fact,  I don’t  think  it;® 
avoid  taking  the  ulti^j, 


nlJ 


responsibility,  but  it  sh 


enlist  the  help  of  oui^. 


physicians  and  exper 


in  making  the  ultimatdi 
cision. 
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i 3 President 
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medications  are 
, effectively  to  treat  a 
lin  condition,  and  it  is 
^v'n  that  they  are  com- 
,f)le,  it  clearly  is  useful 
inconvenient  to  i)rovide 
in  one  dosage  form. 
I puld  make  no  sense,  in 
1C  it  would  be  pedantic, 
( insist  they  always  be 
(’cribed  separately.  To 
fd  the  appearance  of 
itintry,  the  “expert”  de- 
if*;  the  combination  be- 
ne it  is  a fixed  dosage 
When  the  “expert" 
Aes  the  concept  of  fixed 
ja^.ge  form  he  obscures 
ttifact  that  single-ingre- 
K't  pharmaceutical  prep- 
I:  ions  are  also  fixed 
D'ge  forms.  By  a singular 
fe'antic  exercise  he  im- 
1.^5  a pejorative  meaning 
0 he  term  “fixed  dose” 
H'  when  he  uses  it  with 
eiect  to  combinations. 
Vit  is  ignored  is  the  sim- 
il  fact  that  only  in  the 
a?st  of  circumstances 
Ici  any  physician  attemjDt 
0 itrate  an  exact  thera- 
)etic  response  in  his  pa- 
i<t.  It  is  quite  jnossible 
b some  aches  and  pains 
V respond  to  500  mg.  of 
IS  rin  yet  that  fact  does 
i(  militate  against  the  us- 
t<  dose  being  650  mg. 

he  other  semantic  ploy 
)i  n called  into  play  is  to 
I’Cribe  a combination 
3 duct  as  rational  or  irra- 
d lal. 

ake  antibiotic  mixtures, 
d source  of  much  of  the 
- icism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exi^osed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  worfl  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  iirescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  ijroducts 
were  discontinued,  and  if 
each  ingredient  in  these 
jcombinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  j)art  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  i)lay  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
IDatible  in  a formulation, 
we  have  a reasonable  i^rod- 
uct.  It  makes  no  sense  to 
recommend  the  use  of  two 
IJroducts  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  i^anel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  jjlaced 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  jjanels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  oninions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
I)roducts  were  rejected.  All 
of  this  put  combination 
jDroducts  into  a sort  of 
scientific  never-never  land. 

It  should  be  kej:)t  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leai)s  and 
bounds  but  rather  by  small 
l>ainstaking  steps— and  that 
some  of  these  stejis  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
jirising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
ifiiysician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
shoulfl  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  i)roof  of  any 
l>roduct’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  jDatiehts  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  ahvays  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Hair  styles  come  and  go, 

but  Selsun  ^(SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2V2% , w/v  in  aqueous  suspension:  also  contains: 
bentonite,  alkyl  aryl  sulfonate,  sodium  phosphate,  glyceryl 
monoricinoleate,  citric  acid  and  perfume.  302412 


Now-there’s  a Jobst 
Service  Center  in  your  area 


TWO-LEG 

OPEN 

CROTCH 


PREGNANCY 

LEOTARD 


FULL 

LENGTH 


KNEE 

LENGTH 


Jobst 


We  have  opened  this  Service  Center  to  make  it  easier  for  your 
patients  to  be  measured  and  fitted  with  the  JOBST  supports. 

Our  Service  Center  is  staffed  with  experts  who  will  measure 
and  fit  your  patients  only  on  your  prescription.  (There  is  no 
charge  for  this  service.)  The  exacting  measurements  will  be 
engineered  to  provide  the  correct  counterpressures  required 
for  each  patient  and  his  specific  condition.  Each  support  is 
completely  guaranteed  for  results,  material  and  workmanship. 
To  maintain  the  personal  care  and  manufacturing  precision 
that  become  a part  of  each  JOBST  support,  we  supply  the 
physician  and  his  patient  on  a direct  basis.  This  JOBST 
standard  of  excellence  and  service  is  provided  through 
our  Service  Centers,  now  located  in  major  cities. 

For  further  details  and  JOBST  prescription  order  forms, 
phone  or  drop  us  a card.  © jobst  1968 


Suite  600,  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  30205 
Phone  (303)  572-3989 
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Not  too  little,  not  too  much... 
but  just  right! 


"Just  right’’  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ilt^neXiquid  250 

Elrythm)mycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml,  teaspoonful) 

Additional  information  available  

to  the  profession  on  request. 

Eli  Lilly  and  Company 

Indianapolis,  Indiana  46206  ,00204 
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OULD  YOU  LIKE  TO  JOIN  a medical  organi- 
zation, one  based  on  a free  and  absolutely 
representative  government?  One  that  is  open 
to  any  competent  and  ethical  physician?  That 
is  available  in  every  state  and  nearly  every 

country?  That  is  con- 
cerned as  much  as  its 
members  permit  in 
policing  the  ethics  of 
medicine? 

Would  you? 

Would  you  like  to  belong  to  a profes- 
sional organization  that  is  involved  in  at- 
tempting to  bring  solutions  to  every  prob- 
lem in  the  medical  area  of  society,  having 
first  made  sure  it  is  a problem?  An  organi- 
zation that  gives  you  a floor  for  your  opinions 
and  representation  in  the  development  of 
policy  from  the  country  up  to  and  through 
the  states  to  the  nation?  One  that  studies 
hard  and  works  hard  to  represent  all  seg- 
ments of  medicine?  And  still  has  to  see  to 
the  problems  and  solutions  of  all  of  the 
people  outside  of  medicine?  And  recognizes 
that  it  must  do  what  individuals  and  small 
groups  cannot  do? 

Would  you? 

Would  you  believe  that  other  doctors  care 
— and  really  care  enough  about  you  and  your 
opinions  and  your  problems  and  your  pro- 
posals to  carry  the  ball  all  of  the  way  to  the 
national  newspapers,  television,  and  even  the 
floor  of  the  national  legislative  halls?  Be- 
cause you  don’t  have  the  time  or  don’t  take 
the  time  or  just  don’t  care? 

Would  you? 

Do  you  want  to  belong  to  a professional 
organization  that  sets  the  standards  of  pro- 
fessional care  and  that  now  establishes  the 
means  to  audit  and  assure  the  standards  of 
medical  care  delivered  to  the  American 
people?  All  of  the  American  people?  An  or- 
ganization that  establishes  and  approves 
standards  of  education  for  MD  degrees,  stand- 
ards for  surgeons,  internists,  orthopedists, 
and  family  practitioners  and  still  protects  the 
rights  of  all? 

Do  you? 


Would  you  like  to  join  a medical  organi- 
zation to  whom  the  President,  senators,  mem- 
bers of  Congress,  governors,  mayors,  Jane 
Smith  and  Jimmy  Jones,  and  the  editors  of 
all  newspapers  come  for  advice  and  help  on 
medical  matters  from  a stumped  toe  to  in- 
surance and  medical  care  for  all  people? 

Would  you? 

Would  you  like  to  be  a part  of  a 124-year- 
old  scientific  organization  that  has  been  the 
greatest  single  impetus  to  scientific  progress 
in  medicine  since  its  inception?  And  which 
today  is  more  active  in  helping  to  discover 
the  answers  for  the  scientific  problems  of 
medicine  and  of  getting  it  to  doctors  than  all 
other  organizations  in  the  world? 

Would  you? 

If  you  have  never  joined  you  have  a stake 
like  the  rest  of  us.  Just  pay  the  pittance  of 
dues,  roll  up  your  sleeves,  and  jump  into  the 
work.  You,  too,  can  be  involved  in  the  de- 
velopment of  the  next  30  years — the  greatest 
years,  potentially,  in  the  history  of  this  beau- 
tiful planet  we  have  tried  to  destroy.  And 
medicine  will  offer  the  greatest  drama  of  all, 
and  some  of  the  most  important  and  magnif- 
icent drama  in  all  of  human  endeavor.  And 
the  AMA  is  the  most  important  organization 
in  the  relation  of  medicine  to  society,  gov- 
ernment, business,  and  all  other  facets  of 
human  endeavor.  And  the  state  and  county 
societies  must  provide  the  base  from  which 
it  operates  and  from  which  ideas  come.  We 
all  have  a stake  in  a great  future.  Where  we 
will  go  we  do  not  know.  But  we  dare  not 
“sulk  in  our  tents”.  We  must  be  a part  of  all 
that  happens.  Our  strength  is  the  greatest 
medical  organization  in  the  world  and  in  the 
doctors  that  have  the  courage  and  strength 
and  compassion  to  make  it  great  for  all 
people. 


‘Written  by  John  H.  Saffold,  MD,  immediate  past  president 
of  the  Tennessee  Medical  Association,  in  its  Journal,  De- 
cember 1971. 
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HE  MEDICAL  PROFESSION  today  is  becoming 
highly  fragmented.  There  have  always  been 
divisions  of  opinion.  There  were  homeopaths 
and  eclectics  and  allopaths,  but  these  dif- 
ferences have  largely  been  resolved.  There 
have  been  osteopaths, 
FrdfUineiitosis  most  of  whose  de- 

or  Unitasis  partures  from  the  or- 

in  Minlicine*  thodox  medical  fold 

have  been  eliminated 
at  the  scientific  level,  and  are  resolving  at 
the  educational  and  administrative  levels. 
But  as  old  divergences  disappear,  new  ones 
develop. 

The  American  Medical  Association  sur- 
vives as  the  organizational  base  for  the  pre- 
ponderance of  practicing  physicians  and 
their  colleagues  in  teaching,  research,  admin- 
istration, and  the  like.  It  is  slow  to  change  its 
policy  positions.  Perhaps  there  is  no  single 
physician  who  agrees  with  them  all.  As  a 
result,  there  have  been,  and  continue  to  be 
defections,  on  grounds  which  may  be  re- 
ligious, political,  financial,  or  philosophical. 
There  are  those  who  might  otherwise  be  con- 
tent, but  who  object  to  the  AM  A position  on 
abortions  as  being  too  liberal  or  to  constric- 
tive, so  some  of  each  persuasion  split  off. 
There  are  those  who  object  to  the  concepts 
of  the  way  in  which  the  medical  profession 
should  deal  with  government,  at  arms  length 
or  in  close  collaboration.  There  are  phy- 
sicians who  are  persuaded  that  the  entire  de- 
livery system  of  medical  care  must  be  struc- 
tured along  the  Russian  principles  of  dialec- 
tic materialism.  There  are  conservatives  and 
ultra-conservatives.  There  are  large  numbers 
of  medical  students,  interns,  residents,  young 


physicians,  and  academicians  who  follow  es- 
sentially no  leadership,  but  regard  them- 
selves simply  as  anti-establishmentarian.  The 
question  arises  as  to  the  survival  value  of  a 
profession  so  beset.  Indeed,  the  question  may 
be  raised  as  to  the  capacity  to  endure  as  a 
profession.  This  might  be  a highly  hypotheti- 
cal question,  were  it  not  for  the  fact  that  the 
critics  of  medicine  are  so  willing  to  move  in 
through  legislative  avenues  to  convert  the 
entire  profession  into  a public  utility,  gov- 
ernmentally  operated  and  peopled  by  highly 
educated  technical  tradesmen. 

I presume  that  there  will  always  be  an 
inability  of  a middle  ground  organization  to 
accommodate  extremists.  There  will  inevit- 
ably be  radical  rebellionists  on  the  left  and 
reactionary  isolationists  on  the  right.  They 
may  be  left  to  their  own  devices.  But  I would 
submit  that  for  the  overwhelming  majority 
of  professional  medical  people,  there  should 
be  some  broadening  of  perspective.  If  the 
AFL-CIO,  UAW,  UMW,  Steelworkers,  and 
Teamsters  can  coalesce  to  defeat  us,  can  we 
defend  ourselves  from  tiny  diverse  and  di- 
vided camps?  Tunnel  vision,  or  gun-barrel 
sight  is  a serious  disability. 

The  greatest  threat  to  American  medicine 
today  is  not  outside  our  profession,  but  within 
it.  If  there  are  things  which  are  not  clearly 
right  in  the  policies  of  our  major  medical 
organization,  the  work  of  those  who  disagree 
can  set  them  right.  The  need  is  for  coopera- 
tive, constructive  strengthening  of  the  posi- 
tion of  a great  profession.  With  that  strength 
we  need  not  fear  external  assaults. 

♦Excerpt  from  an  editorial  by  Russell  B.  Roth,  MD, 
Speaker  of  the  AMA  House  of  Delegates,  in  December 
1971  bulletin  of  the  Erie  County  Medical  Society. 
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Alkaline  esophagogastritis 

With  ulceration  of  the  gastric  remnant 


D.  Joseph  Williams,  MD,  FACS,  Wm.  E.  Loohy,  MD,  L.  N.  Rao,  MD, 

and  Abdul  Rehinan,  MD,  Pueblo,  Colorado 


The  inflammatory  response  of  gastric  and 
esophageal  mucosa  to  an  alkaline  bath  is  ade- 
quately documented.  Cross  and  Wagenstein/ 
Lambert,^  and  Redo,^  among  others,  pro- 
duced gastroesophagitis  in  animal  models 
with  bile  and  pancreatic  juice,'  and  with 
combinations  of  the  two.  Helsinger'*  reported 
alkaline  esophagitis  in  eight  of  nine  patients 
who  had  undergone  total  gastrectomy.  Re- 
ports and  comments  on  pathogenesis  and 
symptomatology  related  to  alkaline  gastritis 
began  appearing  in  the  British  literature  in 
the  early  1960’s.  Du  Plessis^  referred  to 
chronic  atrophic  gastritis  regularly  produced 
around  the  stoma  following  partial  gastrec- 
tomy or  gastrojejunostomy,  and  reported 
three  cases  requiring  surgical  revision,  and 
in  which  symptoms  were  relieved  by  di- 
version of  the  alkaline  mixture.® 

Reflux  alkaline  gastritis  as  a primary 
causative  factor  of  problems  after  gastrec- 
tomy has  been  less  readily  accepted  by 
American  investigators.  Recent  reports,  how- 
ever, by  Cervi,^  Bartlett,®  Van  Heerden,® 
Mackman,^®  Nahrwold,“  and  Hamza, and 
their  respective  associates,  reflect  increasing 
awareness  and  interest  in  both  the  clinic 
and  laboratory. 

Afferent  Loop  Syndrome 

Post  gastrectomy  problems  may  be 
grouped,  for  convenience  of  discussion,  into 
different  syndromes,  dumping,  post  vagot- 
omy diarrhea,  etc.  Of  the  group,  afferent 

Dr.  Williams  is  Consultant  in  Surgery;  Dr.  Looby  is  Chief 
of  Surgery;  Dr.  Rao  is  Assistant  Chief  of  Surgery,  and 
Dr.  Rehman  was  a former  Resident  in  Surgery,  Colorado 
State  Hospital,  Pueblo,  Colorado.  This  paper  was  pre- 
sented at  the  Southwestern  Surgical  Congress  in  Albu- 
querque, New  Mexico,  May,  1972. 


loop  syndrome  accounts  for  the  largest  num- 
ber of  patients  requiring  remedial  surgery. 
Obstruction  of  the  afferent  loop  has  been 
assumed  to  be  the  underlying  cause  of  the 
symptoms  associated  with  the  syndrome. 
Current  evidence,  however,  makes  this  as- 
sumption untenable. 

Toye  and  Williams  were  able  to  produce 
pain  and  bilious  vomiting,  cardinal  symp- 
toms of  afferent  loop  syndrome,  with  quan- 
tities of  bile  and  pancreatic  juice  in  the 
stomach.  Increasing  evidence,''®’®-'®  makes  it 
apparent  that  afferent  loop  syndrome  may 
occur  not  only  in  the  absence  of  obstruction 
but  can  occur  without  an  afferent  loop.  Com- 
plete obstruction  of  the  afferent  loop  need 
not  be  considered.  It  poses  an  entirely  differ- 
ent problem  demanding  immediate  resolu- 
tion. Intermittent  or  incomplete  obstruction, 
if  present,  occurs  concomitantly  with  re- 
flux, but  as  noted  above,  is  not  necessary  to 
produce  symptoms.  We  feel  alkaline  reflux 
with  resultant  gastroesophagitis  is  the  com- 
mon denominator  in  the  afferent  loop  syn- 
drome. 

Opportunity  to  study  five  cases  which  we 
■feel  are  representative  of  the  alkaline  reflux 
complex  provides  the  basis  for  this  report. 
Four  of  these  cases  reflect  a more  pernicious 
manifestation  of  alkaline  reflux  than  has 
previously  been  reported  — cases  1,  2,  3,  and 
4 had  discrete,  penetrating  gastric  ulcers 
which  were  grossly  indistinguishable  from 
the  acid  pepsin  variety. 
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Case  1:  (Fig.  1)  A 32-year-old  male,  was  ad- 
mitted to  the  surgical  service  of  the  Colorado 
State  Hospital  for  the  first  time  with  a two-month 
history  of  severe  epigastric  pain  and  tarry  stools. 
Two  years  prior  to  this  admission  he  had  under- 
gone vagotomy  and  pyloroplasty  for  a duodenal 
ulcer,  and  three  weeks  later  a gastrojejunostomy 
was  done  for  outlet  obstruction.  One  year  later  he 
was  hospitalized  for  epigastric  pain  and  GI  bleed- 
ing. Marginal  ulcer  was  suggested  by  upper  gas- 
trointestinal contrast  studies.  Medical  manage- 
ment controlled  his  symptoms  until  two  months 
prior  to  his  admission  to  this  hospital.  Salient 
features  of  his  admission  workup  include  Hgb. 
8.9,  repeat  stool  examinations  strongly  positive 
for  occult  blood,  and  achlorhydria  (overnight 
gastric  secretion  and  histalog  stimulation).  Con- 
trast studies  of  the  upper  gastrointestinal  tract 
suggested  large  rugal  folds  and  possible  ulcera- 
tion. At  operation,  two  discrete,  penetrating  ul- 
cers (0.5  cm.  and  1.0  cm.,  respectively),  of  the 
gastric  mucosa  were  obvious.  Antral  resection 
eliminated  the  two  ulcers  and  the  adjacent  gas- 
tritis. Gastroduodenostomy  restored  gastro-enteric 
continuity.  The  patient  has  been  asymptomatic 
for  twelve  months. 

Comment:  Finding  discrete  ulceration  in  the 
face  of  achlorhydria  prompted  our  current  inter- 
est. Regrettably,  antrectomy-gastroduodenostomy 
would  not  now  be  our  choice  of  remedial  sur- 
gery. In  restrospect,  we  feel  the  patient  would 
have  been  better  served  by  a Roux-en-Y  diver- 
sion. 

Case  2:  (Fig.  2)  A 26-year-old  Caucasian  male 
was  transferred  to  the  surgical  service  of  the  Colo- 
rado State  Hospital  from  the  Colorado  State 
Penitentiary.  His  medical  history  was  recon- 
structed through  his  recollections  and  through 
records  from  other  hospitals  when  available.  The 
details  of  some  of  the  previous  surgical  proced- 
ures are  unclear.  At  age  11  a duodenal  ulcer  was 
diagnosed.  Three  years  later  he  underwent  “seg- 
mental gastrectomy  and  pyloroplasty.”  Within 
one  year  he  had  reoperation  because  of  recur- 
rent ulceration,  and  a subtotal  gastrectomy  and 
vagotomy  (Bilroth  H)  were  performed.  The  pa- 
tient remained  asymptomatic  for  four  years  but 
was  then  re-explored  for  persistent  pain.  Con- 
trast studies  of  the  stomach  prior  to  surgery  had 
failed  to  demonstrate  ulceration,  and  the  surgeon 
was  apparently  unimpressed  with  the  findings  at 
celiotomy  and  did  nothing  more  than  “lyse  ad- 
hesions.” One  year  later  a cholecystectomy  was 
done  for  “sludge  in  the  gallbladder.”  For  the 
next  four  years  he  was  relatively  free  of  symp- 
toms. Six  months  prior  to  admission  to  our  serv- 
ice he  developed  persistent  epigastric  pain  with 
episodic  tarry  stools  and  one  hematemesis.  Ad- 
mission workup  included  an  Hgb.  10.8  gms., 
radiographic  studies  of  the  upper  gastrointestinal 
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tract  indicating  a very  small  gastric  remnant 
(estimated  15%),  without  evidence  of  ulceration, 
and  achlorhydria  (overnight  12-hour  gastric  an- 
alysis and  histalog  stimulation).  A gastric  pH  of 
7.2  was  recorded  on  two  different  occasions. 
Fibro-optic  esophagogastroscopy  (FOG)  con- 
firmed a severe  esophagogastritis  with  two  dis- 
crete, penetrating  ulcers  just  distal  to  the 
esophagogastric  junction.  The  gastrojejunostomy 
stoma  appeared  normal.  Roux-en-Y  diversion  of 
bile  and  pancreatic  juices  afforded  dramatic  re- 
lief of  substernal  and  epigastric  pain  within  48 
hours.  Fibro-optic  gastroscopy  five  weeks  after 
diversion  revealed  normal  esophageal  and  gas- 
tric mucosa  without  evidence  of  inflammation  or 
ulceration.  The  patient  has  been  followed  to  date 
(15  months),  has  enjoyed  weight  gain  of  30  lbs. 
and  remains  asymptomatic. 


Case  3:  (Fig.  3)  A 58-year-old  male  was  ad- 
mitted to  the  surgical  service  with  nausea,  vomit- 
ing, and  severe  pain  of  several  days  duration.  For 
several  years  he  had  had  intermittent  treatment 
for  pain  thought  to  be  caused  by  stomal  ulcera- 
tion. At  age  38  the  patient  had  been  explored  for 
a possible  “tumor  of  the  pancreas.”  Thereafter, 
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within  six  months,  he  was  re-explored  and  a sub- 
total gastric  resection  (Bilroth  II)  performed,  pre- 
sumably for  peptic  ulceration,  thus  leading  to  the 
presumptive  admission  diagnosis  of  stomal  ul- 
ceration. Workup  demonstrated  Hgb.  10.1  gms., 
radiographic  evidence  of  gastric  ulceration,  and 
achlorhydria  (overnight  gastric  secretion  and  his- 
talog  stimulation).  Gastroscopy  "confirmed  severe 
esophagogastritis  with  two  discrete,  penetrating 
gastric  ulcers  approximately  1.25  cm.  in  diameter. 
Roux-en-Y  diversion  afforded  prompt  relief  of 
symptoms.  An  incidental  finding  at  surgery  of  a 
cholecysto-jejunal  fistula  was  treated  by  cholecys- 
tectomy and  jejunal  repair.  Gastroscopy  three 
months  after  surgery  confirmed  the  absence  of 
inflammation  or  ulceration  of  the  esophagus  or 
gastric  pouch.  He  remains  asymptomatic  and  has 
gained  20  lbs. 

Comment:  The  cholecysto-jejunal  fistula  prob- 
ably did  not  contribute  to  the  patient’s  current 
symptoms  but  may  explain  the  “pancreatic  tumor” 
(an  inflammatory  mass)  noted  20  years  earlier. 
Dense  scar  and  adhesions  in  the  left  upper  quad- 
rant precluded  transabdominal  vagotomy.  Vagus 
section  should  accompany  Roux-en-Y  diversion 
to  assure  no  regeneration  of  parietal  cell  mass  in 
the  absence  of  reflux  and  resultant  marginal  ul- 
ceration. This  particular  circumstance  will  nec- 
cessitate  periodic  reassurance  of  anacidity.  Should 
the  patient  begin  to  secrete  free  hydrochloric 
acid,  a trans-thoracic  vagotomy  will  be  manda- 
tory. 

Case  4:  (Fig.  4)  A 42-year-old  male  alcoholic 
was  admitted  to  the  surgical  service  of  Colorado 
State  Hospital  with  complaints  of  persistent 
epigastric  pain.  In  1953  he  had  “75%  subtotal  gas- 
trectomy” (with  distal  enteroenterostomy)  pre- 
sumably for  duodenal  ulcer.  Symptoms  persisted 
and  a bilateral  vagotomy  was  added  in  1956.  Re- 
fractory epigastric  pain  prompted  admission  to 
the  University  of  Colorado  Medical  Center  in 
1964,  at  which  time  gastroscopy  revealed  peristo- 
mal gastritis.  In  1965  he  had  his  gallbladder  re- 
moved at  still  another  hospital.  Gross  and  micro- 


scopic examination  by  the  pathologist  confirmed 
a “normal  gallbladder.”  Readmission  to  the  Uni- 
versity of  Colorado  Medical  Center  in  1966  be- 
cause of  persistent  abdominal  pain  and  vomiting 
led  to  re-exploration.  Preoperative  gastroscopy 
revealed  a questionable  peristomal  ulcer  in  the 
gastric  mucosa  and  marked  peristomal  gastritis. 
The  gastrojejunostomy  (Bilroth  II)  with  distal 
enteroenterostomy  was  converted  to  a Bilroth  I. 
Approximately  12  inches  of  jejunum,  including 
the  jejunojejunostomy,  was  resected.  One  year 
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later  persistent  pain  prompted  admission  to  still 
another  surgical  service  and  surgeon.  Re-explora- 
tion led  to  resection  of  the  gastroduodenal  anasto- 
mosis with  resection  of  a rim  of  both  stomach  and 
duodenum.  Gross  and  microscopic  examination  of 
the  resected  specimen  revealed  an  inflammatory 
process  in  the  posterior  wall.  Gastroduodenostomy 
restored  gastrointestinal  continuity,  leaving  a 
very  small  gastric  remnant.  In  February  1972  he 
was  admitted  to  the  Colorado  State  Hospital  sur- 
gical service.  Achlorhydria  was  established  by 
12-hour  gastric  secretion  studies  and  histalog 
stimulation.  Gastroscopy  confirmed  severe  peris- 
tomal gastritis.  On  March  8,  1972,  a Roux-en-Y 
diversion  was  affected.  A discrete  0.3  cm.  gastric 
ulcer  with  a fibrin  base  was  noted  when  the  gas- 
tric remnant  was  examined  at  surgery;  the  ulcer 
was  just  proximal  to  the  stoma;  peristomal  gas- 
tritis was  obvious. 

Comment:  This  history  exemplifies  the  re- 
peated frustration  (patient  and  physicians)  en- 
countered when  the  potential  of  alkaline  reflux 
is  unrecognized  or  ignored.  We  feel  the  patient’s 
alcoholism  has  only  an  additive  role.  His  admis- 
sion to  the  Alcoholic  Treatment  Unit  assured 
“dryness”  several  weeks  prior  to  the  transfer  to 
surgical  service,  eliminating  the  possibility  of  al- 
coholic gastritis  producing  the  findings  at  gas- 
troscopy. We  readily  acknowledge  the  fallibility 
of  prognostication  in  this  patient,  particularly 
with  such  a short  follow-up.  However,  we  feel 
the  current  gastroscopic  findings  and  his  lack  of 
symptoms  warrant  some  optimism. 

The  following  case  is  typical  of  reflux  alka- 
line gastro-esophagitis  but  did  not  have  demon- 
strable gastric  ulcerations.  The  history  will  be 
presented  in  less  detail. 
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Case  5:  (Fig.  5)  A 54-year-old  female  admitted 
to  St.  Mary-Corwin  Hospital,  Pueblo,  Colorado, 
with  a history  of  persistent  upper  abdominal  pain, 
vomiting,  and  eructation.  At  age  22  she  had  un- 
dergone gastroduodenostomy,  presumptively  for 
duodenal  ulcer  disease.  Recurrence  of  ulcer  symp- 


toms at  age  45  prompted  antrectomy  and  vagot- 
omy. Seven  years  later  the  patient  was  seen  by 
one  of  us  (D.J.W.)  and  was  explored  for  per- 
sistent pain  and  vomiting.  Marked  inflammatory 
response  in  the  gastric  mucosa  without  ulceration 
or  evidence  of  obstruction  was  noted  at  surgery. 
Findings  of  a limited  antral  resection  and  an  in- 
tact posterior  vagus  nerve  led  to  resection  of  the 
remaining  antrum  and  completion  of  the  vagot- 
omy. Gastroduodenostomy  restored  continuity. 
Unfortunately,  though  in  retrospect  not  surpris- 
ingly, the  patient’s  symptoms  were  unrelieved. 
One  year  later  fiber  optic  gastroscopy  confirmed 
recurrence  of  the  gastritis  and  a Roux-en-Y  di- 
version was  constructed.  Relief  of  symptoms  was 
prompt  and  lasting. 

Comment:  Lack  of  jejunal  inflammation  en- 
countered at  the  third  operative  procedure  points, 
to  alkaline  reflux  as  the  cause  of  symptoms  rather 
than  a continuation  of  the  acid-pepsin  diathesis 
despite  the  limited  antrectomy  and  incomplete 
vagus  section. 

Discussion 

Our  five  patients  like  those  of  other  in- 
vestigators present  a consistent  pattern. 
Typically,  they  have  undergone  a number 
of  operative  procedures  which  have  been 
unsuccessful  in  relieving  severe  pain,  eruc- 
tation, vomiting,  and  anemia.  X-ray  studies 
and  gastroscopy  reveal  gastroesophagitis 
and/or  ulceration  of  the  gastric  remnant. 
Achlorhydria  and  the  absence  of  inflamma- 
tion or  ulceration  in  the  adjacent  duodenum 
or  jejunum  precludes  acid  pepsin  recur- 
rence. Roux-en-Y  diversion  offers  simple, 
effective  relief  of  symptoms  when  the  prob- 
lem is  confined  to  one  syndrome  (bilious  re- 
gurgitation) of  the  post-gastrectomy  com- 
plex. Each  of  five  patients  represent  a 
“pure”  form  of  difficulty  after  gastric  sur- 
gery. When  symptoms  referrable  to  more 
than  one  syndrome  exist  concurrently  in  the 
same  patient,  such  as  bilious  vomiting  (af- 
ferent loop  syndrome),  and  dumping,  then 
other  procedures  such  as  jejunal  reversal 
should  be  considered. 

Achlorhydria  must  be  considered  an  abso- 
lute prerequisite  to  Roux-en-Y  diversion  and 
should  be  complemented  by  bilateral  vagus 
section  to  insure  continued  anacidity.  Un- 
questionably the  majority  of  patients  with 
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a gastroduodenal  or  gastrojejunal  stoma 
never  develop  symptomatic  alkaline  reflux. 
The  pathophysiology  in  those  who  do  re- 
mains obscure.  Fortunately,  this  group  com- 
prises a very  small  but  proportionately  dif- 
ficult per  cent  of  “post-gastrectomy”  prob- 
lems. Recognition  of  alkaline  reflux  as  a 
primary  causative  factor  in  post-gastrectomy 
problems  offers  a fresh  approach  to  treat- 
ment, and  suggests  reappraisal  of  surgical 
procedures  affording  gastric  mucosa  con- 
tinuous contact  with  an  alkaline  bath. 


Summary 

Reflux  alkaline  esophagogastritis  must  be 
considered  an  important  causative  factor  in 
refractory  post-gastrectomy  problems.  Five 
illustrative  cases  are  presented.  Four  cases 
manifest  discrete  ulceration  of  the  gastric 
remnant.  Diversion  of  the  alkaline  mixture 
offers  optimum  resolution  of  this  problem.  • 
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Keloids:  Reassessment  of 
irradiation  therapy* 


Fred  A.  Deigert,  MD,  and  K.  D.  A.  Allen,  MD,  Denver 


Irradiation  properly  given  is  an 
effective  treatment  for  keloids  and 
hypertrophic  scars.  Local  injections  of 
steroid  and  surgery  alone  are 
also  effective.  Proper  selection  of 
patient  and  modality  will 
assure  the  best  result. 

Keloids  are  benign  cutaneous  soft  tissue 
tumors  which  are  comprised  of  thick  hyalin- 
ized  collagen  bundles,  fibroblasts,  and  blood 
vessels.  Cosmetically  they  are  unsightly  be- 
cause they  are  thick,  elevated  and  hyperpig- 
mented.  Symptomatically  they  produce  itch- 
ing and  burning,  and  are  easily  traumatized. 


Several  methods  are  currently  available 
to  prevent  keloids  and  hypertrophic  scars 
from  developing  or  recurring.  Surgical  re- 
excision alone,  with  careful  approximation 
of  the  skin  margins,  after  relaxing  incisions, 
will  sometimes  prevent  reformation.  Re- 
excision alone  is  less  likely  to  benefit  true 
keloids  or  scars  over  the  sternum  and  del- 
toid region. 

Local  injection  of  steroid  solutions  into 
keloids  is  effective.  This  agent  causes  the  col- 
lagen to  dissolve,  and  its  mechanism  is  prob- 
ably the  enhancement  of  collagenase  enzyme 
activity.' 

Irradiation  is  also  effective  and  has  been 
a modality  of  treatment  for  many  years.  The 


Few  Fibroblasts 


Abundant  Hyalinized 
Collagen  Bundles 


Fig.  1.  Microscopic  appearance  of  keloid  (left)  as  compared  to  hypertrophic  scar  (right). 


Clinically,  some  physicians  differentiate  be- 
tween true  keloids  and  the  more  common 
hypertrophic  scar.  The  true  keloid  is  larger 
and  firmer  and  has  a higher  incidence  of 
occurrence  in  the  Negro  race.  Hypertrophic 
scars  are  seen  in  all  races.  However,  both 
have  a similar  histologic  makeup,  and  their 
treatment  can  be  discussed  together.  (Fig. 
1.) 


*Authors  from  the  section  of  Radiotherapy  and  Nuclear 
Medicine,  Presbyterian  Medical  Center,  Denver  Colo- 
rado. Dr,  Allen  died  Jime  5,  1972.  This  article  is  the  last 
of  many  of  which  he  was  an  author. 


purpose  of  this  communication  is  to  re-eval- 
uate the  use  of  irradiation,  to  define  its  ad- 
vantages and  limitations,  and  to  indicate 
when  and  how  it  is  properly  given. 

Rationale  of  Treatment 

Keloids  or  hypertrophic  scars  develop 
when  there  is  an  abnormal  extension  of  the 
normal  wound  healing  process.  The  initial 
healing  phase  involves  accumulation  of 
many  new  fibroblasts  in  a perivascular  nod- 
ular pattern  around  the  new  endothelial 
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Fig.  2.  The  part  of  the  mastectomy  excision  line 
outside  of  the  postoperative  irradiation  portal  de- 
veloped a hypertrophic  scar.  The  irradiated  part 
did  not. 

buds.  After  several  days  there  is  an  in- 
creased number  of  collagen  bundles  present; 
still  arranged  in  this  perivascular  pattern. 
The  final  phase  which  occurs  over  a period 
of  months  involves  thickening  and  disar- 
rangement of  the  collagen  bundles  with 
diminution  in  fibroblasts  and  blood  vessels.^ 
It  is  in  the  first  of  the  two  phases  im- 
mediately after  incision  or  re-excision  that 
irradiation  works  best.  Young  developing 
endothelial  vascular  buds  are  radiosensi- 


Fig. 3.  Keloid  of  cholecystectomy  scar  treated  by 
after  six  months. 


tive  and  can  be  retarded.  Also  the  prolifera- 
tion of  young  fibroblasts  can  be  limited  with 
low  doses  of  radiation,  thus  decreasing  the 
amount  of  collagen  laid  down.  (Fig.  2) 

When  the  keloid  or  scar  is  older  and  al- 
ready thick,  irradiation  will  not  reduce  the 
size  of  the  lesion.  However,  it  has  been  used 
with  moderate  success,  to  reduce  the  symp- 
toms of  itching  and  burning.  These  older 
lesions  will  shrink  in  various  degrees  when 
injected  locally  with  Triamcinolone  steroid 
solution.  Ketchum  has  described  his  tech- 
nic, and  his  results  seem  good.  He  reports 
that  90  per  cent  will  respond  to  some  degree. 
He  has  described  the  side  effects  of  this  tech- 
nic and  also  a method  for  injection  of  large 
burn  scar  contractures.^ 

I rradiation  Technic 

The  response  rate  when  irradiation  is 
given  soon  after  re-excision  is  at  least  90 
per  cent.  It  is  preferred  that  the  irradiation 
be  started  within  one  to  three  days  after  the 
re-excision.  The  response  is  usually  accom- 
plished with  low  dosage  superficial  x-ray, 
but  in  special  situations  radium  molds  or, 
recently,  betatron  electron  beam  irradiation 
have  been  used  and  is  just  as  effective. 
(Fig.  3) 

Most  treatment  programs  involve  giving 
approximately  1600  R air  dose  in  four  frac- 
tionated treatments  over  a period  of  one 
month.  The  visible  effect  on  the  skin  is  one 


excision  and  immediate  irradiation,  showing  result 
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Fig.  4.  Portal  Setup  for  irradiation  of  wound  of 
Excised  Keloid. 


of  a mild  temporary  erythema.  Proper  treat- 
ment setup  involves  carefully  shielding  the 
surrounding  normal  skin  with  lead.  One 
must  be  sure  to  encompass,  not  only  the  skin 
incision  with  irradiation,  but  also  the  su- 
tures and  drain  marks,  as  these  sites  also 
usually  will  become  hypertrophic.  (Fig.  4) 

Side  Effects  of  Irradiation 

The  principal  side  effect  is  excessive  tan- 
ning of  the  skin.  While  this  occurs  in  less 
than  10  per  cent,  the  patient  is  instructed  of 
this  possibility  and  told  that  cosmetic 
creams  can  be  used  to  minimize  the  hyper- 
pigmentation if  this  is  in  a visible  area.  Fall- 
off  at  the  edges  of  the  beam  give  less  dosage 


to  the  periphery  of  a large  port  and  so  an 
incomplete  response  is  sometimes  seen  at  the 
comers;  added  doses  at  this  site  should  be 
given. 

Although  we  have  never  seen  or  heard 
of  a case  of  irradiation  induced  neoplasia 
from  the  treatment  of  keloids,  it  must  be 
considered  as  a remote  possibility.  Put  in 
perspective  it  would  be  wrong  to  deny  a 
definitely  effective  method  of  treatment  for 
such  a troublesome  situation  just  because  of 
this  remote  possibility.  In  any  event,  the 
neoplasm  produced  would  probably  be  a 
skin  cancer  which  could  be  easily  controlled. 

We  would  recommend  that  younger  chil- 
dren who  have  keloids  or  hypertrophic  scars 
near  epiphyseal  growth  centers  or  other  de- 
veloping vital  structures  such  as  thyroid 
gland,  eyes,  and  nailbeds  be  treated  in  such 
a manner  that  these  areas  are  carefully 
shielded.  Also,  of  course,  the  routine  use  of 
postoperative  irradiation  in  every  patient 
without  a real  history  of  excessive  scar  for- 
mation is  not  warranted.  The  patient  must 
be  a “keloid  former”. 

Summary 

Irradiation  to  prevent  keloid  and  hyper- 
trophic scar  reformation  can  be  effective  if 
given  in  the  immediate  postoperative  pe- 
riod. Local  steroid  injection  will  shrink  the 
already  formed  lesion  because  it  has  a col- 
lagenolytic  activity.  Careful  re-excision  of 
hypertrophic  scars  alone  is  sometimes  ef- 
fective, but  the  results  will  be  improved  if 
postoperative  irradiation  is  given.  When 
treating  a true  keloid,  post-operative  irradia- 
tion is  necessary  for  the  best  result.  When 
administered  with  great  care  the  side  effects 
of  this  type  irradiation  are  minimal.  The  goal 
of  treatment  is  cosmetic  as  well  as  sympto- 
matic improvement  of  a benign  lesion.  • 
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Traumatic  arteriovenous  fistula* 


A case  report 


James  R.  Schuft,  MD,  Twin  Falls,  Idaho 


Arteriovenous  fistulas  are  not  uncommon 
sequelae  to  knife  and  gunshot  wounds.  Fis- 
tulas produced  by  trauma  sometimes  become 
active  immediately  after  the  injury.  How- 
ever, establishment  of  the  fistula  can  be  de- 
layed until  there  is  some  organization  of  the 
adjacent  wounds  and  absorption  of  a throm- 
bus which  occludes  opening  between  the  two 
vessels.  Diagnosis  of  an  arteriovenous  fistula 
is  based  on  the  characteristic  auscultatory 
findings  of  a continuous  machinery-like  mur- 
mur. This  type  of  murmur  is  produced  by  a 
continuous  flow  of  blood  from  the  artery 
into  the  vein  where  the  jet-type  flow  pro- 
duces turbulence.  The  flow  of  blood  is  not  a 
to-and-fro  action  as  in  a pulsating  hematoma 
but  is  always  from  the  artery  into  the  vein.' 
Such  a murmur  is  often  associated  with  a 
palpable  thrill. 

CASE  REPORT 

A 13-year-old  boy  sustained  a .22  caliber  gun- 
shot wound  of  the  abdomen.  The  bullet  entered 
the  left  lower  quadrant,  passed  in  an  inferior  and 
lateral  direction,  and  came  to  rest  in  the  soft  tis- 
sues within  the  lateral  aspect  of  the  upper  thigh. 
Exploratory  laparotomy  revealed  that  the  bullet 
had  passed  anteriorly  to  the  peritoneum  and  had 
not  entered  the  peritoneal  cavity.  The  patient 
made  an  uneventful  recovery  and  was  discharged 
on  the  fifth  hospital  day.  One  week  later  the  pa- 
tient returned  to  the  physician’s  office  for  post- 
operative examination.  At  that  time  the  physician 
noted  the  presence  of  tachycardia.  There  was  a 
loud  bruit  present  overlying  the  left  common 
femoral  artery.  The  left  thigh  region  was  also 
slightly  swollen.  The  left  lower  leg  and  left  foot 
were  normal  in  appearance.  The  temperature  of 
the  left  leg  was  normal.  The  posterior  tibial  and 
dorsalis  pedis  arterial  pulsations  were  slightly  re- 
duced in  amplitude  when  compared  with  the 
right  side. 


‘From  the  Department  of  Radiology,  Magic  Valley  Me- 
morial Hospital,  Twin  Falls,  Idaho. 


Fig.  1.  Arteriogram  demonstrating  a left  femoral 
arteriovenous  fistula. 


A percutaneous  transfemoral  angiogram  was 
performed  (Fig.  1.)  The  catheter  was  passed  up  the 
right  femoral  artery  and  the  tip  of  the  catheter 
positioned  just  above  the  bifurcation  of  the  aorta. 
The  right  femoral  artery  was  occluded  by  digital 
pressure  during  the  injection  of  the  contrast 
media.  This  study  revealed  the  presence  of  a left 
femoral  arteriovenous  fistula.  The  iliac  vein  was 
rather  markedly  enlarged.  Because  of  the  swelling 
of  the  left  thigh,  a phlebogram  was  also  per- 
formed (Fig.  2.)  This  revealed  what  was  inter- 
preted as  an  occlusive  process  involving  the  left 
common  femoral  vein  with  the  presence  of  col- 
lateral vessels. 

At  surgery  the  common  femoral  artery  was 
found  to  be  damaged  to  the  extent  that  approx- 
imately three  centimeters  of  the  artery  had  to  be 
resected  and  a vein  graft  inserted.  The  femoral 
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Fig.  2.  Phlebogram  of  left  femoral  vein  demon- 
strating an  obstructive  process  involving  the  com- 
mon femoral  vein. 


vein  appeared  to  be  occluded  by  fibrous-like  tis- 
sue which  was  dissected  free  and  this  appeared  to 
relieve  the  obstructive  process.  A postoperative 
phlebogram  confirmed  this. 

An  arteriovenous  fistula  occurs  as  a re- 
sult of  a trauma  involving  adjacent  arteries 
and  veins.  The  above  case  illustrates  an  ex- 
ample of  a .22  caliber  rifle  bullet  passing 
through  the  left  femoral  vein  and  artery. 
In  arteriovenous  communications  angiogra- 
phy confirms  the  diagnosis  and  provides  ac- 
curate localization  to  guide  the  surgeon  in 
the  repair.  Tachycardia  is  due  to  the  shunt 
which  increases  the  venous  return  to  the 
heart,  along  with  the  velocity  pressure  and 
minute  flow  into  the  right  atrium.  There  is 
an  increase  in  cardiac  output  and  an  in- 
crease in  blood  volume.  The  increased  car- 
diac output,  increased  blood  volume,  and  the 
rapid  pulse  secondary  to  the  accelerated 
venous  return  to  the  heart  produces  a strain 
upon  the  heart.  Evidence  of  this  strain  is  the 
almost  constant  cardiac  enlargement  in  those 
patients  who  have  a fistula  for  a significant 
length  of  time.^  In  the  case  presented,  there 
was  slight  cardiac  enlargement.  • 
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Emergency  Air  Service  Available  to  Rocky  Mountain  Region 

Denver’s  St.  Anthony  Hospital  has  initiated  an  emergency  transport  system 
for  use  by  all  medical  facilities  in  the  area.  Using  a helicopter  especially  designed 
for  use  in  mountainous  areas  and  staffed  by  medical  personnel  trained  in  critical 
care,  the  team  is  able  to  handle  such  medical  emergencies  as  coronary,  respiratory, 
and  trauma  cases.  Available  on  a 24-hour  basis,  the  emergency  service  will  deliver 
a patient  to  any  hospital  he  or  the  attending  physician  may  desire.  The  helicopter 
can  serve  the  area  within  a 150-mile  radius  of  Denver.  For  greater  distances,  a 
fixed-wing  aircraft  can  transport  the  patient  to  a nearby  airport  where  the  heli- 
copter will  pick  him  up  for  delivery  to  the  hospital. 

This  flexible  system  is  able  to  reach  patients  within  a short  period  of  time  with 
poor  weather  and  terrain  being  of  little  consequence.  For  details  on  this  emergency 
air  system  write  Mr.  Jack  Goetzinger,  Medical  Services  Systems  Director,  St. 
Anthony  Hospital,  West  16th  and  Raleigh,  Denver,  Colorado  80204,  or  call  him 
at  (303)  825-9011,  ext.  2119. 
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Ileocecal  intussusception 

With  hemorrhagic  infarction  of  the  appendix* 


F.  G.  Toonder,  MD,  and  A.  J.  Palmieri,  MD,  Denver 


Appendicitis  and  intussusception  are  the 
two  most  common  causes  of  the  acute  abdo- 
men in  children,  ranking  one  and  two  re- 
spectively. Intussusception  is  the  most  com- 
mon cause  of  intestinal  obstruction  in 
children  with  75-85  per  cent  being  of  the 
ileocolic  type.^’^  Appendicitis  has  been  re- 
ported in  several  series  as  an  occasional  com- 
plicating factor  in  intussusception,  but  no 
one  has  reported  a causal  relationship.  We 
are  reporting  a case  of  ileocecal  intussuscep- 
tion which  mechanically  led  to  hemorrhagic 
infarction  of  the  appendix. 

CASE  REPORT 

In  June,  1971,  a two-year-old  white  male  was 
admitted  to  Saint  Joseph  Hospital  with  an  18 
hour  history  of  severe  intermittent  abdominal 
pain.  He  had  been  vomiting  for  several  hours. 
There  was  no  history  of  diarrhea  or  abnormal 
stools. 

Admission  physical  examination  revealed  a 
normally  developed  boy  in  obvious  distress,  lying 
on  his  side  with  his  knees  drawn  up.  He  held  his 
hands  over  his  umbilical  area.  For  short  periods 
of  time  he  would  rest,  then  abruptly  get  up  on 
his  hands  and  knees  and  rock  back  and  forth 
while  crying  in  pain.  Vital  signs  were  normal. 
No  bowel  sounds  were  audible.  He  did  not  ap- 
pear distended  but  his  right  abdomen  felt  “full” 
initially.  Palpation  revealed  more  tenderness 
periumbilically  and  to  the  right  of  the  umbilicus. 
No  other  definite  signs  of  peritoneal  irritation 
were  present.  Rectal  examination  was  negative. 
The  remainder  of  the  physical  examination  was 
unremarkable. 

Urinalysis  was  normal.  Admission  white  blood 
cell  count  was  9,900  with  61  per  cent  lymphocytes 
and  36  per  cent  polymorphoneutrophiles.  Seven 
hours  later  the  white  blood  cell  count  was  12,200 
with  77  per  cent  polymorphoneutrophiles  and  21 


‘From  the  Department  of  Surgery,  Saint  Joseph  Hospital. 
Denver,  Colorado.  Dr.  Toonder  is  a second  year  Surgical 
Resident  at  Saint  Joseph  Hospital. 


Fig.  1.  Schematic  phase  diagram  of  the  appendix 
and  mesoappendix  being  gradually  drawn  up  be- 
tween the  intussusception  (ileum)  and  the  di- 
lated, firm  intussuscipiens  (cecum). 

per  cent  lymphocytes.  The  patient  was  still  afe- 
brile. Roentgenograms  of  the  chest  and  abdomen 
were  negative.  Eight  hours  after  admission  re- 
examination revealed  a 4 cm.  minimally  tender 
mass  to  the  right  of  the  umbilicus.  This  combined 
with  the  rising  white  blood  cell  count  prompted 
the  decision  to  explore  him. 

When  the  peritoneum  was  opened  an  enlarged 
firm  cecum  bulged  into  the  field.  A portion  of 
terminal  ileum  was  intussuscepted  into  the 
cecum.  In  addition  the  proximal  two-thirds  of  the 
appendix  with  its  accompanying  meso-appendix 
were  drawn  up  and  compressed  between  the  cecal 
wall  and  intussuscepting  ileum  (Fig.  1).  The  dis- 
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tal  portion  of  the  appendix,  protruding  free  be- 
tween the  ileum  and  cecum,  was  swollen  and  a 
deep  red.  Six  inches  of  distal  ileum  were  gently 
“milked  out”  from  within  the  cecum.  The  ap- 
pendix appeared  acutely  infarcted,  and  it  was 
resected  (Fig.  2).  The  terminal  ileum,  cecum,  and 
mesentery  were  carefully  inspected  for  infarc- 
tion, inflammation,  mesenteric  lymphadenitis, 
polyps,  or  Meckel’s  diverticulum.  The  bowel  was 
viable  and  no  pathologic  “lead  point”  for  the  in- 
tussusception could  be  identified. 

Postoperatively  his  white  cell  count  rose  to 
16,500,  but  returned  to  normal  on  the  fifth  post- 
operative day.  He  developed  a beta  hemolytic 
streptococcal  infection  of  the  pharynx  postopera- 
tively but  otherwise  had  an  uneventful  recovery. 

Treatment  of  ileocecal  intussusception 
has  undergone  a major  change  in  the  past 
20  to  30  years.  Many  pediatric  centers  and 
other  institutions  w^ith  qualified  radiologists 
and  informed  surgical  staffs  have  been  util- 
izing the  barium  enema  as  not  only  a diag- 
nostic tool,  but  as  a primary  therapeutic  ap- 
proach. The  classic  work  of  Ravitch  has 
been  supported  by  innumerable  groups  that 
have  used  the  hydrostatic  pressure  method 
(barium  enema)  to  reduce  all  forms  of  in- 
tussusception in  the  majority  of  their 
cases.^'®  Successful  nonsurgical  reduction  of 
intussusception  ranges  from  18  per  cent  to 
81  per  cent,'-®  and  the  larger  pediatric  cen- 
ters claim  an  average  cure  rate  of  approx- 
imately 75  per  cent.^  Proponents  of  the 
barium  enema  method  point  out  the  large 
number  of  patients  saved  an  abdominal  ex- 
ploration with  its  concomitant  morbidity. 
Opponents  of  this  approach  point  out  the 
frequency  of  infarcted  or  perforated  bowel, 
the  occurrence  of  pathologic  “lead  points” 
and  the  higher  recurrence  rate  with  barium 
enema  reduction  as  reasons  for  favoring  the 
surgical  approach  in  all  but  the  most  simple 
and  straightforward  situations. 

Our  patient  presented  as  an  almost  classic 
case  of  intussusception.  He  demonstrated 
three  of  the  four  classic  findings  in  intus- 
susception, namely,  intermittent  abdominal 
pain,  emesis,  and  an  abdominal  mass;  he 
did  not  have  bloody  stool.  He  had  intermit- 
tent abdominal  symptoms  for  18  to  24  hours 
prior  to  clinical  diagnosis.  There  was  no 
fever  or  tachycardia,  no  clear  signs  of  peri- 
toneal irritation  except  for  absent  bowel 


Fig.  2.  Hemmorhagic  infarction  of  the  appendix. 
Arrow  points  to  extravasated  erythrocytes.  Note 
absence  of  mucosal  ulceration  or  significant  leu- 
cocytic infiltrate.  (Hemotoxylin  and  eosin  stain. 
Original  magnif cation  x 100). 

sounds,  no  evidence  of  ileus  on  x-ray,  and 
minimal  leukocytosis,  although  the  count 
was  definitely  rising.  According  to  the  cri- 
teria of  several  authors,  he  represented  an 
ideal  patient  with  whom  to  try  the  barium 
enema  reduction. Judged  from  the  ease  of 
manual  reduction  at  operation  this  ileocecal 
intussusception  would  probably  have  been 
easily  reduced  by  the  hydrostatic  pressure 
method.  However,  the  diagnosis  of  the  in- 
farcted appendix  would  have  been  missed 
or  dangerously  delayed.  Appendicitis  is  not 
a benign  disease,  and  as  late  as  1967,  1500 
people  died  from  appendicitis  in  the  U.S.A.’ 

Considering  the  anatomy  of  the  area,  it 
is  puzzling  that  the  delicate  mesentery  of  the 
appendix  is  not  more  frequently  occluded 
in  ileocecal  intussusception.  This  case,  in  ad- 
dition to  the  other  reported  complications  of 
intussusception,  prompts  us  to  advise  close 
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hospital  observation  of  all  patients  with 
ileocecal  or  other  forms  of  intussusception 
for  a period  of  48-72  hours  following  “suc- 
cessful” barium  enema  reduction.  Although 
the  barium  enema  technic  is  gaining  in  pop- 
ularity, we  would  encourage  the  surgeon  to 
decide  in  each  individual  case  on  the  basis 
of  the  clinical  findings  whether  barium 
enema  or  abdominal  exploration  should  be 
employed  as  the  primary  approach  to  the 
problem  of  intussusception. 


Summary 

A unique  case  of  ileocecal  intussusception 
in  a two-year-old  boy  which  led  to  mechan- 
ical obstruction  and  infarction  of  the  appen- 
dix is  reported.  The  treatment  of  intussus- 
ception with  respect  to  surgery  or  barium 
enema  and  the  possible  complications  are 
discussed.  • 
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Alkaline  reflux  gastritis* 

Surgical  management 
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Alkaline  reflux  gastritis  may  occur 
after  gastric  operations,  and  it  may 
cause  severe  disability.  Diagnosis  and 
management  of  this  condition  are 
described. 

Following  gastric  operations  patients  may 
develop  numerous  symptoms  most  of  which 
fortunately  resolve.  A few  patients  have  per- 
sistent severe  symptoms  and  no  apparent  ul- 
ceration or  obstruction  on  barium  contrast 
studies.  Until  the  fiberoptic  endoscopic  in- 
struments became  available  many  of  these 
patients  were  believed  to  have  no  organic 
lesion.  Now  some  can  be  demonstrated  to 


♦From  the  Departments  of  Gastroenterology  and  Sur- 
gery, Presbyterian  Medical  Center,  Denver,  Colorado,  and 
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Looby). 


have  postoperative  alkaline  reflux  gastritis.' 
This  syndrome  typically  consists  of  pain 
which  may  be  aggravated  by  eating  or  the 
ingestion  of  antacids,  weight  loss,  chronic 
occult  blood  loss,  hypochlorhydria,  and  a dif- 
fuse gastritis  on  endoscopic  and  histologic 
studies.  Four  case  histories  are  presented  to 
illustrate  the  diagnostic  and  therapeutic  as- 
pects of  this  entity. 

CASE  REPORTS 

Case  1.  A 64-year-old  man,  had  a vagotomy  and 
subtotal  gastrectomy  with  gastroduodenostomy 
(Billroth  I)  in  1963  for  duodenal  ulcer  disease. 
Postoperatively  he  developed  mild  dumping 
symptoms  and  epigastric  burning  pain.  The  pain 
became  more  severe  and  was  accompanied  by 
bilious  vomiting  which  gave  no  relief.  Epigastric 
tenderness  was  present  to  palpation.  Profuse  bile 
reflux  and  a diffusely  hyperemic  gastric  mucosa 
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was  seen  on  gastroscopy.  In  March  1971  the  gas- 
troduodenal anastomosis  was  converted  to  a 
standard  Roux-en-y  anastomosis  with  a 15  inch 
jejvmal  limb  between  the  gastrojejunostomy  and 
the  jejunojejrmostomy.  Following  revision  the  pa- 
tient had  no  pain  and  only  minimal  dumping, 
and  gained  weight.  Endoscopic  examination  in 
December  1971  demonstrated  normal  gastric  mu- 
cosa and  no  bile  reflux. 

Case  Z.  A 48-year-old  man,  had  a vagotomy, 
subtotal  gastrectomy,  and  gastroduodenostomy 
(Billroth  I)  in  1968  for  hemorrhage  from  a silent 
gastric  ulcer.  A mild  dumping  syndrome  was 
present  postoperatively.  Epigastric  pain  began  in 
1970  while  he  was  taking  salicylates  for  degen- 
erative disease  of  the  cervical  spine.  Severe  gas- 
tritis and  bile  reflux  were  present  on  gastro- 
scopic  examination  in  February  1971.  Salicylates 
were  discontinued  but  pain  and  weight  loss  con- 
tinued. Endoscopic  examination  in  July  1971  was 
unchanged  and  biopsy  confirmed  chronic  atrophic 
gastritis.  A 14  cm.  segment  of  proximal  jejunum 
was  interposed  isoperistaltically  between  the  gas- 
tric remnant  and  duodenum.  Postoperatively  he 
had  no  pain  or  dumping  and  gained  13  pounds 
in  three  months.  Gastroscopic  examination  three 
months  after  revision  demonstrated  persistent 
gastritis  and  bile  reflux  even  though  the  patient 
was  asymptomatic. 

Case  3.  A 52-year-old  man,  had  a vagotomy, 
subtotal  gastrectomy,  and  gastroduodenostomy 
(Billroth  I)  in  1965  for  peptic  ulcer  disease  with 
gastric  outlet  obstruction.  Postoperatively  he  de- 
veloped dumping  symptoms,  bitter  nocturnal  re- 
flux, and  reactive  hypoglycemia.  The  patient  fol- 
lowed a low  carbohydrate-high  protein  diet  and 
took  several  types  of  salicylates  for  various  rea- 
sons. In  the  summer  of  1971  he  lost  20  pounds  and 
complained  of  epigastric  and  left  upper  abdominal 
pain.  Salicylates  were  discontinued.  Four  weeks 
later  panendoscopic  examination  demonstrated 
markedly  hyperemic  gastric  mucosa  and  copious 
bile  reflux.  In  September  1971  a 14  cm.  segment 
of  proximal  jejunum  was  interposed  isoperistalti- 
cally between  the  gastric  remnant  and  duodenum. 
The  abdominal  burning  pain  was  relieved,  dump- 
ing symptoms  were  rare,  and  the  patient  gained 
weight  in  the  four  months  he  was  followed. 

Case  4.  A 50-year-old  man,  had  a subtotal  gas- 
trectomy with  gastrojejimostomy  (Billroth  II)  in 
1961  for  duodenal  ulcer  with  obstruction.  Later  he 
developed  nausea  and  epigastric  biirning  pain 
which  became  progressively  more  severe.  Twelve 
hour  gastric  analysis  yielded  400  ml.  of  fluid  heav- 
ily contaminated  with  bile  and  blood.  Acid  output 
was  1.0  milliequivalents  per  hour.  In  August  1971 
the  BiUroth  II  gastrojejimostomy  was  converted 
to  a standard  Roux-en-y  anastomosis.  A vagotomy 


was  not  performed  because  of  technical  difficul- 
ties. Epigastric  pain  returned  in  October  1971. 
Twelve  hour  gastric  analysis  yielded  700  milli- 
liters of  fluid  with  moderate  occult  blood  and  no 
bile.  Nocturnal  acid  output  was  3.3  milliequiv- 
alents per  hour.  Basal  acid  output  was  5.2  milli- 
equivalents per  hour  and  maximal  acid  output 
22.4  milliequivalents  per  hour  with  Histalogue 
stimulation.  Gastroscopic  examination  demon- 
strated a marginal  ulcer.  Transthoracic  vagotomy 
was  performed  in  November  1971  with  prompt 
relief  of  symptoms. 

Discussion 

Duodenogastric  reflux  of  bile  occurs  in 
the  non-operated  stomach  secondary  to  py- 
loric sphincter  incompetence.^  Whether  this 
is  physiologic'^  or  pathologic'*  is  unknown.  Re- 
flux can  be  demonstrated  by  radiographic 
technics,^  examination  of  nasogastric  as- 
pirates,^ and  gastroscopic  visualization.*’ 
Overnight  gastric  aspirates  contain  bile  in 
60  per  cent  of  normal  people,  89  per  cent  of 
duodenal  ulcer  patients,  and  97  per  cent  of 
gastric  ulcer  patients."  Direct  quantitative 
measurements®  and  isotopic  labeling  have 
demonstrated  that  the  concentration  of  bile 
acids  present  in  the  stomach  is  greater  in  the 
active  or  healed  gastric  ulcer  patient  than  in 
normal  controls.®  A direct  correlation  has 
been  observed  between  bile  acid  concentra- 
tion and  severity  of  gastritis.  Why  reflux 
gastritis  is  symptomatic  in  some  patients  and 
not  in  others  is  not  known. 

Bile  reflux  gastritis  following  gastric  op- 
erations may  be  a continuation®  or  an  exag- 
geration of  a pre-surgical  process  rather  than 
a simple  consequence  of  surgical  destruction 
of  pyloric  sphincter  function.  The  relation- 
ship of  bile  gastritis  to  failure  of  antral 
peristalsis  to  evacuate  refluxed  bile  has  not 
been  clarified,  although  antral  peristalsis  is 
known  to  be  important  in  gastric  emptying.** 
The  loss  of  antral  motility  following  sub- 
total gastric  resection  may  be  a significant 
factor  in  the  development  of  postoperative 
alkaline  reflux  gastritis.*  The  gastric  acid 
secretion  remaining  after  operation  may  also 
be  an  important  factor  in  producing  symp- 
toms.*® 

Since  we  have  observed  asymptomatic 
patients  with  endoscopic  gastritis  similar  to 
that  of  these  symptomatic  patients,  the  pres- 
ence of  symptoms  may  be  the  only  way  now 
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available  to  separate  patients  into  treatment 
groups.  Op>erative  treatment  should  be  con- 
sidered only  after  other  causes  have  been 
excluded. 

Surgical  procedures  directed  to  correcting 
reflux  alkaline  gastritis  should  not  be  per- 
formed for  at  least  one  year  after  a gastric 
operation  since  many  symptoms  disappear 
or  decrease  spontaneously.  The  corrective 
surgical  procedure  selected  is  influenced  by 
the  presence  or  absence  of  significant  dump- 
ing in  addition  to  reflux  gastritis  and  by  the 
existing  anatomical  anastomosis.  Conversion 
of  a gastrojejunal  (Billroth  II)  to  a gastro- 
duodenal (Billroth  I)  anastomosis  may  re- 
lieve both  dumping  and  reflux  gastritis,  but 
this  is  not  uniformly  dependable.  A Roux- 
en-y  anastomosis  will  usually  relieve  symp- 
toms and  the  endoscopic  evidence  of  gastritis 
will  disappear."'*^  The  jejunal  limb  between 
the  gastrojejunostomy  and  jejunojej unos- 
tomy should  be  14  to  18  inches  in  length,  and 
may  be  constructed  in  standard  or  modified 
fashion.  With  vagotomy  and  adequate  gas- 
trectomy, the  danger  of  marginal  ulceration 
is  minimal.’^  Vagotomy  should  be  performed 
even  in  the  presence  of  histamine  fast  achlor- 
hydria because  of  the  observed  return  of 
acid  secretion  foUowing  relief  of  the  alka- 
line reflux.  The  Roux-en-y  procedure  is  not 
usually  capable  of  relieving  dumping  symp- 
toms.'^ If  dumping  is  associated  with  alkaline 


reflux  gastritis,  we  prefer  an  isoperistaltic 
jejunal  interposition.  This  usually  provides 
symptomatic  relief  of  both  dumping  and  re- 
flux gastritis,  although  gastroscopic  and  his- 
tologic gastritis  may  persist.  A segment  of 
proximal  jejunum  approximately  14  cm. 
long  is  used  employing  the  technic  described 
by  Hedenstedt.'^  Vagotomy  is  necessary  if 
the  patient  originally  had  duodenal  ulcer 
disease  and  is  desirable  if  his  original  disease 
was  a gastric  ulcer.  Jejunal  interposition  or 
Roux-en-y  procedures  provide  symptomatic 
relief  of  alkaline  reflux  gastritis  in  most 
cases. 

Summary 

Four  patients  with  the  alkaline  reflux 
gastritis  syndrome  following  partial  gastrec- 
tomy were  treated  by  operation.  Two  had 
conversion  to  a Roux-en-y,  and  two  with 
dumping  in  addition  to  gastritis  had  an 
isoperistaltic  jejunal  interposition  procedure. 
All  patients  had  prompt  symptomatic  relief. 
The  only  patient  who  did  not  have  a vag- 
otomy developed  a marginal  ulcer  soon  after 
a Roux-en-y  conversion.  He  responded  to  a 
transthoracic  vagotomy.  • 
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Our  sktn~the  human  integument 
*rcovers  us,  defines  us,  protects 
US-  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
I^eosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitiza|ion.  , 


; INrflCATtONSffifSSpeutfcatf^  used  a§  an  adiuacfto  appropriate  systemic 
► therapy  for  topical  infections,  primary  dr  secondary,  due  to  susceptible 

- organisms,  as^in:  • infected  burns,  skin  grafts,  surgfta!  incisions,  oUtis  e)ftema 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts.  Incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

(POLYMYXIN  B-BACMN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  H oz.  and  Vi,  oz.  (approx.)  foil  packets. 


Wellcoflie 


/Blurroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


STEELCREST 

....  the  newest  name 
in  examining  room  furniture 


Tomorrow’s  styling  and  conveniences 
today!  Here  is  the  ultimate  in  exam- 
ining room  furniture.  It  is  a comple- 
ment to  both  your  professional  com- 
petence and  office  decor.  Behind  the 
contemporary  new  styling  and  rich 
detail  are  a host  of  functional  fea- 
tures to  assist  you  in  examination 
and  treatment. 

For  example,  Steelcrest  tables  have 
an  attractive  new,  custom-contoured, 
foam -padded  top.  Completely  re- 


styled, the  top  is  constructed  of 
nylon-backed,  vacuum-formed,  seam- 
less vinyl  that  doesn’t  leave  dirt  any 
place  to  hide.  The  gently  curved  con- 
cave top  configuration  at  the  end  of 
the  table  provides  easy  access  for  ex- 
amination and  treatment.  It  elimi- 
nates any  need  for  removing  cutouts. 
Steelcrest  tables  also  have  an  abun- 
dance of  storage  room.  In  fact,  the 
extra-wide,  full-depth  drawers  pro- 
vide sixty  per  cent  more  storage  than 
ordinary  tables.  In  addition  Steelcrest 
tables  have  all  the  other  fine  features 
you  associate  with  the  Hamilton 
name.  Steelcrest.  The  ultimate  in  ex- 
amining room  furniture. 
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ORGANIZATION 


S^S  COLORADO 

Weld  County  Feasibility  Study 

Weld  County  General  Hospital  in  Greeley, 
Colorado  is  beginning  a one-year  feasibility  study 
to  develop  the  concept  of  a community-based 
health  education  system  emanating  from  the  hos- 
pital to  explore  ways  the  hospital  might  better 
serve  the  health  needs  of  Northeastern  Colorado, 
f The  extensive  project  is  being  funded  by  a $20,000 
; planning  grant  from  the  Denver-based  Colorado- 
; Wyoming  Regional  Medical  Program  and  an  equal 
I amount  of  matching  funds  authorized  by  the  hos- 
f pital’s  board  of  trustees. 

Among  the  many  facets  of  health  care  to  be  ex- 
I am’ined  during  the  planning  period  are  the  estab- 
! lishment  of  a family  practice  residency  program 
at  the  hospital,  an  improved  outpatient  care  sys- 
I tern,  emergency  medical  services,  preventive 
: • health  education  programs  for  the  general  public, 
' specialized  medical  services  for  the  region,  and 
the  development  of  allied  health  professional 
i training  programs  in  conjunction  with  area 
! schools  and  colleges.  Also  under  consideration  as 
I . part  of  the  project  is  the  establishment  of  a full- 
time director  of  medical  education  position  at  the 
hospital,  a post  that  would  be  filled  by  a phy- 
sician. 


Programs  will  be  developed  and  implemented 
for  children,  adolescents  and  adults.  One  program 
will  concern  itself  with  the  treatment  of  alco- 
holics. 

Children’s  Hospital  Continuing 
Care  Service 

A continuing  care  service,  the  first  of  its  kind 
in  Denver,  has  been  established  at  The  Children’s 
Hospital.  Patients  requiring  from  six  weeks  to 
six  months  of  continuing,  but  not  acute,  care  are 
admitted  to  this  service. 

Seymour  Wheelock,  M.D.,  acting  medical  di- 
rector at  Children’s,  noted  that  occasionally  chil- 
dren needing  one  to  two  weeks  of  intensive  ther- 
apy will  also  be  placed  on  the  service.  Primarily 
however,  patients  will  be  those  with  multi- 
handicap orthopedic  problems  such  as  scoliosis 
or  spina  bifida. 

Dr.  Wheelock  said  the  advantages  of  this  con- 
tinuing care  service  are  numerous. 

“Because  the  child  does  not  need  the  constant 
supervision  of  a nurse  or  physician,  we  are  able 
to  charge  a lower  daily  service  rate  than  for  the 
acutely  ill  patient.  In  addition,  the  child  has  all 
the  necessary  medical  services  — such  as  physical 
and  occupational  therapy,  audiology  and  speech 
pathology  and  radiology,  readily  accessible,”  he 
pointed  out. 


Denver  Psychiatrist  Named 
Director  of  New  Institute 

H.  G.  Whittington,  M.D.,  recently  resigned 
head  of  psychiatry  for  Denver  Department  of 
Health  and  Hospitals,  has  been  appointed  director 
of  a new  private  psychiatric  center  soon  to  be 
opened  in  Denver.  He  was  director  of  community 
mental  health  services  for  Kansas  before  coming 
here  seven  years  ago,  and  was  responsible  for 
developing  a model  mental  health  program  at 
Denver  General  Hospital.  More  than  12,000  per- 
sons received  direct  clinical  treatment  in  the  pro- 
gram in  1972. 

The  new  Denver  facility  will  be  known  as 
Western  Institute  of  Human  Resources  (WIHR) 
and  will  be  located  at  600  Grant  Street.  The  in- 
stitute will  be  part  of  a national  mental  health 
care  delivery  system  being  developed  by  Na- 
tional Medical  Care,  Inc.,  of  Brookline,  Mass.  The 
corporation  and  its  subsidiaries  operate  19  med- 
ical care  services  in  13  centers  in  California,  Flor- 
ida, Maine,  Maryland,  Massachusetts,  New  York, 
Pennsylvania,  and  Texas. 

Whittington  and  a staff  of  professionals  in 
psychology,  social  work,  psychiatric  nursing  and 
others  in  the  mental  health  team  will  gear  the 
new  program  to  day  treatment  rather  than  hos- 
pitalization. 


Another  big  plus  for  children  on  the  con- 
tinuing care  service  is  the  proximity  of  Boettcher 
School  which  is  specially  designed  to  meet  the 
needs  of  handicapped  and  other  exceptional  chil- 
dren. The  Hospital  is  connected  to  Boettcher  by 
an  underground  tunnel,  to  get  the  children  there 
for  regular  classroom  instruction  regardless  of 
the  weather. 

Children’s  also  has  developed  a recreational 
therapy  program  for  these  children  to  help  occupy 
the  hours  meaningfully  when  they  are  not  in 
school  or  receiving  therapy. 
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Two  Receive  AM  A Award 

Two  members  of  the  Montana  Medical  Associa- 
tion, Dr.  M.  A.  Johnson  of  Choteau  and  Dr.  Thomas 
M.  Keenan  of  Great  Falls,  have  been  chosen  1972 
recipients  of  the  AMA’s  Physician’s  Recognition 
Award.  This  award  is  presented  to  those  physi- 
cians who  have  completed  the  required  number 
of  hours  imder  a program  for  postgraduate  medi- 
cal education. 

NOTE  — Executive  Office  Relocation  — NOTE 

The  Executive  Office  of  the  Montana  Medical 
Association  is  now  located  at  2021  Eleventh  Ave- 
nue, Helena,  Montana  59601.  Telephone  (406) 
443-4000. 


Chairman-Elect  of  ObGyns 

A Casper,  Wyoming  physician.  Dr.  Robert  H. 
Bowden,  is  the  new  chairman-elect  of  the  Wyo- 
ming section  of  the  American  College  of  Obste- 
tricians and  Gynecologists.  He  will  serve  a three- 
year  term. 


New  Officers  of  Specialty  Group 

The  Wyoming  Section  of  the  American  College 
of  Obstetricians  and  Gynecologists  has  elected  Dr. 
Robert  H.  Bowden  of  Casper  as  Chairman  and 
Dr.  David  M.  Anderson,  Jr.  of  Laramie  as  Vice 
Chairman.  Terms  are  for  three  years. 


Local  OBGs  Elect  New  Officers 

Dr.  William  D.  Swackhamer  of  Henderson  has 
been  elected  Chairman  of  the  Nevada  Section  of 
the  American  College  of  Obstetricians  and  Gyne- 
cologists and  Dr.  Donald  I.  Mohler,  Jr.  of  Reno  has 
been  elected  Vice  Chairman.  They  will  serve 
three-year  terms. 


Doctor  Pursues  Career  in  Medical  Education 

Richard  D.  Snyder,  MD,  former  Las  Cruces 
otolaryngologist,  accepted  a PHS  Fellowship  in 
Health  Care  Administration  in  September  at  the 
University  of  Colorado  Medical  Center.  After 
working  as  Chairman  of  the  Continuing  Medical 
Education  Committee  at  Memorial  General  Hos- 
pital in  Las  Cruces,  Dr.  Snyder  became  very  in- 
terested in  a career  in  continuing  medical  educa- 
tion. He  plans  to  return  to  New  Mexico  at  the 
conclusion  of  the  program  next  January  either  as 
Medical  Director  or  Director  of  Medical  Educa- 
tion in  the  Medical  School  or  in  a major  teaching 
hospital. 
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Sheridan  MD  on  Adoption  Board 

A Sheridan,  Wyoming  general  practitioner,  Dr. 
Fred  Araas,  has  been  elected  to  the  Board  of  Di- 
rectors of  Catholic  Social  Services  of  Wyoming. 

The  Board  places  infants  for  adoption,  offers  1 
foster  home  care,  provides  services  to  unwed  I] 
mothers  and  the  aging,  and  sponsors  summer  camp 
programs  for  underprivileged  children  and  a spe-  j 
cial  residential  care  program  for  emotionally  dis- 
turbed  children. 


Lander  MD  Named  Outstanding  Citizen 

Dr.  Paul  Holtz  of  Lander,  Wyoming  has  been 
selected  “Outstanding  Citizen  of  the  Year”  by  the 
local  Rotary  Club.  “Lander  is  truly  a better  place 
to  live  because  of  Dr.  Holtz,”  U.S.  Senator  Clifford 
P.  Hansen  said  when  he  presented  the  award.  The 
physician  has  practiced  medicine  in  Wyoming  for 
53  years. 


New  AAFP  Member 


A Riverton,  Wyoming  general  practitioner.  Dr. 
John  J.  Rousseau,  has  been  elected  to  active  mem- 
bership in  the  American  Academy  of  Family  Phy- 
sicians (AAFP),  a national  association  of  more 
than  31,000  family  doctors. 

As  an  AAFP  member.  Dr.  Rousseau  will  be 
required  to  complete  150  hours  of  continuing  med- 
ical study  every  three  years.  The  study  program 
is  designed  to  help  member  physicians  keep 
abreast  of  the  latest  scientific  developments  in 
medicine. 


Rocky  Mountain  Medical  Journal 


Summary  of  the  Actions  of 
House  of  Delegates 
American  Medical  Association 
26th  Clinical  Convention 
Cincinnati,  Ohio 
* Novemher  26-29,  1972 

The  AMA  will  “provide  a dominant  role  of 
1 leadership  in  the  implementation  of  the  PSRO 
I program  to  assure  that  the  best  interests  of  the 
) public  and  the  profession  are  preserved,”  the 
! House  of  Delegates  decreed,  in  acting  on  the 
r major  issue  at  the  1972  Clinical  Convention.  This 
I will  be  done  by  creating  an  Advisory  Committee 
on  Professional  Standards  Review  to  help  provide 
input  from  the  medical  profession  in  development 
of  PSRO  regulations  and  to  help  constituent  so- 
cieties set  up  PSRO’s,  among  other  things. 

On  other  matters.  President  Carl  A.  Hoffman 
offered  bold  suggestions  on  solving  the  problems 
of  catastrophic  illness  insurance  coverage  for 
Americans  and  the  maldistribution  of  physicians. 
And  delegates  gave  their  approval  to  budget  re- 
straint measures  within  the  AMA. 

Meeting  for  a total  of  eight  hours  and  55  min- 
utes, the  House  acted  on  59  reports  and  65  resolu- 
tions, the  greatest  total  number  of  measures 
presented  at  a clinical  meeting  in  several  years. 

PSRO’s 

The  AMA  will  “provide  a dominant  role  of 
leadership  in  the  implementation  of  the  PSRO 
program  to  assure  that  the  best  interests  of  the 
public  and  the  profession  are  preserved,”  the 
House  decreed,  in  adopting  Report  Z of  the  Board 
of  Trustees  and  the  Council  on  Medical  Service. 
The  issue  of  PSRO  — Professional  Standards  Re- 
view Organization  — was  No.  1 at  the  convention. 

A lengthy  plea  by  one  delegate  that  the  House 
defer  action  on  Report  Z — which  he  called  a 
“complete  reversal  of  our  policy”  — was  rejected. 
Report  Z noted  that  while  PSRO  legislation  was 
pending  in  Congress,  the  AMA  questioned 
whether  its  emphasis  on  cost  control  might  not 
lead  to  a lowering  of  the  quality  of  medical  care. 
But  since  it  is  now  law,  the  report  said,  AMA 
should  act  to  guard  the  interests  of  the  public 
and  the  profession. 

An  AMA  Advisory  Committee  on  Professional 
Standards  Review  will  be  created  by  the  Board 
of  Trustees.  It  will  include  members  of  the  Board 


and  Council  on  Medical  Service.  In  addition,  the 
Board  may  invite  other  appropriate  organizations 
to  participate. 

Among  responsibilities  of  the  Committee  are 
these: 

1.  To  provide  input  from  the  medical  profes- 
sion in  the  development  of  rules  and  regulations 
which  will  govern  the  PSRO  program. 

2.  To  assist  state  medical  associations,  or  state 
medical  associations  in  concert  with  county  so- 
cieties, in  developing  PSRO’s  and  to  recommend 
structures  and  operating  mechanisms  for  such 
organizations. 

3.  To  aid  in  defining  appropriate  geographic 
boundaries  for  PSRO’s,  especially  where  more 
than  one  state  may  be  involved. 

In  addition  to  the  eight  areas  of  responsibility 
outlined  in  Report  Z (including  the  above)  floor 
amendments  added  several  more  which  would 
have  the  Committee: 

Develop  and  distribute  information  about  PL 
92-603  to  constituent  societies;  monitor  the  ef- 
fect of- PSRO  on  medical  care,  and  report  to  each 
future  House  session;  and  instruct  the  House  and 
state  societies  on  procedures  to  follow  “whenever 
rules  and  regulations  interpreting  the  law  and 
published  in  the  Federal  Register  seem  to  be  con- 
trary to  the  spirit  of  the  law  as  written.” 

Address  of  the  President,  Carl  A.  Hoffman 

Dr.  Hoffman  offered  bold  suggestions  as  to 
how  some  long-decried  national  health  problems 
might  be  solved. 

The  major  problems,  he  said,  are  protecting 
Americans  from  financial  ruin  due  to  catastrophic 
illness,  and  the  maldistribution  of  physicians  as 
it  affects  the  inner  city  and  rural  areas. 

Dr.  Hoffman,  in  reporting  on  his  recent  Euro- 
pean survey  of  health  care  systems,  showed  a film 
of  his  interviews  in  England,  Sweden,  West  Ger- 
many, and  the  Soviet  Union. 

“What  impressed  me  most,”  he  said,  “was  the 
fact  that  the  health  care  problems  of  the  United 
States  also  are  to  be  found  in  these  other  nations 
— where  economic,  political,  and  cultural  condi- 
tions are  so  different  from  our  own.” 

The  nations  he  visited  also  grapple  with  mal- 
distribution, which  limits  access  to  medical  care 
for  some  citizens. 

“But  we  in  the  U.S.  appear  to  be  sadly  de- 
ficient in  insurance  coverage  for  catastrophic  ill- 
ness,” the  AMA  president  said.  “No  one  in  this 
affluent  nation  should  suffer  financial  deprivation 
or  bankruptcy  because  of  serious  illness  or  acci- 
dent.” 

The  Huntington,  West  Virginia  urologist  said 
insurance  company  executives  had  told  him  there 
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were  “insoluble  problems”  involved  in  providing 
such  coverage.  “But  I have  a suggestion  which 
may  help  solve  one  of  those  problems,  that  of 
abuse. 

“I  suggest  that  a number  of  conditions  be 
specified  as  catastrophic  — hemophilia,  stroke, 
severe  burns,  and  severe  injuries,  for  instance.” 

Perhaps  certain  stipulations  could  be  made  to 
provide  coverage  for  unforeseen  or  extremely 
unusual  situations,  he  said,  adding: 

“A  precedent  has  been  established  by  HR  1, 
which  recently  became  law  and  provides  finan- 
cial protection  for  those  undergoing  renal  dialysis. 

“I  cannot  believe  that  this  proposal  is  not 
workable.” 

As  for  maldistribution  of  doctors.  Dr.  Hoffman 
offered  what  he  called  “perhaps  a revolutionary 
suggestion”  on  how  to  get  physicians  into  rural 
areas:  A “strictly  voluntary”  program  under 
which  needy  students  could  get  a medical  educa- 
tion with  state  or  federal  financing,  by  signing 
an  unbreakable  contract  to  practice  in  needy 
areas  for  three  or  four  years.  He  would  have  no 
option  to  repay  the  loan  in  cash. 

To  control  the  program,  medical  societies  and 
licensing  boards  could  grant  temporary  licenses, 
allowing  the  physician  to  practice  only  in  the 
designated  community.  After  the  period  of  serv- 
ice was  completed,  the  physician  would  get  com- 
plete licensure. 

In  regard  to  doctor  shortages  in  the  inner 
cities,  Dr.  Hoffman  said,  “It  is  possible  that  part 
of  the  solution  may  lie  in  neighborhood  health 
centers.” 

His  proposals  were  referred  to  the  Council  on 
Medical  Service. 

Budget  and  Fiscal  Restraint 

A summary  of  the  1973  AMA  budget,  pre- 
pared by  the  Office  of  Finance  and  the  Finance 
Committee,  drew  congratulations  from  the  refer- 
ence committee  which  studied  it.  And  budget- 
cutting action  recently  taken  by  the  Board  of 
Trustees  was  approved  by  the  House. 

“In  considering  the  budget  for  1973,  the  Board 
of  Trustees  made  a determined  effort  to  exercise 
fiscal  restraint,  and  to  allocate  our  financial  re- 
sources according  to  priority  needs,”  the  Board 
said  in  Report  A.  The  budget  summary  anticipates 
1973  gross  revenues  of  just  over  $37  million  and 
operating  expenses  of  $36,322,000,  leaving  a pro- 
jected surplus  of  about  $800,000. 

Fiscal  restraint  action  taken  by  the  Board 
included  the  termination  of  four  councils  and  six 
committees.  One  resolution  sought  to  rescind 
termination  of  the  Council  on  Drugs,  but  the 
House  instead  adopted  a substitute  resolution. 
That  measure  says  the  Board  shall  continue  to 


use  “all  appropriate  AMA  resources  and  methods 
indicated,  to  the  point  of  establishing  a commit- 
tee, if  necessary,  to  delineate  clearly  the  inde- 
pendent AMA  policy  on  drugs  and  drug  therapy.” 

Another  economy  action  was  making  specialty 
Journals  available  on  subscription  only,  starting 
Jan.  9.  Prism,  the  AMA’s  new  socioeconomic  pub- 
lication, will  be  sent  as  a membership  benefit, 
along  with  JAMA. 

Terms  of  Trustees 

As  authorized  at  the  1972  annual  meeting, 
House  members  ballotted  on  the  question  of  terms 
of  office  of  board  members. 

At  present,  trustees  serve  three-year  terms, 
with  a maximum  of  three  terms.  Eighty-nine  dele- 
gates voted  to  continue  this  policy  but  the  ma- 
jority, 128,  voted  for  a maximum  of  only  two 
three-year  terms.  There  were  14  votes  for  two 
terms  of  four  years  each,  and  six  votes  for  a 
single  six-year  term  of  office.  The  matter  was 
referred  to  the  Council  on  Constitution  and  By- 
laws for  study  and  possible  recommendations. 

Medical  Care  of  the  Poor 

Since  the  House  in  1971  urged  creation  o.f  state 
and  local  medical  society  committees  concerned 
with  health  care  of  the  poor,  23  state  and  29  local 
societies  have  set  up  such  panels.  And  they  are 
now  developing  programs  to  improve  health  care 
services.  This  progress  note  is  included  in  Report 
G of  the  Council  on  Medical  Service,  which  the 
House  urged  be  given  wide  distribution.  The  re- 
port emphasized  that  local  systems  must  be  de- 
veloped to  meet  local  needs. 

On  related  measures,  the  House  urged  or- 
ganized medicine  to  continue  to  provide  assistance 
and  work  to  improve  the  quality  of  care  in  free 
clinics,  which  are  increasing  in  number  around 
the  nation.  Currently,  there  are  more  than  200 
of  them  in  30  states. 

They  provide  a variety  of  services  and,  as  the 
report  approved  by  the  House  points  out,  for  those 
people  who  might  not  otherwise  receive  any 
health  care,  they  are  filling  a real  need. 

The  House  also  approved  a statement  on  the 
concept  of  health  outreach,  whereby  lay  workers 
serve  to  bridge  the  cultural  gap  between  patients, 
professional  staff,  and  the  community,  and  assist 
in  effective  delivery  of  health  care.  Among  sev- 
eral sound  reasons  for  using  such  workers,  the 
report  says,  is  that  they  free  doctors  and  other 
health  professionals  to  better  utilize  their  time 
and  thus  extend  the  scope  of  their  services.  The 
statement  recommends  that  the  AMA,  state  and 
local  medical  societies  encourage  the  use  of  such 
personnel,  and  that  the  AMA  institute  educational 
activities  for  physicians  and  other  health  pro- 
fessionals on  the  use  of  outreach  workers. 
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Blood  Banks 

The  House  adopted  Report  N of  the  Board, 
which  deals  with  new  federal  regulations  in  re- 
gard to  collection  and  distribution  of  blood. 
Among  the  recommendations  to  be  given  to  a 
federal  panel  on  blood  banking  are: 

That  operating  standards  of  the  American  As- 
sociation of  Blood  Banks  and  the  American  Red 
Cross  be  recognized  and  accepted;  that  physicians 
be  represented  on  any  national  panel  set  up  to 
advise  on  procurement  or  use  of  blood,  and  that 
programs  to  increase  voluntary  blood  donation 
be  encouraged. 

Young  Physicians 

The  Council  on  Long  Range  Planning  and  De- 
velopment will  be  expanded  to  include  one  Intern 
and  Resident  member  of  the  AMA  as  a full  voting 
Council  member,  the  House  decided.  That  member 
is  to  be  appointed  by  the  Speaker  of  the  House, 
who  subsequently  announced  that  he  intends  to 
name  Dr.  John  Mather  of  the  University  of  Mary- 
land Hospitals,  outgoing  chairman  of  the  Interns 
and  Residents  business  session,  to  the  post. 

Proposals  to  appoint  an  intern  or  resident  to 
the  Councils  on  Medical  Education  and  Medical 
Service  were  deferred  for  further  study,  and  the 
Council  on  Constitution  and  Bylaws  directed  to 
offer  specific  recommendations  for  action  at  the 
1973  annual  meeting. 

For  the  first  time  in  the  history  of  the  AMA, 
a medical  student  took  his  seat  in  the  House  of 
Delegates.  He  is  George  Blatti  of  Minneapolis,  a 
senior  medical  student  at  the  University  of  Min- 
nesota medical  school.  In  another  action,  the 
House  set  annual  dues  for  student  AMA  members 
at  $15. 

Elections 

Three  AMA  members  of  the  new  Coordinating 
Council  on  Medical  Education  were  elected  by 


the  House:  Merrill  O.  Hines  of  New  Orleans,  one- 
year  term;  Bernard  J.  Pisani,  New  York,  two-year 
term,  and  Tom  E.  Nesbitt,  Nashville,  House  vice 
speaker,  three-year  term.  All  future  elections  will 
be  for  three-year  terms. 

IRS  Ruling 

The  House  was  informed  that  an  Internal 
Revenue  Service  ruling — which  barred  physicians 
from  withdrawing  voluntary  contributions  to  their 
Keogh  Law  plan  prior  to  disability  or  age  591/2 — 
will  be  revised  to  permit  withdrawal  of  such  con- 
tributions made  to  a qualified  plan  prior  to  March 
6,  1972.  The  AMA  had  vigorously  protested  the 
ruling,  and  delegates  complimented  AMA  staff  for 
its  “prompt  and  effective  action.” 

Awards 

George  Hoyt  Whipple,  MD,  winner  of  the  1934 
Nobel  Prize  in  medicine  and  founder  of  the  Uni- 
versity of  Rochester  School  of  Medicine  and 
Dentistry,  was  selected  to  receive  the  distin- 
guished Service  Award  of  the  AMA.  Dr.  Whipple, 
now  94,  received  his  MD  degree  from  the  Johns 
Hopkins  University  medical  school  in  1905.  He 
won  the  Nobel  Prize  for  his  work  in  pernicious 
anemia,  particularly  in  the  use  of  liver  in  treat- 
ment. 

Leslie  Townes  (Bob)  Hope,  the  famed  enter- 
tainer, will  receive  the  Layman’s  Citation  for  Dis- 
tinguished Service.  His  contribution  to  the  Eisen- 
hower Medical  Center  in  Palm  Springs,  California, 
including  its  80-acre  site,  totals  nearly  $1.5  million. 
Mr.  Hope  also  has  staged  fund  raising  dinners 
which  have  brought  another  $3.5  million  to  the 
center. 

Both  awards  will  be  presented  at  the  1973 
annual  meeting  in  New  York. 


Community  Help  for  Drug  Abuse 

A new  service  for  communities  in  the  education,  prevention  and  treatment  of 
drug  users  has  been  formed  in  Phoenix,  Arizona.  The  service,  called  Community 
Organization  Institute,  is  designed  specifically  to  provide  professional  assistance 
to  cities,  communities,  medical  societies  and  private  groups  in  implementing  a 
coordinated  program  based  on  the  highly  successful  CODAC  (Community  Organi- 
zation for  Drug  Abuse  Control)  which  has  been  proclaimed  as  a model  for  the 
nation  by  experts.  COI  is  able  to  provide  valuable  assistance  in  every  phase  of  a 
drug  program  including  organization  structure,  community  awareness,  systems 
design,  fund  raising  and  governmental  contracts.  For  further  information  contact 
Community  Organization  Institute,  905  Financial  Center,  3443  North  Central  Ave- 
nue, Phoenix,  Arizona  85012. 
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Division  of  Continuing  Medical  Education 
General  Rose  Memorial  Hospital 
NASAL  SYMPOSIUM 

Sheraton  Inn,  Denver  airport 
March  1-2,  1973 

Holiday  Inn,  Vail 
March  3-4,  1973 

The  symposium  will  be  open  to  all  physicians, 
but  will  be  limited  to  the  first  100  registrants. 
Enrollees  will  be  encouraged  to  present  problem 
cases  and  pictures. 

Those  physicians  seeking  further  information 
regarding  the  Symposium  should  call  the  Division 
of  Continuing  Medical  Education,  Rose  Hospital, 
320-2121,  Ext.  6709. 


Tenth  Annual  UCLA  Seminar 
CONTROVERSIAL  AREAS  IN  SURGERY 
Riviera  Hotel  and  Country  Club 
Palm  Springs,  California 
March  17-21,  1973 

Presented  by  UCLA  Extension’s  Department 
of  Continuing  Education  in  Health  Sciences  and 
the  UCLA  School  of  Medicine. 

For  further  information,  write  P.O.  Box  24902, 
Dept,  of  Continuing  Education  in  Health  Sciences, 
University  Extension,  UCLA,  Los  Angeles,  Cali- 
fornia 90024,  or  telephone  Ms.  Elizabeth  Gifford 
at  (213)  825-7186. 


Association  for  the  Advancement  of 
Medical  Instrumentation 
EIGHTH  ANNUAL  MEETING 
Washington  Hilton  Hotel,  Washington,  D.C. 
March  22-24,  1973 

For  further  information,  write:  Fran  Keutman, 
AAMI,  1500  Wilson  Boulevard,  Arlington,  Virginia 
22209. 


American  College  of  Surgeons 
FIRST  ANNUAL  SPRING  MEETING 
Americana  and  Hilton  Hotels 
New  York,  New  York 
April  1-4,  1973 

For  further  information,  write:  American  Col- 
lege of  Surgeons,  55  East  Erie  Street,  Chicago,  Illi- 
nois 60611. 


UCLA  School  of  Medicine 
NEW  DIRECTIONS  IN  VASCULAR  SURGERY 
Erawan  Garden  Hotel,  Indian  Wells,  California 
April  4-8,  1973 

For  further  information,  write:  UCLA  Univer- 
sity Extension,  Department  of  Continuing  Edu- 
cation in  the  Health  Sciences,  P.O.  Box  24902,  Los 
Angeles,  California  90024. 


Montana  Medical  Association 
26th  INTERIM  MEETING 
Colonial  Motor  Hotel,  Helena,  Montana 
April  6-7,  1973 

TENTH  ANNUAL  ROCKY  MOUNTAIN 
BIOENGINEERING  SYMPOSIUM 
University  of  Colorado,  Boulder,  Colorado 
May  7-9,  1973 

For  further  information,  write:  Professor 
Donald  E.  Dick,  Department  of  Electrical  Engi- 
neering, University  of  Colorado,  Boulder,  Colo- 
rado 80302. 


American  Medical  Association 
ANNUAL  CONVENTION 
New  York,  New  York 
June  23-28,  1973 


Montana  Medical  Education  and 
Research  Foundation  and 
Montana  Heart  Association 
ADVANCED  ELECTROCARDIOGRAPHY 
AND  PACEMAKERS 

Glacier  National  Park,  E^t  Glacier,  Montana 
August  3-6,  1973 
Fee:  $60. 

For  further  information,  write:  Clay  Siting, 
Program  Coordinator,  Montana  Medical  Education 
and  Research  Foundation,  P.O.  Box  2829,  Great 
Falls,  Montana  59403. 


American  Cancer  Society 
NATIONAL  CONFERENCE  ON 
UROLOGIC  CANCER 
Shoreham  Hotel,  Washington,  D.  C. 

March  29-31,  1973 

Sessions  are  open  to  all  members  of  the  med- 
ical and  related  professions.  Programs  may  be 
obtained  from  the  Divisions  of  the  American  Can- 
cer Society  or  from;  Sidney  L.  Arje,  M.D.,  Na- 
tional Conference  on  Urologic  Cancer,  c/o  Amer- 
ican Cancer  Society,  219  E.  42nd  St.,  New  York, 
New  York  10017. 


American  Cancer  Society 
SECOND  NATIONAL  CONFERENCE  ON 
CANCER  OF  THE  COLON  AND  RECTUM 
Americana  Hotel,  Bal  Harbour,  Florida 
September  27-29,  1973 

No  registration  fee  but  pre-registration  is  re- 
quested. 

Accredited  by  the  AMA  Council  on  Medical 
Education. 

For  further  information,  write:  Sidney  L.  Arje, 
MD,  Second  National  Conference  on  Cancer  of  the 
Colon  and  Rectum,  c/o  American  Cancer  Society, 
219  East  42nd  Street,  New  York,  New  York  10017. 
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Colorado 

Philip  W.  Whiteley,  MD,  one  of  Colorado  Medi- 
cal Society’s  50-year  honored  members,  died  in 
Saint  Luke’s  Hospital  in  Denver  on  November  I, 
1972.  Dr.  Phil  Whiteley,  well  known  in  obstetrical 
and  gynecological  circles,  was  bom  in  Bonaparte, 
Iowa,  September  12,  1895.  He  was  educated  in  the 
public  schools  of  that  community,  attended  the 
State  University  of  Iowa  at  Ames,  then  the  Uni- 
versity of  Chicago  and  Rush  Medical  College  from 
which  he  received  his  MD  in  1919.  After  graduate 
training  in  Cook  County  and  Chicago  Lying-In 
Hospitals,  he  came  to  Denver,  setting  up  practice 
limited  to  obstetrics  and  gynecology. 

Doctor  Whiteley  was  a charter  member  of  the 
Denver  Society  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  the  American  College  of  Sur- 
geons, the  International  College  of  Surgeons,  and 
the  Southwestern  Surgical  Congress.  He  held 
membership  in  the  Denver  and  Colorado  Medical 
Societies  and  the  American  Medical  Association. 
He  belonged  to  the  Cherry  HiUs  Country  Club, 
the  Denver  Athletic  Club,  the  Westerners,  the  El 
Jebel  Shrine,  the  Denver  Posse,  and  the  Phi  Beta 
Pi  medical  fraternity. 

Doctor  Whiteley  was  retired  as  a full  colonel 
from  the  Colorado  National  Guard  after  28  years 
of  service.  During  World  War  II  he  served  as 
medical  director  of  the  Colorado  Selective  Service 
for  which  he  was  awarded  the  Army  Commenda- 
tion Ribbon  in  March  1953. 

Doctor  Whiteley  retired  from  active  practice 
in  1971  but  remained  on  the  consulting  staffs  of 
both  Saint  Luke’s  and  Saint  Joseph’s  Hospitals. 

Doctor  Whiteley  is  survived  by  his  widow, 
Maxine,  two  sons,  a daughter,  and  five  grand- 
children. He  was  a communicant  of  Saint  John’s 
Episcopal  Cathedral. 


* * * 


« * 


James  E.  Donnelly,  MD,  of  Trinidad,  Colorado, 
died  in  Denver,  December  17,  1972.  The  cause  of 
death  was  a heart  attack  apparently  precipitated 
by  climbing  three  flights  of  stairs.  He  was  pro- 
nounced dead  on  arrival  at  Denver  General  Hos- 
pital. 

Born  in  Trinidad  May  10,  1912,  educated  in  the 
public  schools  of  that  community.  Doctor  Don- 
nelly attended  the  University  of  Colorado  from 
which  he  received  his  M.D.  degree  in  1936.  After 
an  internship  at  St.  Luke’s  Hospital,  Denver,  he 


established  a medical  practice  in  Trinidad  where 
he  became  quite  active  in  medical,  civic  and 
political  circles.  Throughout  his  professional  life 
he  devoted  a great  deal  of  time  to  the  Trinidad 
City  Council  and  School  Board. 

During  World  War  II,  Doctor  Donnelly  served 
as  a Navy  Lt.  Commander  assigned  to  the  Marines 
and  saw  many  months  of  active  duty  in  the  South- 
west Pacific  Theater. 

On  returning  to  civilian  life  he  served  two 
terms  as  Mayor  of  Trinidad  (1948-49  and  1956-57). 
In  1948  he  received  the  Civic  Service  Award  of 
the  Fraternal  Order  of  Eagles  and  in  1949  the 
U.S.  Junior  Chamber  of  Commerce  Distinguished 
Service  Award.  He  was  Chairman  of  the  Las 
Animas  County  Democratic  Committee  in  1954 
and  served  two  terms  in  the  Colorado  Legislature 
as  Senator  from  Las  Animas  County  (1960-1966). 
He  was  a member  of  the  local  Urban  Renewal 
Board  and  President  of  the  Purgatoire  Water 
Conservancy  District. 

He  was  a member  of  the  American  Medical 
Association,  the  Colorado  Medical  Society,  and  the 
Las  Animas  County  Medical  Society,  which  or- 
ganization he  served  as  Secretary  and  later  as 
President.  He  was  a member  of  the  Elks  Club  and 
of  the  Veterans  of  Foreign  Wars. 

Doctor  Donnelly  was  married  to  Ada  Mae 
Cassai  in  February  1940.  Mrs.  Donnelly  and  a son, 
James  Michael,  survive  him  as  do  three  sisters, 
Mrs.  Lillian  Richmond,  El  Paso,  Texas;  Mrs.  Ellen 
Sohns,  Laramie,  Wyoming,  and  Mrs.  Laura  Bell 
Sayer,  Trinidad. 

Doctor  Donnelly  will  be  long  remembered  for 
his  contributions  to  the  welfare  of  Trinidad,  Las 
Animas  County,  and  the  State  of  Colorado. 


* ♦ 


James  W.  Leslie,  MD,  of  Lakewood,  Colorado, 
died  of  a heart  attack  while  on  a hunting  trip 
November  6,  1972.  Doctor  Leslie,  only  51  years  of 
age,  was  born  in  Longmont,  Colorado,  January  13, 
1921.  He  was  reared  and  educated  in  Longmont 
and  Chappell,  Nebraska,  returning  to  Denver  after 
his  World  War  II  Army  service  to  get  a BA  degree 
from  the  University  of  Denver  in  1946.  He  received 
his  MD  from  Yale  University  in  July  1948.  Fol- 
lowing graduate  training  at  Denver  General  Hos- 
pital he  opened  a general  practice  in  Oak  Creek, 
Colorado  where  he  remained  until  the  summer  of 
1958,  at  which  time  he  joined  a group  practice 
in  the  Denver  metropolitan  area.  However,  at  the 
time  of  his  death  he  was  head  of  the  medical 
department  of  the  Martin-Marietta  Aerospace  In- 
dustry. 

Doctor  Leslie  is  survived  by  his  widow, 
Adrienne,  two  daughters,  two  sons,  his  mother, 
and  a sister,  all  living  in  Denver.  A brother  resides 
in  Sierra  Vista,  Arizona. 
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Utah 

Lawrence  N.  Ossman,  MD,  retired  Salt  Lake 
orthopedic  surgeon,  died  December  12,  1972.  He 
was  86.  The  son  of  George  Ossman  and  Anna 
Matilda  Johanson,  Doctor  Ossman  was  bom  in 
Hooper,  Weber  County,  on  April  1,  1887.  He  mar- 
ried Janet  Perkins  on  November  4,  1922. 

Doctor  Ossman  graduated  from  the  University 
of  Utah  in  1913.  He  received  his  MD  degree  in 
1916  from  Case  Western  Reserve  University 
School  of  Medicine,  with  highest  honors.  He  in- 
terned at  St.  Luke’s  Hospital,  Cleveland,  and  re- 
ceived additional  orthopedic  training  at  the 
Rochester  Clinic  and  General  Hospital,  Rochester, 
New  York.  Beginning  his  practice  in  Salt  Lake 
City  in  1920,  Doctor  Ossman  pioneered  several 
techniques  in  orthopedic  surgery,  including  a 
major  breakthrough  in  hip  surgery. 

Serving  as  clinical  professor  of  orthopedic 
surgery  at  the  University  of  Utah  College  of  Medi- 
cine from  1943  until  his  retirement  in  1962,  Doctor 
Ossman  was  a staff  member  of  Holy  Cross  Hos- 
pital, serving  as  its  chief  of  staff  from  1943-44. 
He  was  also  a staff  member  of  the  Veterans  Ad- 
ministration and  Utah  Valley  Hospitals  and  a 
volunteer  member  of  staff  of  the  Primary  Chil- 
dren’s Hospital.  He  had  also  served  as  a surgical 
consultant  to  the  Salt  Lake  County  General  Hos- 
pital. 

Doctor  Ossman  was  a member  of  the  Utah 
State  and  American  Medical  Associations  and 
served  as  secretary  of  the  Salt  Lake  County  Med- 
ical Society  and  vice  president  of  the  Salt  Lake 
Surgical  Society.  He  organized  and  was  first  presi- 
dent of  the  Western  Orthopedic  Association  and 
was  a member  of  the  medical  panel  of  the  Utah 
State  Industrial  Commission.  He  was  also  a mem- 
ber of  the  Rotary  Club. 

Survivors  include  the  doctor’s  widow;  two 
daughters,  Janet  O.  Minden,  London,  England; 
Geraldine  O.  Browning,  Los  Altos  Hills,  Cali- 
fornia; and  six  grandchildren. 


Newton  Optical 
Company 

Cafering  fo 

Medical  Profession  Patronage 

309  1 6th  Street  f \ Telephone 

Denver  80202  534-87M 


Wyoming 

Curtis  L.  Rogers,  MD,  69-year-old  Evanston, 
Wyoming  general  practitioner,  died  in  his  sleep 
October  13  in  Sheridan,  Wyoming,  the  same  morn- 
ing he  had  planned  to  leave  on  his  annual  elk 
hunting  trip  with  friends. 

Doctor  Rogers,  who  had  been  on  the  Wyoming 
State  Hospital  medical  staff  in  Evanston  since 
April  1964,  had  previously  practiced  in  Sheridan 
for  several  years  where  he  was  on  the  Wyoming 
Girls’  School  staff. 

President  of  the  Uinta  County  Medical  Society, 
he  devoted  much  of  his  time  to  the  Uinta  Senior 
Citizens  in  Evanston.  A week  before  his  death, 
he  received  the  1972  Physician’s  Award  from  the 
Wyoming  Governor’s  Committee  on  Employment 
of  the  Handicapped  in  recognition  of  his  contri- 
butions to  handicapped  citizens. 

Doctor  Rogers,  who  had  planned  to  retire  in 
December,  was  a member  of  the  Wyoming  State 
Medical  Society,  the  International  College  of  Sur- 
geons, Sheridan  Kiwanis  Club,  Sheridan  Elks 
Lodge,  and  the  Evanston  Purple  Sage  Golf  Club. 

Survivors  include  a son,  a daughter,  four  sisters, 
and  two  brothers.  His  wife  preceded  him  in  death 
in  1964. 


Phygicians’  Telephone  Consultation  Service  ^ 

By  dialing  (312)  782-7888  physicians  all  over  j 
the  country  may  consult  with  specialists  at  any 
time  day  or  night.  If  a doctor  has  a difficult  dis- 
ease to  diagnose  or  an  emergency  condition,  he 
may  call  this  Chicago-based  service  center  and  I 
the  appropriate  specialist  will  be  contacted  while  j 
the  inquiring  physician  is  on  the  phone.  The  serv-  i 
ice  will  enable  physicians  who  live  in  remote  and 
medically  underserved  areas  and  who  are  often 
unable  to  attend  lectures  or  meetings  to  take  ad- 
vantage of  the  most  advanced  forms  of  treatment 
available.  The  charge  for  a five-minute  conference 
with  a specialist  is  $15. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 

specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  ISOS. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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What  will 

you 

when  you  want 
a la^  private  loan 
in  a hurry? 


^,000,  jgl00,000, 

^200,000. 


Whatever  you  want.  Without  the 
things  you  don’t  want.  Like  wasted 
time.  Double-talk.  Third  degree.  Or 
a lot  of  song  and  dance. 

Our  toll-free  service  (800-447- 
4700)  is  open  24  hours  a day  to  let 
us  arrange  our  schedule  around 
yours.  When  you  call,  the  operator 
simply  takes  your  name  and  number 
and  the  best  time  for  us  to  contact 


you.  Shortly,  we  call  back  about 
making  you  a loan  of  $10,000, 
$100,000,  even  $200,000. 

Oh  yes,  we’ll  give  you  rates  and 
repayment  schedules  that  are  com- 
petitive, too.  And  your  money  can  be 
on  its  way  shortly. 

So  call  800-447-4700.  See  how  we 
make  a large  loan  quickly  and  keep 
it  private. 


;j;PDfessDna 

GtouD 


Associates  Financial  Services  Company  of  Colorado,  Inc. 
1780  South  Bellaire  Street  • Denver,  Colorado  80222 
A Service  of  Gulf  + Western  Industries 
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MEDICAL 

SCHOOL  NOTES 

iimiMlpi- 

University  of  New  Mexico 
School  of  Medicine 

In  New  Mexico,  as  nationwide,  prostate  can- 
cer is  the  leading  cause  of  death  from  malignant 
disease  in  men  over  the  age  of  75.  It  is  also  the 
most  common  type  of  cancer  among  men  in  the 
state,  although  nationally  it  is  exceeded  by  lung 
cancer. 

“Yet  most  medical  students  graduate  and  are 
well  into  their  practice  before  they  ever  see  a 
case  of  prostate  cancer  in  its  early  stages,”  said 
Dr.  Thomas  Borden,  chief  of  the  division  of  urol- 
ogy at  the  University  of  New  Mexico  School  of 
Medicine. 

This  is  for  two  reasons:  First,  most  men  fail 
to  secure  regular  yearly  rectal  examinations 
which  are  advisable  after  the  age  of  40  in  order 
to  reveal  early,  treatable  cancerous  nodules. 
Second,  there  are  not  enough  men  with  discovered 
small  cancers  to  serve  as  “models”  for  all  the 
medical  students  who  need  to  observe  prostate 
cancer  in  its  early  stages.  Symptoms  do  not  ap- 
pear until  advanced  stages  and  by  then  only  five 
per  cent  of  all  patients  are  serious  candidates  for 
a cure  when  first  seen  by  a physician. 

A new  development  sponsored  by  Merrell- 
National  Laboratories  makes  it  possible  for  med- 
ical students  to  learn  to  detect  prostatic  cancer 
in  its  early  stages. 

The  Prostate  Palpation  Simulator  was  de- 
signed by  Dr.  Arthur  Evans,  chairman  of  the  de- 
partment of  urology  at  the  University  of  Cincin- 
nati School  of  Medicine,  to  familiarize  students 
and  physicians  with  the  shape  and  consistency 
of  both  the  benign  prostate  and  successive  stages 
of  prostate  cancer. 

The  four  glands  accompanying  the  teaching  de- 
vice simulate  the  natural  progression  of  a tumor 
from  one  which  is  operable  and  potentially  cur- 
able (a  pea-sized  lump  with  the  consistency  of 
one’s  knuckle),  to  those  in  more  advanced  stages 
until  the  “stony-hard”  carcinoma  has  engulfed 
the  entire  prostate  gland.  (The  normal  gland, 
which  is  included  for  comparison,  has  the  tactile 
quality  of  the  base  of  the  palm  of  one’s  hand). 
Even  in  patients  with  no  hope  of  cure,  medical 
methods  are  available  to  suppress  or  slow  down 
tumor  growth. 


A teaching  model  of  the  Prostate  Palpation 
Simulator  has  been  presented  by  Merrell  to  Dr. 
Borden  and  the  medical  school,  as  it  will  be  to 
all  pertinent  medical  teaching  facilities  in  the 
country. 

Dr.  Borden  said  that  he  considered  the  device 
“extremely  valuable  in  the  teaching  of  medical 
students,  interns  and  residents.” 


Questions  About  Otoplasty? 

A new  pamphlet,  “Facts  about  Plastic  Surgery 
of  the  Ear”,  has  been  prepared  by  the  American 
Academy  of  Facial  Plastic  and  Reconstructive 
Surgery  to  answer  patients’  questions  about  oto- 
plasty. Copies  are  available  to  physicians  at  cost 
by  writing  American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  1110  West  Main 
Street,  Durham,  North  Carolina  27701. 


Ethnic  Diabetes  Diets 

USV  Pharmaceutical  Corporation  has  de- 
veloped seven  ethnic  diets  for  diabetics.  Each 
bilingual  diet,  including  Mexican- American, 
Puerto  Rican,  Italian- American,  Jewish,  Chinese, 
Southern  “Soul”  American,  and  American  menus, 
contains  a food  exchange  list,  daily  food  require- 
ments, and  a sample  menu.  If  you  would  like 
copies  of  these  diets,  write  Department  of  Nu- 
trition, USV  Pharmaceutical  Corporation,  1 Scars- 
dale  Road,  Tuckahoe,  New  York  10707. 


Opening  doors 
for  the 
handicapped 
involves  more 
than  just 
being  polite. 

Hire  the  handicapped. 


PUBLIC  ADVERTISING  SYSTEM 
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Colorado  Medical  Society 

OFFICERS— 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

President:  William  A.  H.  Rettberg,  Denver. 

President-elect:  Kenneth  A.  Kahn,  Boulder. 

Vice  President:  Richard  L.  Davis,  La  Junta. 

Treasurer:  Dwight  C.  Dawson,  Colorado  Springs. 

Constitutional  Secretary:  Stanley  J.  Sontag,  Lakewood. 
Delegates  to  the  A.M.A.:  Gatewood  C.  Milligan,  Englewood, 
Dec.  31,  1973;  Robert  E.  McCurdy,  Denver,  Dec,  31,  1973;  Ray 
G.  Witham,  Craig,  Dec.  31,  1974. 

Alternate  Delegates  to  the  A.M.A.:  R,  Neil  Chisholm,  Denver, 
Dec.  31,  1973;  William  Y.  Takahashi,  Boulder,  Dec.  31,  1973; 
John  M.  Wood,  Englewood,  Dec.  31,  1974. 

Speaker,  House  of  Delegates:  Joseph  S.  Pollard,  Jr.,  Colorado 

Springs. 

Vice  Speaker,  House  of  Delegates:  Joseph  L.  Kovarik,  Denver. 
Foundation  Advocate:  Charles  B.  Kingry,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Carl  H.  McLauthlin, 
Denver. 

Scientific  Editor  Emeritus,  Rocky  Mountain  Medical  Journal: 
Douglas  W.  Macomber,  Denver. 

Executive  Director:  Mr.  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver  80218.  Telephone  (303)  399-1222. 


Montana  Medical  Association 

OFFICERS— 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Meeting  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Meeting. 

President:  Hollis  K.  Lefever,  Lewistown. 

President-elect:  John  R.  Burgess,  Jr.,  Helena. 

Vice  President:  John  R.  Halseth,  Great  Falls. 
Secretary-Treasurer:  Robert  P.  Yost,  Missoula. 

Assistant  Secretary-Treasurer:  David  Gregory,  Glasgow. 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Alternate  Delegate  to  the  A.M.A.:  Mark  B.  Listerud,  Wolf 
Point. 

Executive  Committee:  Hollis  K.  Lefever,  Lewistown;  John  R. 
Burgess,  Jr.,  Helena;  John  R.  Halseth,  Great  Falls;  Robert  P. 
Yost,  Missoula;  David  Gregory,  Glasgow;  Herbert  T.  Cara- 
way, Billings;  Mark  B.  Listerud,  Wolf  Point;  John  Pfaff,  Jr., 
Great  Falls;  Edward  L.  King,  Manhattan. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical 
Journal:  Gerald  A.  Diettert,  Missoula. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  L. 
Russell  Hegland,  Helena. 

Executive  Secretary:  Mr.  L.  Russell  Hegland,  2021  11th  Ave- 
nue, Suite  12,  Helena,  Montana  59601.  Telephone  (406)  443-4000. 


Nevada  State  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

President:  John  P.  Sande,  Reno. 

President-elect:  Thomas  K.  Hood,  Elko, 

Secretary-Treasurer:  John  W.  Callister,  Reno. 

Immediate  Past  President:  WUliam  D.  O’Gorman,  Las  Vegas. 
Delegate  to  A.M.A.:  Hugh  C.  FoUmer,  Las  Vegas. 

Alternate  Delegate  to  A.M.A.:  G.  Norman  Christensen,  East 

Bay. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Med- 
ical Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Nelson 
B.  Neff,  Reno. 

Executive  Director:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno  89502.  Telephone  (702)  825-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  at  the  1973  Annual  Session. 

President:  Don  R.  Clark,  Roswell. 

President-Elect:  Armin  T.  Keil,  Raton. 

Vice  President:  U.  G.  Hodgin,  Albuquerque. 
Secretary-Treasurer:  Ronald  V.  Dorn,  Albuquerque. 

Immediate  Past  President:  Vaun  T.  Floyd,  Albuquerque. 
Speaker,  House  of  Delegates:  W.  J.  Hossley,  Demlng. 

Vice  Speaker,  House  of  Delegates:  Rex  G.  Quigley,  Hobbs. 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis. 

Alternate  Delegate  to  A.M.A.:  Emmit  M.  Jennings.  Roswell. 
Councilors  for  Three  Years:  Samuel  E.  Neff,  Clovis,  District 
IV;  Walter  J.  Hopkins,  Lovington,  District  V;  Jack  L.  Coats, 
Farmington,  District  VII. 

Councilors  for  Two  Years:  Adrian  H.  Bodelson,  Santa  Fe, 
District  II;  John  J.  Smoker,  Raton,  District  I. 

Councilors  for  One  Year:  William  C.  Gorman,  Albuquerque, 
District  HI;  John  M.  McGuire,  Alamogordo,  District  VI. 
Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Assistant  Scientific  Editor  for  New  Mexico,  Rocky  Mountain 
Medical  Journal:  William  S.  Curran,  Albuquerque. 

Associate  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Mr.  Ralph  R.  Marshall,  Albuquerque. 

Executive  Director:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vista 
Boulevard  NE,  Albuquerque  87106.  Telephone  (505)  265-8494. 
Assistant  Executive  Director:  Mr.  Thomas  A.  Bodnar,  Albu- 
querque. 


Utah  State  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Session. 

President:  William  R.  Christensen,  Granger. 

President-elect:  J.  Louis  Schricker,  Jr.,  Salt  Lake  City. 

Past  President:  Merrill  C.  Daines,  Logan. 

Honorary  President:  Stanley  M.  Clark,  Provo. 

Secretary:  Howard  G.  McQuarrie,  Salt  Lake  City. 

Treasurer:  Scott  M.  Smith,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Alan  R.  Nelson,  Salt  Lake  City. 
Speaker,  House  of  Delegates:  William  Knox  Fitzpatrick,  Salt 
Lake  City. 

Vice  Speaker,  House  of  Delegates:  John  W.  Emmett,  Logan. 
Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 

Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Hoyt 

W.  Brewster,  Salt  Lake  City. 

Executive  Director:  Mr.  Hoyt  W.  Brewster,  42  South  Fifth  East 
Street,  Salt  Lake  City  84102.  Telephone  (801)  355-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1973 — Terms  of  Officers  and  Committeemen  ex- 
pire December  31,  1973.  Terms  of  office  (with  the  exception 
of  Delegate  and  Alternate  Delegate  to  AMA)  expire  at  the 
end  of  the  calendar  year  rather  than  at  the  Annual  Session. 
President:  Donald  F.  Mahnke,  Casper. 

President-elect:  Paul  R.  Yedinak,  Rock  Springs. 

Vice  President:  Donald  B.  Hunton,  Cheyenne. 

Secretary:  Patrick  D.  Nolan,  Buffalo. 

Treasurer:  Goode  R.  Cheatham,  Jr.,  Casper. 

Delegate  to  A.M.A.:  Fenworth  M.  Downing,  Sheridan. 
Alternate  Delegate  to  A.M.A.:  John  J.  Corbett,  Casper. 
Speaker  of  the  House:  Theodore  L.  Johnston,  Cheyenne. 

Vice  Speaker  of  the  House:  David  F.  Cook,  Jackson. 
Immediate  Past  President;  William  G.  Erickson,  Lander. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Robert  Smith,  Cheyenne. 

Executive  Secretary:  Mr.  Robert  Smith,  P.O.  Box  1387, 
Cheyenne,  Wyoming  82001.  Telephone  (307  ) 634-7305. 


for  February  1973 
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WANT  ADS 


DESIROUS  OF  ANOTHER  INTERNIST  with  future  partner- 
ship a possibility.  Office  space  available  with  board  certified 
internist:  three  hospital  staffs,  established  practice.  Contact 
William  E.  Hav,  MD,  1955  Pennsylvania  Street,  Denver,  Colo- 
rado 80203,  (303)  623-8209.  372-7-TF 


GENERAL  PRACTITIONERS  NEEDED  for  solo  or  group 
practice  opportunities  in  9.000  population  community  in  the 
center  of  the  Great  Lakes  of  Nebraska,  with  new  hospital 
under  construction.  Present  hospital  staff  includes  eight  gen- 
eral practitioners,  one  general  surgeon,  two  orthopedic  sur- 
geons. two  pathologists,  one  radiologist,  one  urologist,  and  one 
cardiologist.  Contact  Medical  Recruitment  Council,  Box  337, 
McCook,  Nebraska  69D01,  i308i  345-3200.  273-3-3B 


OB-GYN  NEEDED  by  nine-man  group  in  Montana.  $45,000 
guaranteed  salary  first  year  or  percentage  of  volume,  which- 
ever greater.  Full  partnership  the  second  year  if  mutually 
agreeable.  Write  Box  1272-1-3,  Rocky  Mountain  Medical 
Journal,  1809  East  18th  Avenue,  Denver,  Colorado  80218. 

1272-1-3 


UROLOGIST  NEEDED  to  join  20-doctor  multispecialty  group 
in  Longmont,  Colorado,  just  one  hour  from  downtown  Den- 
ver. Contact  James  G.  Meador,  Clinic  Manager,  The  Longmont 
Clinic,  1925  West  Mountainview  Avenue,  Longmont,  Colorado 
80501.  telephone  (303)  776-1234.  1272-2-3 


HEALTH  OFFICER  for  the  Jefferson  County  Health  Depart- 
ment. Headquarters  in  the  Denver  area.  Position  requires 
physician  with  MPH  and  public  health  experience.  Beginning 
salary  $30,000.  Contact  Director  of  Administrative  Services 
Division,  Colorado  Department  of  Health,  4210  East  11th 
Avenue.  Denver.  Colorado  80220.  173-3-2B 


COLORADO  LICENSED  CLINICAL  PATHOLOGIST  seeks  ap- 
pointment as  supervisor  of  a hospital  transfusion  service. 
Capable  of  organizing  new  department.  Available  immediately. 
References  and  curriculum  vitae  may  be  obtained  by  con- 
tacting Box  273-6-2B,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218.  273-6-2B 


NORTHWEST  ALASKA— PHYSICIANS:  The  Norton  Sound 
Health  Corporation,  a regional  consumer-controlled  medical 
delivery  system  serving  15  Eskimo  villages  is  seeking  appli- 
cations for  physicians’  services  to  commence  July  1,  1973  or 
before.  The  area  served  by  the  Corporation  is  characterized 
by  high  mortality  and  morbidity  incidence  in  16  isolated  com- 
munities ranging  from  70-550  persons,  spread  over  79,000  square 
miles.  For  these  reasons,  the  Corporation  relies  on  indigenous 
paraprofessionals  as  primary  care  providers,  supported  by  pro- 
fessional services.  The  job  description  for  Corporation  phy- 
sicians includes  the  following:  (1)  To  travel  to  the  outlying 
vUlages  and  hold  periodic  clinics.  (2 1 To  provide  services  in  a 
small  community  hospital.  (31  To  serve  as  a medical  resource 
to  the  Health  Aide  Training  staff  in  structuring  ongoing  para- 
professional  medical  training  curriculum.  Salary  negotiable, 
with  minimum  range  of  $30,(X)0-35,000  per  year  and  housing 
allowance.  Write  to  Caleb  Pungowiyi,  Executive  Director, 
Norton  Sound  Health  Corporation,  Box  966,  Nome,  Alaska 
99762.  173-1-2B 


LOCUM  TENENS  NEEDED  for  three  months  for  25-bed  rural 
hospital  in  northern  New  Mexico.  If  you  are  a family  prac- 
titioner or  internist  interested  in  working  in  a modern  well 
equipped  institution  beautifully  located  near  the  Rocky 
Mountains  in  a tri-cultural  area,  this  is  a fine  opportunity. 
Salary  is  $2,000  a month.  Contact  Jay  Harris,  MD,  Presby- 
terian Medical  Services,  P.O.  Box  2384,  Santa  Fe,  New  Mexico 
87501.  173-11-2B 


GOLDEN,  COLORADO:  New  medical-dental  building;  com- 
pletion Fall  1973;  will  build  to  suit.  Excellent  opportunity 
for  GP  and  specialist  to  practice  in  expanding  Denver  suburb 
in  foothills  of  Rocky  Mountains.  Golden  Professional  Building, 
2007  Jackson,  Golden,  Colorado  80401.  (303)  279-9855. 

173-10-2B 


CHOICE  LAKEWOOD,  COLORADO  LOCATION  for  medical 
and  dental  offices.  Completed  by  February  1973.  Call  (303) 
455-7545.  1172-6-TFB 


WINTER  PARK  CONDOMINIUM  for  rent.  Completely  fur- 
nished three-bedroom  sleeps  eight.  Livingroom  with  moss 
rock  fireplace.  Located  in  quiet  wooded  area.  Private  fishing 
pond.  Recreation  building  with  pool.  Shuttle  bus  to  ski  area. 
Reasonable  day  and  weekly  rates.  Call  (303  ) 756-1340. 

273-5- IB 


WILL  SUBLET  OFFICE  SPACE:  900  sq.  ft.,  completely  car- 
peted, well  decorated,  with  or  without  equipment.  Three 
examining  rooms,  doctor’s  and  receptionist  offices,  waiting 
room,  x-ray  or  lab,  private  restroom.  Also  x-ray  equipment 
for  sale.  Call  (303)  333-1587  between  8:30  and  5:00,  or  write 
E.  J.  Horsley,  MD,  1633  Fillmore  Street,  Denver,  Colorado 
80206.  1272-7-4B 


PHYSICIAN  EDUCATION  PROGRAM  IN  FAMILY  PLAN- 
NING at  UCLA.  Sponsored  by  the  American  College  of 
Obstetrics  and  Gynecology.  Approved  for  credit  by  the  Amer- 
ican Academy  of  General  Practice.  Six  (6)  courses  for  six  (6) 
physicians  each  from  January  through  June  1973.  Seven-day 
individualized  program  with  a “core”  curriculum  and  elective 
courses.  Didactic,  clinical,  surgical,  and  community  experience 
in  family  planning.  For  more  information  contact  Irvin  M. 
Cushner,  MD,  OB-GYN  Department,  UCLA,  Center  for  Health 
Sciences,  Los  Angeles,  California  90024.  Telephone:  (213) 
825-1046.  273-1-4B 


PSYCHIATRIST  NEEDED  in  private  practice  in  academic 
community  located  in  the  mountains  of  Northern  New  Mex- 
ico. Associate  with  multi-specialty  group  of  23  MD’s.  Assume 
established  practice  of  psychiatrist  returning  to  academic 
post.  Anticipated  annual  income  over  $40,000.  Contact;  Richard 
Honsinger,  Jr.,  MD,  Chief  of  Staff,  or  Robert  D.  Hill,  Adminis- 
trator, Los  Alamos  Medical  Center,  Los  Alamos,  New  Mexico 
87544,  (505)  662-4201.  173-5-3 


FOR  RENT  in  Southeast  Denver:  1,000  sq.  ft.  in  new  office 
with  three  pediatricians.  Available  about  April  1.  Good 
parking.  Call  (303  ) 355-2359.  173-4-3B 


DUKE  MEDICAL  S’TUDENT  with  one  year  basic  science,  one 
year  clinical  experience,  desires  to  work  and  learn  with 
general  practitioner  or  group.  Available  between  April  and 
September  1973.  Please  write:  R.  Zaino,  Box  2893,  Duke  Hos- 
pital, Durham,  North  Carolina  27706.  273-2-3B 


PHYSICIANS  WANTED.  Socorro  County  has  12,000  population 
and  few  physicians  in  private  practice.  Aggressive  45-bed 
general  hospital  under-utilized.  Adults  under-served  in  in- 
ternal medicine.  For  information  write  Administrator  Don 
Densford,  P.O.  Box  947,  Socorro,  New  Mexico  87801.  273-4-lB 


PHYSICIAN:  CARSON  CITY,  NEVADA  offers  clean  air,  tm- 
excelled  recreational  facilities,  rural  living  minutes  from 
Reno,  four  hours  from  San  Francisco.  Welfare  Meclical  Care 
Officer,  classified  State  position:  Minor  L.  Kelso,  Chief,  Medi- 
cal Services,  (702  ) 882-7581.  173-9-2B 


FOR  RENT 

Space  in  attractive  new  build- 
ing 2290  Kipling  Street,  Lake- 
wood.  Plenty  of  parking.  Ideal 
location. 

One  1800  sq.  ft.  area 
One  2000  sq.  ft.  area 
Will  divide 

Call 

232-3737,  233-3263,  or 
233-2906 
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LIFE  IS  WORTH  LIVI!\IG ...  Porsche  and  Audi  make  it  all  happen! 


Colorado  is  the  place  to  put  it  all  together... to  live  life  to  its  fullest  and  to  enjoy  a Porsche  or  an  Audi 
to  its  fullest!  “Bob”  Hagestad  Porsche-Audi  in  the  Denver  metropolitan  area  is  headquarters  for  Porsche 
and  Audi  sales  and  service.  Drop  by  and  test  drive  one  of  these  two  fine  automobiles  today! 


BOB  HAGESTAD 

9201  W.  COLFAX  • 238-81C1 

DENVER  / LAKEWOOD,  COLORADO 


A COMPLETE  MEDICAL  PLAZA 

(Lakewood) 

WEST  ALAMEDA  MEDICAL  PLAZA 

6900  West  Alameda  Avenue 

(East  and  Next  to  Villa  Italia  Shopping  Center) 

75%  Full  70,000  Sq,  Ff,  Remaining 

Alreody  Avaifable!  An  Independent  Physical  Therapy  Department 
Colorado  Pathologist  Regional  Laboratory 
Radiologist,  Pharmacy,  and  other  Specialties 

Work  Directly  with  Owner  and  Defign  Your  Own  Suite 

Call  Anytime;  Jack  J.  Mowder,  Owner-Manager,  922-3525  or  986-6683 
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A real  estate  exchange  can 

HELP  YOU 

To  change  investment  location 
To  decrease  loan  payment 
To  d ivide  ownership 
To  balance  portfolio 
To  diversify  risk 
To  assume  larger  mortgage 
To  decrease  management 
To  upgrade  quality 
To  avoid  a cash  sale 
To  upgrade  size 
To  avoid  capital  gains  tax 
To  acquire  new  tax  basis 
To  acquire  management 
To  increase  leverage 
To  make  a profit 
To  increase  income 
To  build  an  estate 
To  raise  cash 

Find  out  how  / can 

HELP  YOU 

Call  for  appoinfmenf 

758-6633 

PAUL  S.  TOLT2 

Realtor 

Real  Estate  Consultant 

Denver,  Colorado 
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REPUBLIC  BUILDING  CORPORATION 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Build- 
ing is  the  best-known  Medical- 
Dental  Center  in  the  Rocky 
Mountain  West,  complete  with 
24-hour  operation.  X-ray;  patho- 
logical and  dental  laboratories, 
pharmacy,  drug  and  supply 
stores. 

With  the  completion  of  the 
new  500-car,  self-service  parking 
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designed  and  operated  for  the 
medical  and  dental  professions— 
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breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphet  f 
late  HCI  is  theoretically  possible  at  high  dosag£)o 
not  exceed  recommended  dosages.  Administer  Ith 
caution  to  patients  receiving  addicting  drug  or 
known  to  be  addiction  prone  or  having  a histoof. 
drug  abuse.  The  subtherapeutic  amount  of  atrciei 
is  added  to  discourage  deliberate  overdos'e;;* 
strictly  observe  contraindications,  warnings  and*-] 
cautions  for  atropine;  use  with  caution  in  chiljsn 
since  signs  of  atropinism  may  occur  even  witt 
recommended  dosage. 

Adverse  reactions:  Atropine  effects  include  dryss 
of  skin  and  mucous  membranes,  flushing -andri- 
nary  retention.  Other  side  effects  with  Lomoti  n- 
clude  nausea,  sedation,  vomiting,  swelling  one 
gums,  abdominal  discomfort,  respiratory  depres  s,  ‘ 
numbness  of  the  extremities,  headache,  dizzins, 
depression,  malaise,  drowsiness,  coma,  leth  ly, 


indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


IMPORTANT  INFORMATION;  This  is  a Sched- 
uie  V substance  by  Federai  taw:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity. reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Respiratory  depression  may  recur  in  spite  of  an 
initial  response  to  Nalfine®  (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


airexia,  restlessness,  euphoria,  pruritus,  angioneu- 
rc,:  edema,  giant  urticaria  and  paralytic  ileus. 

Oage  and  administration:  Lomotil  is  contraindi- 
f,id  in  children  less  than  2 years  old.  Use  only 
J-iotil  liquid  for  children  2 to  12  years  old.  For 
as  2 to  5 years,  4 mi.  (2  mg.)  t.I.d.;  5 to  8 years, 
4 I.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
ti.lis  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
‘"■ets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (ID 
4 5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
it  as  one  fourth  of  the  initial  dosage.  Make  down- 
iit  j dosage  adjustment  as  soon  as  initial  symptoms 
a controlled. 

^ medication  out  of  the  reach 

children  since  accidental  overdosage  may  cause 
Mre,  everi  fatal,  respiratory  depression.  Signs  of 
crdosage  include  flushing,  lethargy  or  coma,  hypo- 
t'c  reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
t-iia  and  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Va  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  'h  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


The  causes  of  diarrhea  are  as 
varied  as  man’s  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  (diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea, 

LOMOTIL 

TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 
Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 

Atropine  sulfate 0.025  mg. 

SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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MINOCIN*  made  the  difference  in  just  eight  days*. 


Clinical  Data; 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 100  mg:  200  mg  stat,  100  mg  every  12 
hours.  Medication  began  QH 11} . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken9/14/71. 

Concomitant  therapy:  None.+ 


Semisynthetic 

MINOatf 

MINOCYCLINE  HQ 

Capsules,  100  mg:  2 stat,  1 q 12  h. 


Minocycline  is  a tetracycline  with  activity  against  a wide 
range  of  gram-negative  and  gram-positive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yel- 
low-gray-brown). This  is  more  common  during  long-term  use 
but  has  been  observed  following  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines, 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated.  In 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and,  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines. Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  Im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia,  hyper- 
phosphatemia, and  acidosis.  Pregnancy:  In  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  in  fetal  tissues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  in  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established. 
Newborns,  inlants  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue.  Pre- 
matures, given  oral  doses  of  25  mg. /kg.  every  6 hours,  dem- 
onstrated a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk 
of  lactating  women  who  are  taking  a drug  of  this  class.  Safe 


use  has  not  been  established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Patients  on  anticoagulant 
therapy  may  require  downward  adjustment  of  such  dosage. 
Test  for  organ  system  dysfunction  (e.g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group  A beta  hemo- 
lytic streptococcal  infections  for  at  least  10  days.  Avoid  giv- 
ing tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopapular  and 
erythematous  rashes.  Exfoliative  dermatitis  (uncommon). 
Photosensitivity  is  discussed  above  ("Warnings”).  Renal 
toxicity:  rise  in  BUN,  dose-related  (see  "Warnings").  Hyper- 
sensitivity reactions:  urticaria,  angioneurotic  edema,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in  high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands;  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age, disappearing  rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia, 
eosinophilia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  MINOCIN  is  not  notably  influenced  by  foods  and  dairy 
products. 


Indicated  In  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection. 

tCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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SLEEP  STAGES 


DYNAMICS  OF  SLEEP 


For  adult  patients  who  can’t 
fall  asleep...and  for  the  elderly 
patient  who  can’t  stay  asleep 

Polygraphic  measurements  of  insomniac  patients  enable  scientists  at 
sleep  research  laboratories  to  construct  profiles  of  sleep  like  the  ones  below.’* 


Differences  in  sleep  problems  demonstrated 
in  the  sleep  research  laboratory 


Polygraphic  measurements  at  sleep  re- 
search laboratoriesdemonstrate  5 sleep  stages. 
Stages  1 through  4 are  progressive,  from  light- 
est to  deepest  sleep.  The  fifth  stage  is  REM 
sleep,  characterized  by  rapid  eye  movements 
and  linked  with  dreaming.  Typically,  a young 
adult  sleeps  more  deeply  and  has  more  REM 
time  than  an  elderly  person.  The  youthful  per- 


son also  awakes  less  frequently  duringthe  night. 

Insomnia  problems,  too,  differ  with  age. 
Under  the  age  of  50,  difficulty  falling  asleep 
is  the  most  frequent  complaint,  whereas  for 
patients  over  50,  difficulty  staying  asleep  char- 
acterized by  frequent  and  prolonged  nocturnal 
awakenings  or  very-early-in-the-morning  final 
awakenings  appears  to  be  the  primary  problem. 


The  sleep  profiles  above  are  artist’s  representations  of  abnormal  profiles  as  might  be  seen  in  the 
sleep  research  laboratory  for  the  insomnia  types  indicated. 


SLEEP  STAGES 


Dalmane®  (flurazepam  HCI) 

Demonstrated  effeotiwe 
by  the  science  of  sleep 
research 

Measurements  in  the  sleep  research  laboratory  that 
demonstrate  differences  in  sleep  patterns  also  document 
the  effectiveness  of  Dalmane  (flurazepam  HCI).  Hundreds 
of  hours  of  experience’’’®  with  young  adult  problem 
sleepers  demonstrated  that: 

One  capsule  of  Dalmane  at  bedtime  usually: 

■ produced  sleep  within  1 7 minutes 

■ decreased  nocturnal  awakenings  and  time  awake 
after  sleep  onset 

■ provided  7 to  8 hours  of  sleep  without  need  to  repeat 
dosage  during  the  night. 

White  no  adverse  clinical  reactions  with  Dalmane  were 
reported  in  these  studies,  dizziness,  drowsiness, 
lightheadedness  and  the  like  have  been  noted,  particularly 
in  the  elderly  and  debilitated.  (An  initial  dose  of  Dalmrne 
15  mg  should  be  prescribed  for  these  patients.) 

DALMANE* 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  15-mg  capsule  li.s.— initial  dosage  for  elderly 
or  debilitated  patients. 

One  30-mg  capsule  fi.s. —usual  adult  dosage. 


For  a summary  of  product  information,  please  see  next  page. 
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Demonstrated  effective  by  the  science  i 
of  the  sleep  research  laboratory 

DALMANE^ 

(flurazepam  HQ) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h.s.— usual  adult  dosage. 

One  15-mg  capsule  /i.s.— initial  dosage  for  elderly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  in- 
somnia characterized  by  difficulty  in 
falling  asleep,  frequent  nocturnal  awak- 
enings and/or  early  morning  awakening; 
in  patients  with  recurring  insomnia  or 
poor  sleeping  habits;  and  in  acute  or 
chronic  medical  situations  requiring  rest- 
ful sleep.  Since  insomnia  is  often  tran- 
sient and  intermittent,  prolonged  admin- 
istration is  generally  not  necessary  or 
recommended. 

Contraindications:  Known  hypersensitiv- 
ity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15 
years  of  age.  Though  physical  and 
psychological  dependence  have  not 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  those  who  might 
increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15 
mg  to  preclude  oversedation,  dizziness 
and/or  ataxia.  If  combined  with  other 
drugs  having  hypnotic  or  CNS-depres- 
sant  effects,  consider  potential  additive 
effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  ten- 
dencies. Periodic  blood  counts  and  liver 
and  kidney  function  tests  are  advised 
during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsi- 
ness, lightheadedness,  staggering,  ataxia 
and  falling  have  occurred,  particularly 


in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  in- 
tolerance or  overdosage, have  been  re- 
ported. Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  Gl  pain,  ' 
nervousness,  talkativeness,  apprehen-  i 
sion,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  diffi- 
culty in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness 
of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  an-  - 
orexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  halluci- 
nations and  elevated  SGOT,  SGPT,  total  , 
and  direct  bilirubins  and  alkaline  phos- 
phatase. Paradoxical  reactions,  e.g.,  ex-  J 
citement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  in- 
stances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dos-  . 
age:  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg  '.;v. 
initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


ROCHE  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc.  > 

Nutley,  New  Jersey  07110  * 


JOIJRIVAL 

Editorial  and  Business  Office 

1601  E.  19th  Ave. 

Denver,  Colorado  80218 
Telephone  534-8580  (area  code  303) 


Publication  Office 

2177  West  7th  Avenue 
Denver,  Colorado  80204 


Rocky  Mountain  Medical  Jour- 
nal is  listed  in  Current  Con- 
tents/Clinical  Practice. 


Address  all  correspondence  re- 
lating to  subscriptions,  advertis- 
ing or  address  changes  to  Edi- 
torial and  Business  Office. 

Address  all  manuscripts,  organi- 
zation and  other  news  items 
relating  to  editorial  content  to 
appropriate  state  editor,  see 
below. 


Articles 

29  Medical  School  Without  Walls 

32  Linkage  of  Biochemical  Determinants  oe 

Pathogenicity  in  Staphylococcal  Isolates 


36  Fatal  Septicemia  with  Aeromonas 
Hydrophila 

39  Surgery  for  Angina 


43  Suicide  in  Nevada 


50  Ulcerative  Colitis  Proximal  io 
Carcinoma  of  the  Colon 


OUR  COVER  PHOTO 
The  new  Fred  M.  Anderson  Health 
Sciences  Building  on  the  University  of 
Nevada,  Reno  campus  is  used  daily  by 
students  in  the  School  of  Medical  Sci- 
ences. The  $946,000  facility,  with  more 
than  21,000  sq.  feet,  was  completed 
during  the  Summer  of  1972.  The  build- 
ing holds  several  faculty  offices  and 
laboratories,  two  classrooms,  a self- 
learning  center  and  study  areas. 


73  Officers  Page 

74  Want  Ads 

75  Index  to  Advertisers 


Organization 

55  Nevada — Proceedings  of  the  House  of  Delegates 
59  Wyoming 

Features 

65  Meetings 
68  Obituaries 
70  Medical  School  Notes 


Joseph  Digles,  Las  Vegas,  Nevada 

Robert  R.  BeUiveau,  MD,  John  W.  Grayson,  MD, 
Thorne  J.  Butler,  MD,  and  Henry  B.  Soloway,  MD, 

Las  Vegas,  Nevada 

Jo.seph  L.  Kovarik,  MD,  Leroy  J.  Sides,  MD, 
and  Joseph  R.  Becky,  MD,  Denver 

Jerry  N.  Zebrack,  MD,  and  Robert  J.  Barnet,  MD, 

Reno,  Nevada 

Janies  Mikawa,  PhD,  and  Colleen  Stotler,  MA, 

Reno.  Nevada 

John  B.  Campbell,  MD,  Denver 


ROCKY  MOCJVTAIIV  MEDICAL 

Title  Registered  U.  S.  Patent  Office 


MARCH  1973 
Volume  70,  Number  3 

Editorials 

27  Medical  Curriculum — Some  Observations 

28  Why  Not  a Doctor? 


Colorado;  Carl  H.  McLauthlin,  MD,  Scientific 
Editor  and  Chairman  of  the  Board,  510  Re- 
public Building,  Denver  80202. 


Montana:  Gerald  A.  Diettert,  MD,  Scientific 
Editor,  P.O.  Box  1307,  Missoula  59801;  L. 
Russell  Hegland,  Associate  Editor,  2021 
Eleventh  Ave.,  Helena  59601. 


EDITORIAL  BOARD 

Nevada:  Harry  J.  McKinnon,  Jr.,  MD,  Scien- 
tific Editor,  3196  Maryland  Parkway  South, 
Las  Vegas  89109;  Wesley  W.  Hall,  MD,  Assist- 
ant Scientific  Editor,  607  North  Arlington 
Avenue,  Reno  89503;  Nelson  B.  Neff,  Associate 
Editor,  3660  Baker  Lane,  Reno  89502. 

New  Mexico:  Marcus  J.  Smith,  MD,  Scientific 
Editor,  141  East  Palace  Avenue,  Santa  Fe  87501; 
William  S.  Curran,  MD,  Assistant  Scientific 
Editor,  801  Encino  Place,  N.E.,  Albuquerque 
87106;  Ralph  R.  Marshall,  Associate  Editor, 
3010  Monte  Vista  Boulevard,  N.E.,  Albuquerque 
87106. 


Utah:  Alan  E.  Lindsay,  MD,  Scientific  Editor, 
699  East  South  Temple  Street,  Salt  Lake  City 
84102;  Hoyt  W.  Brewster,  Associate  Editor,  42 
South  Fifth  East  Street,  Salt  Lake  City  84102. 


Wyoming:  Francis  A.  Barrett,  MD,  Scientific 
Editor,  1616  East  19th  Street,  Cheyenne  82001; 
Robert  Smith,  Associate  Editor,  P.O.  Box  1387, 
Cheyenne  82001. 


Donald  G.  Derry,  Managing  Editor 

Ownership  and  Sponsorship:  The  Rocky  Mountain  Medical  Journal  is 
owned  by  the  Colorado  Medical  Society  and  is  published  monthly  as  a 
nonprofit  enterprise  for  the  mutual  benefit  of  the  organization  which 
jointly  sponsor  it.  It  is  published  under  the  direction  of  the  Board 
of  Trustees  of  the  Colorado  Medical  Society,  assisted  by  an  Editorial 
Board  representing  the  sponsoring  organizations.  It  is  the  Official 
Journal  of  the  Rocky  Mountain  Medical  Conference  and  those  medical 
societies  who  are  represented  on  the  Editorial  Board  listed  above. 

Second  class  postage  ; 


Douglas  W.  Macomber,  MD,  Scientific  Editor  Emeritus 

Advertising:  National  representative:  State  Journals  West,  693  Sutter 
Street,  San  Francisco,  California  94102. 

Subscription:  $7.00  per  year  in  advance,  postpaid  in  the  United  States 
and  its  possessions;  single  copy  60c  plus  postage.  Subscription  is  in- 
cluded in  medical  society  dues  of  sponsoring  state  medical  organiza- 
tions. 

Copyright;  This  Journal  is  copyright,  1973,  by  the  Colorado  Medical 
Society.  Requests  for  permission  to  reproduce  anything  from  the 
columns  of  this  .lournal  should  be  addressed  to  the  Journal  Office, 
d at  Denver,  Colorado 


G«l*  problems 
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[‘MilpatK  can  cut  down  her  complaints 
^ by  helping  to  control: 
:bloating/cramping/pain/‘nervous  stomacK 
when  aggravated  by  anxiety  and  tension  " 
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CONTRAINDICATIONS:  Tridihexethylt;h!oride:  Previous  allergic 
! or  idiosyncratic  reactions  to  it  or  related  compounds:  urinary 
bladder-neck  obstructions  (e.g..  prostatic  obstructions  due  to 
hypertrophy);  pyloric  obstructions  because  of  reduced  motility 
and  tonus:  organic  cardiospasm  (megaesophagus):  glaucoma: 

: possibly  in  stenosing  gastric  or  duodenal  ulcers  \with  significant 
gastric  retention,  isfeprobamate:  Acute  intermittent  porphyria 
and  allergicor  idiosyncratic  reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol,  mebutamate.  tybamate, 
carbromal. 

WARNINGS;  Meprobamate:  Drug  Dependence:  Physical  and 
psychological  dependence  and  abuse  have  occurred.  Chronic 
intoxication,  from  prolonged  use  and  usually  greater  than  recom- 
mended doses,  leads  to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervise  doseand  amounts  prescribed,  and  avoid  prolonged 
use,  especially  in  alcoholics  and  addiction-prone  persons.  Sudden 
withdrawal  after  prolonged  and  excessive  use  may  precipitate 
recurrence  of  pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g.,  vomiting,  ataxia,  tremors, 
muscle  twitching,  confusional  states,  hallucinosis:  rarely  convul- 
sive seizures,  more  likely  in  persons  with  CNS  damage  or 
pre-existent  or  latent  convulsive  disorders).  Therefore,  reduce 
dosage  gradually  (1-2  weeks)  or  substitute  a short-acting  bar- 
biturate, then  gradually  withdraw.  Potentially  Hazardous  Tasks: 
Driving  a motor  vehicle  or  operating  machinery.  Additive  Ef- 
fects: Possible  additive  effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psychotropic  drugs.  Pregnancy 
and  Lactation:  Safe  use  not  established:  weigh  potential  bene- 
fits against  potential  hazards  in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Animal  data  at  five  times  the 
maximum  recommended  human  dose  show  reduction  in  litter 
size  due  to  resorption. 

PRECAUTIONS:  Tridihexethyl  chloride:  Use  cautiously  in  elderly 
males  (possible  prostatic  hypertrophy).  Meprobamate;  To  avoid 
oversedation,  use  lowest  effective  dose,  particularly  in  elderly 
and/or  debilitated  patients.  Consider  possibility  of  suicide  at- 
tempts; dispense  least  amount  of  drug  feasible  at  any  one  time. 


For  most  patients: 

‘MilpatH“400 

(meprobamate  400  mg  -t- 
tridihexethyl  chloride  25  mg) 

Usual  adult  dose:  One 
tablet  ti.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


When  spasm  is  severe: 

‘Milpath’-200 

(meprobamate  200  mg  + 
tridihexethyl  chloride^  mg) 

Usual  adult  dose:  Two 
tablets  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


INDICATIONS;  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research  Council 
and/or  other  information,  FDA  has  classified  the  indica- 
tion as  follows; 

“Possibly”  effective:  as  adjunctive  therapy  in  peptic 
ulcer  and  in  the  irritable  bowel  syndrome  (irritable  colon, 
spastic  colon,  mucous  colitis,  and  functional  gastrointesti- 
nal disorders),  especially  when  accompanied  by  anxiety 
or  tension. 

Final  classification  of  this  indication  requires  further 
investigation. 


To  avoid  excess  accumulation,  use  caution  in  patients  with 
compromised  liver  or  kidney  function.  Meprobamate  may -pre- 
cipitate seizures  in  epileptics. 

ADVERSE  REACTIONS:  Tridihexethyl  chloride:  Dry  mouth 
(fairly  frequent  at  oral  doses  of  100  mg),  constipation  or 
“bloated”  feeling,  tachycardia,  bradycardia,  dilated  pupils,  in- 
creased ocular  tension,  weakness,  nausea,  vomiting,  headache, 
drowsiness,  urinary  hesitancy  or  retention,  dizziness.  Mepro- 
bamate: Central  Nervous  System:  Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo,  weakness,  paresthesias, 
impairment  of  visual  accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity.  Gastrointestinal: 
Nausea,  vomiting,  diarrhea.  Cardiovascular:  Palpitations,  tachy- 
cardia. various  forms  of  arrhythmia,  transient  ECG  changes, 
syncope:  also  hypotensive  crises  (including  one  fatal  case). 
Allergic  or  Idiosyncratic:  Usually  after  1-4  doses.  Milder  reac- 
tions: itchy,  urticarial,  or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin).  Other:  leukopenia,  acute 
nonthrombocytopenic  purpura,  petechiae.  ecchymoses,  eosin- 
ophilia,  peripheral  edema,  adenopathy,  fever,  fixed  drug  erup- 
tion with  cross  reaction  to  carisoprodol.  and  cross  sensitivity 
between  meprobamate/mebutamate  and  meprobamate/car- 
bromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills, 
angioneurotic  edema,  bronchospasm.  oliguria,  anuria,  anaphy- 
laxis. erythema  multiforme,  exfoliative  dermatitis,  stomatitis, 
proctitis.  Stevens-Johnson  syndrome,  bullous  dermatitis  (one 
fatal  case  after  meprobamate  plus  prednisolone).  Stop  drug, 
treat  symptomatically  (e  g.,  possible  use  of  epinephrine,  anti- 
histamines, and  in  severe  cases  corticosteroids).  Hematologic 
Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely,  thrombocytopenic  pur- 
pura, Other:  Exacerbation  of  porphync  symptoms. 

USUAL  ADULT  DOSAGE:  One  'Miipath-400  (meprobamate  400 
mg -I- tridihexethyl  chloride  25  mg)  tablet  three  tunes  a day  at 
mealtimes  and  2 at  bedtime.  For  greater  anticholinergic  effect, 
2 ‘Milpath-2(X)  (meprobamate  203  rng  * tridihexethyl  chloride 
25  mg)  three  times  a day  at  mealtimes  and  2 at  bedtime.  Mepro- 
bamate dose  should  not  exceed  2400  mg  daily. 

Not  for  use  in  children  under  age  12. 

OVERDOSAGE:  Tridihexethyl  chloride:  Acute  overdosage  can 
produce  dry  mouth,  difficulty  swallowing,  marked  thirst:  blurred 
vision,  photophobia:  flushed,  hot.  dry  skin,  rash:  hyperthermia: 
palpitations,  tachycardia  with  weak  pulse,  elevated  blood  pres- 
sure: urinary  urgency  with  difficulty  in  micturition:  abdominal 
distention:  restlessness,  confusion,  delirium  and  other  signs 
suggestingacute  organic  psychosis.  Empty  stomach  after  admin- 
istration of  Universal  Antidote  and  treat  symptomatically  as 
indicated.  Meprobamate:  Suicidal  attempts  with  meprobamate, 
alone  or  with  alcohol  or  other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  death.  Empty 
stomach,  treat  symptomatically:  cautiously  give  respiratory 
assistance,  CNS  stimulants,  pressor  agents  as  needed.  Mepro- 
bamate is  metabolized  In  the  liver  and  excreted  by  the  kidney. 
Diuresis  and  dialysis  have  been  used  successfully.  Carefully 
monitor  urinary  output;  avoid  overhydration:  observe  for  pos- 
sible relapse  due  to  incomplete  gastric  emptying  and  delayed 
absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR 
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Relaxes  smooth  muscle  and  psyche/ Hilpath* 

(meprobamate+tridihexethyl  chloride) 


AVOID  POTASSIUM  DEFICIENCY  WITH... 

KLYTro.  KLYTE/GL 

potassium  supplement  potassium  supplement  with  chloride 

Manifestations  of  potassium  deficiency  may  range  through  a variety  of  signs 
and  symptoms  including  muscular  weakness  and  fatigue . . . cardiac  alterations 
discernible  by  characteristic  ECG  tracings . . . impaired  mental  function  and  diminished 
reflexes , . , impaired  respiration . . . anorexia  and  abdominal  distention. 

The  etiology  of  hypokalemia  is  also  broad,  encompassing  a number  of  clinical 
conditions.  But  most  important  of  all  may  be  a course  of  treatment  that  causes 
excessive  loss  of  body  potassium— such  as  thiazide  diuretics  and  corticosteroids. 

No  matter  what  the  etiology,  the  solution  is  usually  'potassium 
supplementatio'n. 

What  better  way  to  supplement  than  with  K-Lyte  or  K-Lyte/Cl.  Efferves- 
cent K-Lyte  tablets  supply  the  usually  recommended  dose  of  50  mEq.  potassium  daily 
in  just  two  tablets.  When  chloride  is  also  desirable,  K-Lyte/ Cl  provides  it  in  the  pre- 
ferred 1:1  ratio  to  potassium.  Both  forms  are  accurate  and  reliable  sources  of  electro- 
lyte replacement.  Administration  in  “pre-dissolved”  form  reduces  the  potential  for 
G.I.  irritation.  Finally,  you  have  a choice  of  three  delicious  flavors— a taste  of  oranges, 
tangy  lime  or  fruit  punch— all  good  enough  to  drive  a patient  to  drink. 


K-Lyte 


Each  effervescent  tablet  in 
solution  supplies  25  mEq.  potas- 
sium as  bicarbonate  and  citrate 


Each  dose  of  powder  in 
solution  supplies  25  mEq. 
potassium  chloride 


Each  tablet  or  dose  must  be  completely  dissolved  before  taking. 

Indications : K-Lyte  and  K-Lyte/Cl  are  oral  potassium  supplements  for  therapy  or  prophylaxis  of  potassium  deficiency. 
Particularly  useful  when  thiazide  diuretics  or  corticosteroids  cause  excessive  excretory  potassium  losses.  Contraindica- 
tions: Impaired  renal  function  with  oliguria  or  azotemia;  Addison’s  disease;  hyperkalemia  from  any  cause.  Warnings 
and  Precautions : Since  the  amount  of  potassium  deficiency  may  be  difficult  to  determine  accurately,  supplements  should 
be  administered  with  caution,  and  dosages  adjusted  to  the  requirements  of  the  individual  patient.  Potassium  intoxication 
rarely  occurs  in  patients  with  normal  kidney  function.  Symptoms  of  potassium  intoxication  are  variable.  They  include 
listlessness,  mental  confusion,  and  tingling  of  the  extremities.  Frequent  checks  of  the  clinical  status  of  the  patient,  ECG, 
and  serum  potassium  level  are  desirable.  In  established  hypokalemia,  attention  should  also  be  directed  toward  other 
potential  electrolyte  disturbances.  Potassium  supplements  should  be  given  cautiously  to  digitalized  patients.  To  mini- 
mize the  possibility  of  gastrointestinal  irritation  associated  with  the  oral  ingestion  of  concentrated  potassium  salt  prepa- 
ratioris,  patients  should  be  carefully  directed  to  dissolve  each  dose  completely  in  the  stated  amount  of  water.  K-Lyte/  Cl 
contains  approximately  20-25  Calories  of  sucrose  per  dose  which  should  be  considered  for  patients  with  restriction  of 
caloric  intake.  Adverse  Reactions:  Nausea,  vomiting,  diarrhea,  and  abdominal  discomfort  may  occur  with  the  use  of 
potassium  salts.  Dosage  and  Administration:  Adults:  1 tablet  or  dose  completely  dissolved,  2 to  4 times  daily,  depending 
upon  the  requirements  of  the  patient:  K-Lyte:  1 tablet  (25  mEq.  potassium)  in  3 to  4 ounces  of  cold  or  ice  water; 
K-Lyte/Cl:  1 dose  (25  mEq.  potassium  chloride)  in  6 ounces  of  cold  or  ice  water.  The  normal  adult  daily  requirement 
is  approximately  50  mEq.  of  elemental  potassium.  NOTE:  It  is  suggested  that  these 
products  be  taken  with  meals  and  sipped  slowly  over  a 5-10  minute  period.  How  Supplied: 

K-Lyte:  Effervescent  tablets— boxes  of  30  and  250  (orange  or  lime  flavors).  K-Lyte/Cl: 

Powder,  cans  of  30  measured  doses  with  scoop  (fruit-punch  flavor).  B 
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Lesion  #2— Two  days  after  Initiatioti  of  ther- 
apy. Electron  micrograph  of  solar  keratotic 
skin  from  patient’s  hand. 

Typical  abnormalities  are: 

Malpighian  cells  [containing  an  abundance  of 
thick  tonofibrils  (T)]  which  are  connected  with 
well-developed  desmosomes  (D).  Note  the 
clumped  tonofibrils  in  the  so-called  ‘dyskera- 
totic’  cell  (arrow)  indicative  of  solar  keratosis. 
No  change  can  be  noted  at  this  level  after  two 
days  of  therapy,  x 5000  (12/16/71) 


Lesion  #3<~Two  weeks  after  initiation  of  ther-  i it 
apy.  Electron  micrograph  of  skin  from  patient’s 
hand. 

Improvement  shown: 

Less  conspicuous  desmosomes  (D),  widened 
intercellular  spaces  and  Malpighian  cells 
showing  a remarkable  reduction  of  tonofibrils 
(T).  The  arrow  indicates  a degenerating 
dysk°eratQtic  cell,  x 5000(12/31/71) 


occur  as  multiple  lesions  and  chiefly  on  the  exposed 
portions  of  the  skin.  Because  they  may  be  premalignant, 
it  is  generally  agreed  that  they  should  be  treated.  Sur- 
gery, cryotherapy,  or  electrodesiccation  may  present 


acceptable  cosmetic  results  posttherapeutically. 
incidence  of  scarring  is  low.*  This  is  particularly  impr 
tant  with  multiple  facial  lesions.  Efudex  should  be  i 
applied  with  care  near  the  nose,  eyes  and  mouth. 


Selectivity  of  response 

The  easily  applied  Efudex  cream  or  solution  usually 
begins  to  show  effects  within  a few  days— an  erythema 
in  the  area  of  the  lesions.  Within  two  weeks  after  ini- 
tiation of  therapy,  this  reaction  usually  reaches  its 
height  of  unsightliness  and  discomfort,  declining  after 
discontinuation  of  therapy.  This  reaction  occurs  in 
affected  areas.  Since  the  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied  to  rule 

r\iif  r\f  q franU’  noonliacm 


in  clinical  efficacy  than  the  2%  formulation  for  lesion: 
of  the  hands  and  forearms. 

♦Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


treatment 


Ksfore  prescrlbirig,  please  corshI!  complete  product 
I formation,  a summary  of  which  follows: 

I'  ‘idications:  Multiple  actinic  or  solar  keratoses, 
i’ontraindications:  Patients  with  known  hypersensitivity  to 
hy  of  its  components. 

'arnings:  If  occlusive  dressing  used,  may  increase  inflarri" 
atory  reactions  in  adjacent  normal  skin.  Avoid  prolonged 
'<posure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
, ;3tabiished. 

j 'recaulions:  if  applied  with  fingers,  wash  hands  immediately. 

( pply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
f )i  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local-pain,  pruritus,  hyperpigmentation 
1 id  burning  at  application  site  most  frequent;  also  derma- 
I lis,  scarring,  soreness  and  tenderness.  Also  reported— in- 
imnia,  stomatitis,  suppuration,  scaling,  sv/elling,  irritability, 
ledicinal  taste,  photosensitivity,  lacrimation,  leukocytosis, 
rrombocytopenia,  toxic  granulation  and  eosinophilia. 
osage  and  Administration:  Apply  sufficient  quantity  to  cover 
Vision  twice  daily  with  nonmetal  applicator  or  suitable  glove, 
sual  duration  of  therapy  is  2 to  4 v/eeks. 
m Sypplied:  Solution,  10-mi  drop  dispensers—contalning 
;%  or  5%  fluorouracil  on  a weight/weight  basis,  com- 
ounded with  propylene  giycol,  tris(hydroxymethyl)amino- 
lethane,  hydroxypropy!  cellulose,  parabens  {methyl  and 


propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


An  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


Who  knows  vdiat  evil  liute  in 
the  mucous  membranes? 


Each  Spansule®(  brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin‘®(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide.  ‘ 

Knows  the  public’s  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient’s  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  “rose  fever,”  etc. ). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings;  Caution  patients  about  activities  requiring 
alertness  (e.g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancy.  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PBl  Determination  and  Uptake:  Isopropamide 
iodide  may  alter  FBI  test  results  and  will  suppress  I’^' 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


Bio-Science 


_ "**  Reports 


Vitamin  B12  and  Folate 

Why  and  when 

Depletion  of  Vitamin  8,2  is  the  paramount  feature  of  per- 
nicious anemia  and  is  a pathogenetic  factor  in  most  cases 
of  the  megaloblastic  syndrome.  In  true  pernicious  anemia 
or  following  total  gastrectomy,  the  deficiency  arises 
from  a selective  absorption  defect  caused  by  the  absence 
of  intrinsic  factor,  a glycoprotein  secreted  in  norma!  gas- 
tric juice.  Vitamin  B12  deficiency  may  also  occur  from  vari- 
ous other  causes,  most  important  of  which  are  the  various 
malabsorption  syndromes.  Serum  levels  are  a reliable 
indication  of  Vitamin  8,2  nutrition  when  liver  disease  and 
myeloproliferative  disorders  can  be  ruled  out.  Hepato- 
cellular damage,  especially  viral  hepatitis,  can  cause 
release  of  Vitamin  B,2-binding  protein  into  the  blood,  thus 
facilitating  an  increase  in  Vitamin  levels. 

Serum  6,2  is  decreased  in: 

Pernicious  anemia 
Malabsorption  syndrome 
Gastrectomy 

Lesions  of  the  small  intestine  — ileal  resection,  blind 
loop,  strictures,  diverticuiosis,  anastomosis,  regional 
enteritis 

Nutritional  vitamin  deficiency 
Pregnancy 

Diphyliobothrium  latum  infestation 

Serum  8,2  is  increased  in: 

Acute  and  chronic  myelogenous  leukemia 
Polycythemia  vera 
Myeloid  metaplasia 
Liver  disease  — cirrhosis,  hepatitis 


Assays: 


Megaloblastic  anemias  of  infancy  and  pregnancy  are 
frequently  the  result  of  folate  deficiency.  Infants  with 
various  pathological  conditions  are  predisposed  to  folate 
deficiencies.  Rapidly  growing  tissues  and  intensive  hema- 
topoiesis to  meet  the  steadily  expanding  biood  volume  in- 
crease the  demand  for  folate.  Reserves  are  low  even  in 
healthy  infants,  especially  those  fed  with  heated  cow’s 
milk.  Any  infection  may  produce  a clinical  deficiency  state. 

Although  some  infants  with  megaloblastic  anemia 
respond  to  small  doses  of  Vitamin  B,2,  this  therapeutic 
“cross-effectiveness”  has  not  yet  been  fully  explained  and 
treatment  with  the  “wrong”  vitamin  is  potentially  danger- 
ous. In  megaloblastic  anemias  cytological  examinations 
cannot  establish  the  specific  etiology.  Since  diagnosis  by 
therapeutic  trials  is  cumbersome,  the  investigation  of 
serum  levels  of  both  compounds  is  indicated. 

Borderline  serum  folate  levels  are  difficult  to  interpret  in 
those  patients  with  little  or  no  hematologic  changes,  fn 
such  cases  the  measurement  of  red  blood  cell  (RBC) 
folate  levels  (where  deficiency  has  been  excluded)  will 
provide  an  accurate  quantitative  guide  to  the  severity  of 
folate  deficiency.  When  RBC  folate  is  subnormal  the  indi- 
cations are  a severe  depletion  of  the  folate  content  of  both 
the  hemopoietic  and  liver  ceils. 


Bio-Science 

Laboratories 


yain  Lab:  7600  Tyrone  Ave., 
Van  Nuys,  California  91405 
Philadelphia  Branch: 

116  So.  Eighteenth  St., 
Philadelphia.  Pa.  19103 


iio-Science  Laboratories 
7600  Tyrone  Avenue 
Van  Nuys,  California  91405 
Dept.  D 


FREE 


I 

I Gentlemen:  Please  send  me,  without  obligation: 


Q A copy  of  your  Handbook  of  Specialized 
Diagnostic  Laboratory  Tests 

[]]]  A starter  lab  pack  containing  a small  supply  of 
postage-paid  mailing  containers  and  Fee  Schedule 


I Q Information  on_ 


(write  in  name  of  test) 


Name 


Address 


Zip 


HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 


This  1 90-page  book,  now  in  its  ninth 
edition,  is  a uniquely  informa- 
tive source  to  keep  you  up- 
to-date  on  the  newer 
laboratory  tests,  such 
as  Vitamin  and 
folate,  available  to  clini- 
cians. You  will  find  -it  a 
handy  reference  guide  for 
normal  values  and  quick 
summations  on  tests  which 
can  aid  in  your  diagnostic 
problems.  Copies  are  available 
to  physicians  and  lab  personnel 
without  obligation.  Simply  fill  out 
and  mail  this  coupon. 


City 


State 


• • 


KINESED©  provides  more  complete  relief. 


Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 

can  provide  a balanced  formulation  to  relieve  these  symptoms; 

□ belladonna  alkaloids —for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  tliree  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagno.sis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  d:iily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


s 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 

to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/sedative/antiflatulent 

E&ch chewable  fabfef  contains:  16  mg.  phenobarbital  (warn- 
ing; may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  [Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


CMS  Members! 


It's  called  the  Colorado  Medical  Society  Income 
Protection  Plan. 


The  Plan  is  vital  insurance  coverage  that  pays  you 
emergency  income  benefits  when  a covered  sickness 
or  accident  keeps  you  from  working. 

As  a Colorado  Medical  Society  member,  you  can 
purchase  plans  that  pay  from  $100.00  to  $1,000.00 
a month,  depending  on  the  plan  you  choose  and 
qualify  for.  The  emergency  income  benefits  are  paid 
directly  to  you  — to  use  as  you  see  fit. 

ACT  NOW!  FILL  OUT  AND  MAIL  THE  COUPON  for 
full  details  on  your  Colorado  Medical  Society  Income 
Protection  Plan.  Discover  how  it  can  help  provide 
that  extra  measure  of  financial  security  you  and 
your  family  need.  There's  no  obligation. 


Colorado  Medical  Society  Insurance  Program 

Please  send  me  full  details  on  the  Income  Protection 
Plan  available  to  me  as  a member. 


NAME. 


ADDRESS_ 

CITY.^ 


STATE. 


.ZIP. 


Mail  Coupon  to  Your  Nearest  Representative: 


CON  LITZ 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge,  Colorado  80033 


TONY  OCCHIUTO 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorodo  Springs,  Colorado  80932 


CARL  RODERICK 
2627  West  lOth  Street 
Greeley,  Colorado  80631 


UNDERWRITTEN  BY 

Mutual 

^TOmahflSL/ 

The  people  who  poij... 

Life  Insurance  Affiliate:  United  of  Omaha 


Rondomycin 

(methaQfcline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  no!  be  used  In  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  In  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level 
determinations  of  drug. The  antianabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines.  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultrayiolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  tour  months. 

Tetracyclines  haye  been  shown  to  depress  plasma  prothrombin  activity;  patients  on 
anticoagulant  therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracyciine  with  peniciilin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  monilial 
overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies 
are  known  to  occur. 

USUAL  DOSAGE:  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  tor  treating  both  males  and 
females  In  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams 
of  'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given,  (ilose  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated.  Food  and  some  dairy  products  also  Interfere.  Give 
drug  one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI, 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  12/71 

WALLACE  PHARMACEUTICALS 
LYJ  CRANBURY,  NEW  JERSEY  08512 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

RondomvGin  300.g 

[methacvcline  HCI] 


Delivers  from  the  very  first  dose: 

Uudies  show  that  after  the  first  dose  serum  levels  rapldjy  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2Vi%,  w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume.  303413R 


Hair  styles  come  and  go, 

but  Selsun*  ^(SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


1951 


Advertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

—George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 
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Are  there  significant 


differences  inbioavailabilhy 


Results  of  a questionnaire  to 
7,000  physicians: 


44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


Are  there  sign difference 
inbioavailabiUty  and  clinics 
predictability  among  drug  products 


Teacher  of  Medicine 


Alfred  Gilman,  Ph.D. 

Wm.  S.  Lasdon 
Professor  & Chairman 
Department  of 
Pharmacology 
Albert  Einstein 
College  of  Medicine  of 
Yeshiva  University 


I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 


It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  be  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by  - batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 


The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don’t  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


Clinical  Predictabilit; 
More  Important  Than  Pij 

Although  the  questiol| 
price  has  been  greatly 
aggerated,  it  is  true  I 
patients  can  on  occal 
save  money  on  gene 
drugs.  But  you  are  not 
ing  to  dare  attempt  to  s 
money  if  it  jeopardizes* 
patient’s  health.  Let’s 
turn  to  the  example  I 
has  become  very  promiij 
in  recent  years,  that  of; 
cardiac  glycosides.  T' 
are  probably  the  most  t 
drugs  we  use  with  res] 
to  the  small  difference 
tween  a maximally  effec| 
dose  and  a toxic  dose.  W, 
you  are  dealing  with  d: 
of  this  type,  the  first 
cern  must  be  clinical 
dictability.  At  the  ris) 
variations  in  bioavaib 
ity,  it  would  be  sheer  1 
to  try  to  save  the  pat 
what  might  amoun 
maybe  $10  or  $20  a 
The  physician  cannot  r 
age  his  patient  unless  I 
sure  that  the  drug  h 
prescribing  has-  the 
positive  effect  each 
the  prescription  is  rene 
This  is  especially  sig 
cant  when  the  patient  t 
the  product,  not  for  moi 
but  for  the  rest  of  his  k 
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One  of  a series 


Maker  of  Medicine 


J.  Cavallito,  Ph.D. 
cutive  Vice  President 
iyerst  Laboratories 


though  equivalence  of 


rent  preparations  of  a 
substance  may  be  de- 
by  certain  physical, 
lical  or  biological  char- 
istics,  identity  is  not 
ys  assured  even  though 
j characteristics  may 
escribed  in  compendia 
as  the  USP,  NF  or  de- 
d by  other  specific 
'Ce  standards.  More- 
even  with  equivalent 
substances,  similar 
maceutical  products 
e produced  by  differ- 
manufacturers  such 
these  products  are  bio- 
ally or  therapeutically 
ivalent. 

Growing  Awareness 
of  Potential  for 
|i  Nonequivalence 
3 experience  increases 
i1  drug  substances  de- 
i^il  from  different  sources 
iil  under  different  condi- 
it  should  be  possible 
blish  specifications  in 
lent  detail  to  minimize 
'Otential  for  their  non- 
valence. However, 
li|e  is  general  agreement 
1.;  product  therapeutic 
Ji valence  would  still  not 
5'.'5sured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance,  that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1 155  Fifteenth  Street,  N.W..  Washington,  D.C.  20005 


Occult  Blood:  often  the  first  clu<  i 

to  colon  cancer 
Hemocculf  Slides 
make  routine 


fecal  screening 
practical  office 
procedure 

Ready  for  instant  use 

Noguaiac  preparation,  heating,  or  complex  developing 
procedures.  Slide  is  ready  to  give  to  patient  for  application 
of  specimen  at  home-or  in  the  office. 

Ck>mpact...  inoffensive. ..mailable 
With  'Hemoccult',  only  a minute  stool  sample  is  required. 
Bulky,  smelly  specimens  are  eliminated.  “Inoculated" 
slides  are  easy  for  patient  to  carry  or  mail. 

Color  change  is  easy  to  read 
Positive  color  response  to  'Hemoccult'  developer  is 
usually  clear  cut.  There’s  little  likelihood  of  variation  in 
interpretation  by  different  individuals. 

Sensitive...  but  not  too  sensitive 
Laboratory  tests  assure  the  carefully  controlled  uniformity 
of  'Hemoccult'  guaiac-impregnated  filter  paper.  In  vitro 
studies  shov^  it  has  a high  degree  of  consistency  in 
detecting  fecal  blood  in  amounts  above  the  range  con- 
sidered normal  [i.e.,  2.0to  2.5  ml. /1 00  Gm.  of  feces, 
per  day]. 

Economical 

A recommended  test  series  of  6 Hemoccult’  Slides 
costs  only  90  cents.  Less,  if  slides  are  purchased  in 
cartons  of  1,000. 


a 


2 SIMPLE  STEPS 

1 . Apply  thin  smear  of  stool;  close  slide.  Let  dry. 

2.  Open  perforated  tab  on  back;  apply  developer.  Read  Also  available:  ‘Hemoccult’  Tape 

results  in  30  seconds.  fQr  on-the-spot  testing  during  rectal  or 

Any  trace  of  blue  is  “positive”  for  occult  blood.  sigmoidoscopic  examinations. 


TO  ORDER  OR  FOR  MORE  INFORMATION,  MAIL  COUPON  OR  CONTACT  YOUR  SK&F  REPRESENTATIVE 


SMITH  KLINE  DIAGNOSTICS 

division  of  SK&F  Laboratories 

Dept.  E42 

1 500  Spring  Garden  Street 
Philadelphia,  Pa.  1 91 01 


[P 


□ Check  enclosed 

□ Please  bill  me 


SJW-RM  3/73 


Please  send  me; 

boxes  of  1 00  'Hemoccult’  Slides®  $1 5.00  each 


Name 


Street  Address 


‘Hemoccult’  Tape  dispensers  @ $9.00  each 
. Additional  information 


City 


State 


Zip 


Signature 
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□ promptly  pel ieves  hyperacidity 

□ alspjelieves  fullness  and±)loating 

□ non-constipating 


He  won’t  resist 
^ing  better  with 


Myianta 

Because  the  taste  is  good. 


LIQUID 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


THE  PRICE  OF 

LE1TER  M lEVimOI(« 

Aimourlraiijofli 

HAS  BEEN  CUT  BY30%. 


Wouldn’t  it  be 
a good  idea 
to  start  your  new 
hypothyroid 
patients 
on  Letter*? 

• New  scored  tablets  for  easy 
dosage  adjustment. 

• color  coded  and  potency  marked 
tablets  for  quick  identification. 

• 6 potencies. 

#r\  A A 

We'  a ' ' LH' 

0 025  mg.  0 05  mg  0 1 mg,  0 2 mg,  0,3  mg  0,5  mg. 


Indications:  Hypothyroid  conditions. 
Contraindications:  Thyrotoxicosis,  acute 
myocardiai  infarction  and  in  the  presence  of 
uncorrected  adrenal  insufficiency  because  it 
increases  the  tissue  demands  for  adrenocortical 
hormones  and  may  cause  an  acute  adrenal  crisis. 
Warnings:  Should  be  used  with  caution  in  patients 
with  cardiovascular  disease,  including  hypertension 
Development  ot  chest  pain  or  other  aggravation  of 
cardiovascular  disease  will  require  a decrease  in 
dosage 

Injection  of  epinephrine  in  patients  with  coronary 
artery  disease  may  precipitate  an  episode  of 
coronary  insufficiency  This  may  be  enhanced  in 
patients  receiving  thyroid  preparations  Careful 
observation  is  required  if  catecholamines  are 
administered  to  patients  in  this  category  Patients 
with  coronary  artery  disease  should  be  carefully 
observed  during  surgery,  since  the  possibility  of 
precipitating  cardiac  arrhythmias  may  be  greater  in 
those  treated  with  thyroid  hormones. 

Thyroid  replacement  may  potentiate  antico- 
agulant effects  with  agents  such  as  warfarin  or 
bishydroxycoumarin  and  reduction  of  one-third  in 


anticoagulant  dosage  should  be  undertaken  upon 
initiation  of  LETTER*  (sodium  levothyroxine. 
Armour]  tablets  therapy.  Subsequent  anticoagulant 
dosage  adjustment  should  be  made  on  the  basis  of 
frequent  prothrombin  determinations. 

In  patients  whose  hypothyroidism  is  secondary  to 
hypopituitarism,  adrenal  insufficiency  will  probably 
also  be  present.  When  adrenal  insufficiency  and 
hypothyroidism  coexist,  the  adrenal  insufficiency 
should  be  corrected  by  corticosteroids  before 
administering  thyroid  hormone. 

Precautions:  Patients  with  hypothyroidism,  and 
especially  myxedema,  are  particularly  sensitive  to 
thyroid  preparations  so  that  treatment  should  begin 
with  small  doses  and  increments  should  be  gradual. 

In  patients  with  diabetes  mellitus,  addition  of 
thyroid  hormone  therapy  may  cause  an  increase  in 
the  required  dosage  of  Insulin  or  oral  hypoglycemic 
agents.  Conversely,  decreasing  the  dose  of  thyroid 
hormone  may  possibly  cause  hypoglycemic 
reactions  if  the  dosage  of  insulin  or  oral 
hypoglycemic  agenfs  is  not  adjusted. 

Adverse  Reactions:  Excessive  dosage  of  thyroid 
medication  may  result  in  symptoms  of  hyper- 


thyroidism, Since,  however,  the  effects  do  not 
appear  at  once,  the  symptoms  may  not  appear  for 
one  to  three  weeks  after  the  dosage  regimen  is 
begun.  The  most  common  signs  and  symptoms  of 
overdosage  are  weight  loss,  palpitation,  nervous- 
ness. diarrhea  or  abdominal  cramps,  sweating, 
tachycardia,  cardiac  arrhythmias,  angina  pectoris, 
tremors,  headache,  insomnia,  intolerance  to  heat 
and  fever.  If  symptoms  Of  overdosage  appear, 
discontinue  medication  for  several  days  and 
reinstitute  treatment  at  a lower  dosage  level 
Dosage:  Generally,  the  initial  adult  dosage  is  0,1  mg. 
daily  This  may  be  increased  in  small  increments 
every  1 to  3 weeks  until  proper  metabolic  balance 
Is  achieved. 

Available:  Bottles  of  100  tablets,  in  6 potencies: 
0.025  mg.  (violet],  0.05  mg.  (peach],  0,1  mg. 
(pink],  0.2  mg  (green],  0 3 mg.  (yellow],  and 
0.5  mg.  (white]. 


Armour  Pharmaceutical  Company 
Phoenix,  Arizona  85077 


Consider  Triaminic  Expectorants 


NDC  43-501-4 

Triaminic*' 

expectorant 


The  family  expectorants 
from  Dorsey. 


Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substance. 


NDC  43-515-4  , 

Triaminic* 

expectorant  with  Codeine  _ 

f xpectorpitrAoliJussive,  _ ^ ixpsctorant,  Decongestant, 

Anlihistamlnic 

tS  mi ) contains 

Tri«mi?ac’ 25^9 

hySrecnionde  1 2.6  rrrg 
• ‘ )8!e  6.25  mg 

9 6.26*^9  1 


4FL0Z.  DOOW 
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TrssfTimiC  ga^terani  compmes  the  action  o!  s proven 
nsaal  decengestent  *ith  the  supenor  eapectour" 
0tyc®fyi  gwsiscefita.  to  promtSe  lemporary  renei  o' 
cough  and  rtasal  congestion  dw®  to  the  common  coio 


4FL0Z  Domy 


&eon«TOAi£s 
OviSMxi  o>  Sanao2'Wanoe<  me 
LINCOLN  NEBRASKA  6850' 


What  will  we 

you 

when  you  want 
a la^  private  loan 
in  a hurry? 


^,ooaj^ioo,ooo, 

jg200,00a 


Whatever  you  want.  Without  the 
things  you  don't  want.  Like  wasted 
time.  Double-talk.  Third  degree.  Or 
a lot  of  song  and  dance. 

Our  toll-free  service  (800-447- 
4700)  is  open  24  hours  a day  to  let 
us  arrange  our  schedule  around 
yours.  When  you  call,  the  operator 
simply  takes  your  name  and  number 
and  the  best  time  for  us  to  contact 


you.  Shortly,  we  call  back  about 
making  you  a loan  of  $10,000, 
$100,000,  even  $200,000. 

Oh  yes,  we’ll  give  you  rates  and 
repayment  schedules  that  are  com- 
petitive, too.  And  your  money  can  be 
on  its  way  shortly. 

So  call  800-447-4700.  See  how  we 
make  a large  loan  quickly  and  keep 
it  private. 


ji^Prcfessiona 
GrouD 


Associates  Financial  Services  Company  of  Colorado,  Inc. 
1780  South  Bellaire  Street  • Denver.  Colorado  80222 
A Service  of  Gulf  + Western  Industries 
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Now-there’s  a Jobst 
Service  Center  in  your  area 


Jobst 


We  have  opened  this  Service  Center  to  make  it  easier  for  your 
patients  to  be  measured  and  fitted  with  the  JOBST  supports. 

Our  Service  Center  is  staffed  with  experts  who  will  measure 
and  fit  your  patients  only  on  your  prescription.  (There  is  no 
charge  for  this  service.)  The  exacting  measurements  will  be 
engineered  to  provide  the  correct  counterpressures  required 
for  each  patient  and  his  specific  condition.  Each  support  is 
completely  guaranteed  for  results,  material  and  workmanship. 

To  maintain  the  personal  care  and  manufacturing  precision 
that  become  a part  of  each  JOBST  support,  we  supply  the 
physician  and  his  patient  on  a direct  basis.  This  JOBST 
standard  of  excellence  and  service  is  provided  through 
our  Service  Centers,  now  located  in  major  cities. 

For  further  details  and  JOBST  prescription  order  forms, 

phone  or  drop  us  a card.  © jobst  1968 


Suite  600,  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
Phone  (303)  572-3989 


for  March  1973 
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Not  too  little,  not  too  much... 
but  just  right! 

“Just  right’’  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ilosone^Liquid  250 

Erythaxnycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml  teaspoonful) 

Additional  inlormation  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 

Indianapolis,  Indiana  46206  __J  ,00204 
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NATOMY  IS  NOW  ONLY  a SIX  week  course 
at  our  medical  school!”  For  many  of  us,  this 
observation,  usually  grumbled  captiously,  is 
about  all  we  know  of  the  revolutionary 
changes  in  the  curriculum  of  medical  school. 

The  faculty  of  every 
school  is  studying  con- 
tent, sequence,  and 
format  and  is  creating 
new  teaching  pro- 
grams. Admittedly,  many  times  to  the  out- 
sider these  efforts  seem  capricious  or  to  be 
changed  because  change  is  popular,  and  rad- 
ical departure  appears  to  be  the  primary 
goal.  However,  the  fact  is  that  restructuring 
of  medical  education  is  necessary. 


Medical 
Curriculum  — 
Some 

Observations 


Change  in  our  schools  has  always  been 
required  and  has  continuously  been  ac- 
complished. The  difference  is  that,  today,  the 
revolutionary  changes  in  our  society  require 
rapid  and  often  fundamental  changes  in  med- 
ical education.  All  of  the  dynamic  forces  that 
are  shaping  modem  medical  practice  are 
necessarily  changing  requirements  and  meth- 
ods in  education.  These  forces  and  a re- 
sultant solution  are  illustrated  in  “Medical 
School  without  Walls”,  appearing  in  this 
issue.  Some  of  these  forces  affecting  medical 
education  deserve  discussion  and  emphasis. 

Over  the  last  few  years  the  Team  Ap- 
proach has  become  the  accepted  method  of 
delivery  of  health  care.  Over  a surprisingly 
short  period  there  has  been  tremendous  de- 
velopment of  the  allied  health  facilities  and 
remarkable  involvement  of  these  facilities  in 
the  treatment  and  management  of  the  pa- 
tient. The  Team  Approach  is  accepted  and, 
in  fact,  anticipated  by  the  public  — in  spite 
of  the  lag  in  recognition  of  the  concept  by  the 
medical  profession.  The  medical  schools  have 
been  adjusting  to  the  demands  of  this  ap- 
proach. One  result  is  a common  educational 
program  at  basic  levels  for  the  potential 
members  of  the  team,  including  the  medical 
student,  and  interaction  between  all  of  these 
individuals  throughout  their  medical  train- 
ing. 


Family  practice  is  again  a viable  and,  in 
fact,  an  expanding  segment  of  medicine. 
There  is  a developing  public  expectation. 
More  significantly  there  is  a forceful  demand 
by  the  medical  student  for  preparation  and 
exposure  in  this  area.  The  medical  schools 
are  responding  to  these  pressures  in  spite  of 
the  problems  of  integrating  super  specializa- 
tion in  the  medical  center  with  broad  gen- 
eral education  of  the  student  whose  aim  is 
family  practice. 

An  interesting  force  is  the  demand  of  the 
student  to  be  involved  in  formulation  of  the 
curriculum  — an  example  of  the  healthy 
awareness  of  the  young  of  the  complexities 
of  our  world  and  their  decision  to  be  repre- 
sented in  the  determining  of  their  destiny. 
The  student,  especially,  wants  the  teaching 
program  to  be  relevant.  But,  what  is  rele- 
vant? With  modern  electronic  methods,  is 
there  practical  reason  to  know  basic  meth- 
ods of  determination  of  blood  chemistries? 
In  many  instances  the  basic  biochemistry  or 
physiology  is  the  part  of  a medical  problem 
which  is  the  most  difficult  to  comprehend; 
then,  should  learning  begin  with  the  disease, 
with  the  system,  or  with  the  patient?  “Med- 
ical School  without  Walls”  presents  other 
reasons  for  the  relevance  of  beginning  ed- 
ucation with  the  patient. 

Perhaps,  the  economic  strain  on  the  ed- 
ucational system  is  the  most  important 
force  affecting  medical  schools.  Increasing 
costs  and  critical  needs  are  faced  by  decreas- 
ing sources  of  financial  support.  In  Nevada 
the  available  funds  are  needed  to  operate 
the  program  and  preclude  capital  investment 
in  buildings.  Medical  schools  find  it  more 
and  more  necessary  to  utilize  existing  facil- 
ities in  the  community.  Thus  there  is  a move 
of  the  school  to  the  community  hospital  for 
financial  reasons  as  well  as  for  educational 
needs.  Moreover,  in  many  schools  there  is  a 
developing  sense  of  responsibility  to  the 
community  transcending  their  traditional 
purpose  of  teaching  individuals  to  be  doc- 
tors. 
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And  these  are  only  some  of  the  external 
forces.  The  internal  pressures  on  the  cur- 
riculum as  a consequence  of  the  snow-balling 
mass  of  medical  knowledge  are  too  vast  and 
complex  for  comprehension  by  an  outsider. 

Each  medical  school  has  different  needs, 
sometimes  different  goals,  and  usually  dif- 
ferent resources.  There  will  be,  therefore,  dif- 
ferent solutions  to  the  problems  of  curric- 
ulum, and  a wide  variety  of  programs  is  to 
be  expected.  Admittedly,  this  makes  worth- 
less and  unnecessary  departure  in  curric- 
ulum difficult  to  recognize.  Nevertheless,  the 
task  of  the  medical  educator  and  his  curric- 
ulum committee  is  a giant  one.  They  are 
more  deserving  of  sympathy  than  of  grum- 
bling censure. 


It  takes  a certain  amount  of  guts  to  finally 
walk  into  the  county  clerk’s  office  and  file 
for  political  office.  Even  after  your  wife  and 
kids  have  condescended  to  the  sacrifices  that 
will  be  the  inevitable  rewards  of  success  at 

the  polls.  Even  after 
Why  most  of  your  patients 

ISot  A have  said  they  would 

Doctor?  be  proud  to  give  you 

up  to  the  state  capitol 
for  a few  months.  Even  after  your  colleagues 
have  slapped  you  on  the  back  and  wished 
you  well  in  the  name  of  free  enterprise  and 
organized  medicine.  Yes,  paying  your  fee 
and  declaring  your  candidacy  for  state  of- 
fice takes  guts  like  making  the  first  dive  off 
the  high  board;  like  that  first  turn  on  a 
sixty-degree  slope  in  waist-deep  powder; 
like  saying  “I  do”  before  the  preacher. 


But  I am  glad  I found  the  courage  to  cam- 
paign for  the  issues  I believe  in.  And  when 
my  constituents  asked  me  how  a busy  doc- 
tor had  time  for  politics  I gave  it  right  back 
to  them  with  “Why  not  a doctor?”  What  per- 
son could  be  better  prepared  to  legislate  on 
the  engrossing  affairs  of  our  daily  lives  that 
threaten  our  health  and  happiness?  Are  law- 
yers, or  real  estate  brokers,  or  bankers,  or 
insurance  salesmen,  or  labor  bosses,  or 
ranchers  better  equipped  than  doctors  to 
deal  with  drug  abuse,  abortion,  health  and 
welfare,  public  safety,  pollution,  equal 
rights? 

Now  it’s  official.  I’ve  been  elected  Ne- 
vada’s first  physician-legislator  since  1887. 
And  I am  finding  my  Assemblyman-duties  a 
challenging  respite  from  the  aches  and  pains 
of  my  beloved  patients.  I am  reveling  in  non- 
medical intercourse  with  non-medical  peo- 
ple. I am  gratified  that  my  fellow  legislators 
respect  my  professional  knowledge  and  tol- 
erate my  scientific  method.  And  how  sweet 
it  is  when  the  radio  announcer  or  the  news- 
paper colunmist  joins  me  in  battle  or  shares 
with  me  the  joys  of  success.  The  session  is 
still  too  young  for  counting  notches  in  my 
gun.  But  to  my  way  of  thinking  the  airing 
of  an  issue  is  more  important  than  its  even- 
tual fate. 

Frankly,  I am  perfectly  comfortable  as  I 
deal  with  pressure  groups  and  lobbyists  in 
the  knowledge  that  I am  not  a professional 
politician.  As  a physician  I am  beholden  to  no 
one.  1 can  vote  aye  or  nay  as  my  conscience 
dictates  and  go  home  at  night,  pull  up  the 
covers  and  go  to  sleep.  For  above  it  all  I am 
a doctor— a doctor  who  has  temporarily  sub- 
stituted legislative  procedures  for  the  scalpel 
and  prescription  pad. 

Robert  V.  Broadbent,  MD 


Notice 

The  Colorado  Medical  Society  and  the  editorial  office  of  your  Rocky  Mountain 
Medical  Journal  have  moved  to  1601  E.  Nineteenth  Avenue,  Denver,  Colorado 
80218.  Telephone  (303)  534-8580. 
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Medical  school  without  walls* 


Joseph  Digles,  Las  Vegas,  Nevada** 


Nevada  — going  its  independent  way  for 
more  than  a century  — is  attracting  follow- 
ers on  what  may  be  the  path  toward  revolu- 
tionary changes  in  American  medical  educa- 
tion. The  trail  is  being  blazed  by  the  School 
of  Medical  Sciences,  University  of  Nevada, 
Reno.  Launched  with  the  impetus  of  a $4 
million-plus  funding  commitment  from  in- 
dustrialist Howard  Hughes,  the  “Medical 
School  Without  Walls”  has  captured  national 
attention  after  only  one  year  of  operation. 

Interest  centers  on  the  plan  designed  to 
better  meet  Nevada’s  specific  health  care 
needs.  Starting  a new  two-year  medical 
school  from  scratch  freed  its  planners  from 
the  restrictions  of  tradition.  The  “school 
without  walls”  concept  emerged  as  practi- 
cally motivated,  academically  advanced,  and 
moving  atop  the  crest  of  the  wave  of  modern 
medicine.  Yet,  as  it  develops,  medical  men 
and  lawmakers  outside  the  state  are  taking 
a careful  look  at  the  Nevada  program.  They 
are  weighing  advantages  of  dovetailing  as- 
pects of  the  plan  into  their  own  systems.  In- 
deed what  is  shaping  up  in  Nevada  may  well 
generate  rethinking  of  medical  education  ap- 
proaches in  areas  far  from  the  Silver  State. 

Artificial  barriers  between  studies  have 
been  removed  by  creating  an  interdiscipli- 
nary or  integrative  program.  Dr.  George  T. 
Smith,  dean  of  the  school,  explained:  “For 
example,  when  a student  studies  the  organ 
systems,  such  as  the  skin,  he  learns  the 
anatomy,  histology,  physiology,  biochemis- 
try, and  other  allied  factors.”  The  curriculum 
has  been  pulled  into  a package  bringing  to 
bear  on  a specific  study  all  pertinent  and  re- 

’Admission Summary  of  the  School  of  Medical  Sciences 
for  period  1971-1973  follows  in  this  issue  under  column. 
“Medical  School  Notes”. 

**Mr.  Digles  is  a former  free-lance  journalist,  and  a for- 
mer editor  of  the  Las  Vegas  Review-Journal.  He  is  pres- 
ently the  vice  president  for  public  relations  of  May  Ad- 
vertising, Inc.,  in  Reno  and  Las  Vegas.  He  has  authored 
numerous  stories  on  the  State  of  Nevada  and  its  economic 
and  cultural  life. 


lated  knowledge,  as  opposed  to  the  tradi- 
tional method  of  approaching  the  various 
disciplines  separately.  “Our  students  are 
looking  at  the  total  human,”  said  Dr.  John 
Altrocchi,  psychologist  and  professor  of  be- 
havioral sciences.  “We  plan  courses  to  pre- 
sent a total  picture.  Students  are  not  forced 
to  reach  back  mentally  to  relate  one  study 
to  another,  as  they  must  when  the  discip- 
lines are  artificially  walled  off.” 

There  is  even  a physical  meshing  by  a 
sharing  of  facilities  and  personnel  on-campus 
and  at  community  health  buildings.  Econ- 
omies are  effected  and  the  mix  of  students 
provides  a climate  for  exchanges  of  ideas 
and  experience. 

The  campus  walls  have  been  rolled  back, 
too,  to  move  students  into  communities 
throughout  Nevada.  There  they  gain  early 
first-hand  experience  in  a program  utilizing 
clinics,  hospitals,  and  physicians  throughout 
the  state.  The  aim  is  to  expose  students  to 
physician’s  professional  and  personal  life. 
They  will  directly  observe  primary  health 
care  and  community  health  problems  in  the 
state.  Nevada  at  present  cannot  afford  a uni- 
versity hospital.  More  importantly,  even  if 
a hospital  were  fiscally  feasible,  the  plan- 
ners of  the  medical  school  reasoned  it  would 
not  best  serve  Nevada’s  special  needs.  In  a 
university  hospital  setting,  says  Dean  Smith, 
“.  . . The  student  intern  and  resident  doesn’t 
really  have  the  opportunity  to  view  or  to 
practice  ‘community  medicine’  as  is  done  in 
our  community  hospitals.  We  hope  that  our 
students  will  eventually  want  to  practice 
medicine  in  our  community  hospitals.  What 
better  way  to  get  their  interest  aroused  than 
to  send  them  back  to  their  home  town  to 
work  under  physicians  they  have  grown  to 
respect  through  the  years?” 
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At  the  heart  of  this  student*community 
link  is  the  volunteer  faculty  of  physicians. 
Approximately  forty  per  cent  of  the  state’s 
500  doctors  have  in  some  way  contributed 
time  and  effort  to  the  program.  This  pro- 
fessional force  is  coordinated  by  Dr.  Thomas 
J.  Scully,  director  of  the  medical  school’s 
Division  of  Clinical  Sciences  and  director  of 
Medical  Education  at  Washoe  Medical  Cen- 
ter. 

The  student-physician  relationship  starts 
on  campus.  During  the  medical  school’s  first 
year,  beginning  in  September,  1971,  50  doc- 
tors participated  in  on-campus  instruction, 
seminars  or  in  practical  analysis.  Addition- 
ally 32  physicians  served  as  student  ad- 
visers. They  met  regularly  with  their  stu- 
dents to  thrash  out  financial,  personal, 
social  and  educational  problems.  Students 
were  familiarized  with  the  physician’s  of- 
fice, joined  in  hospital  rounds,  and  even  so- 
cialized with  their  advisers.  When  classes 
opened  in  September,  1972,  each  adviser 
began  work  with  two  students,  an  under- 
classman and  a second-year  student,  thus 
permitting  the  sophomores  to  assume  some 
of  the  “big  brother”  role. 

One  of  the  most  enterprising  and  chal- 
lenging aspects  of  the  volunteer  faculty  pro- 
gram is  the  summer  preceptorship  program, 
which  in  effect  is  projecting  the  medical 
school  throughout  the  state.  In  the  summer 
of  1972,  all  but  five  students  of  the  school’s 
charter  class  of  32  participated  in  the  pro- 
gram, bringing  them  into  close  association 
with  physicians  across  the  state  in  the  com- 
munities of  Reno,  Las  Vegas,  Carson  City, 
Black  Springs,  Elko,  Fallon,  Henderson, 
Nixon,  Overton,  Schurz,  Sparks  and  Stead. 
The  objective  is  not  only  to  provide  the 
means  for  direct  clinical  observation,  but 
also  to  expose  students  to  the  general  health 
problems  confronting  Nevada.  More  than 
100  physicians  were  voluntarily  engaged  in 
this  summer  clinical  clerkship  project,  an 
extension  of  the  student-adviser  program 
carried  on  during  the  academic  year.  The 
students  spent  three  weeks  each  with  a fam- 
ily practitioner,  a pediatrician,  an  internist 
and/or  a general  surgeon.  An  analysis  of  the 
summer  preceptorship  program  is  made 


from  daily  logs  kept  by  the  students  and  ob- 
servations of  the  participating  physicians. 
Strengths  and  weaknesses  are  assessed  to 
improve  the  next  summer’s  program.  School 
officials  have  already  received  indications 
that  the  doctors  themselves  are  enthusiastic 
about  this  educational  experiment.  Many 
see  it  as  benefitting  them  by  providing  the 
opportunity  to  keep  in  touch  with  latest 
medical  developments. 

When  the  School  of  Medical  Sciences 
entered  its  second  year  in  September,  1972, 
45  new  students  were  enrolled.  The  1971 
charter  class  numbered  32,  all  from  Nevada, 
and  geographically,  this  first-year  class  was 
distributed  one-third  each  from  Las  Vegas, 
Reno,  and  the  outlying  areas.  Future  plans 
call  for  admission  of  48  students  maximum 
annually. 

“I  believe  it’s  accurate  to  say  the  school 
will  advance  with  deliberate  haste,”  said 
Dr.  Wesley  W.  Hall,  the  Reno  physician  who 
just  completed  a one-year  term  as  president 
of  the  prestigious  American  Medical  Associa- 
tion. Dr.  Hall,  an  advocate  of  a Nevada  med- 
ical school  as  early  as  the  ’50’s,  said:  “We’ve 
got  to  prove  ourselves  before  we  can  realis- 
tically plan  to  expand  to  a four-year  school. 
I’m  confident  that  our  school  has  the  poten- 
tial of  being  among  the  best  in  the  United 
States  principally  because  of  the  excellent 
planning  that  has  gone  into  it.”  Dr.  Hall  is 
particularly  excited  about  instructional  ap- 
proaches which  emphasize  the  importance  of 
direct  patient-physician  relationships.  “This 
is  a move  toward  recapturing  the  sense  of 
the  practice  of  medicine  as  an  art.  A one-on- 
one  situation,  as  they  say  in  sports.  It’s  a di- 
rection in  which  I believe  modem  medicine 
is  properly  moving.” 

Planning  formally  started  in  1967  when 
the  Nevada  Legislature  authorized  a two- 
year  feasibility  study  directed  by  now  Dean 
Smith,  a former  member  of  the  Harvard  Uni- 
versity faculty.  The  study,  now  the  basis  of 
the  present  program,  was  approved  by  uni- 
versity regents  and  submitted  to  the  1969 
Legislature.  Concern  over  funding  contrib- 
uted to  a legislative  impasse  over  the  ena- 
bling measures.  Then  Howard  Hughes’  mam- 
moth money  commitment  was  announced 
and  the  medical  school  was  on  the  road.  “We 
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have  created  an  impact  in  medical  education 
in  the  country,”  said  N.  Edd  Miller,  president 
of  the  University  of  Nevada,  Reno.  “And  all 
of  this  could  not  have  been  possible  without 
the  help  of  Howard  Hughes.”  Moreover 
Hughes’  pledge  led  to  other  sources  of  fi- 
nancial help.  Private  contributions  to  the 
school  include  those  from  The  Common- 
wealth Fund,  W.  K.  Kellogg  Foundation  and 
Carnegie  Corporation,  and  several  others. 

Hughes  now  contributes  $200,000  annually 
for  the  school’s  operating  expenses  on  a no- 
strings-attached  basis.  Initially  a 20-year 
grant  was  established  on  the  basis  of  a con- 
tribution up  to  $300,000  a year  to  meet  what- 
ever budget  deficit  occurred.  After  the  first 
$300,000  payment  the  terms  of  the  agreement 
were  found  to  create  budgeting  uncertain- 
ties. It  was  decided  to  make  the  grant  a flat 
guaranteed  $200,000  annually.  This  elim- 
inated funding  questions  and  gave  the  med- 
ical school  concrete,  long-term  fiscal  stabil- 
ity— the  kind  that  attracts  contributions 
from  other  sources.  The  total  Hughes  grant 
then  over  20  years  will  amount  to  $4.1  mil- 
lion. “This  assistance  is  consistent  with  Mr. 
Hughes’  long-time  dedication  to  the  ad- 
vancement of  the  medical  sciences,”  said 
Atty.  James  Wadsworth,  who  represented 
Hughes  in  matters  relating  to  the  grant. 

The  school’s  budget  is  now  slightly  in  ex- 
cess of  $1  million  a year,  minimal  compared 
to  other  two-year  medical  schools.  The  full- 
time faculty  numbers  about  22 — a bare- 
bones  staff  which  is  greatly  assisted  by  the 
volunteer  physician  force.  Help  is  on  the 
way  via  advanced  teaching  technology.  Stu- 
dents, faculty  and  physician-advisers  are  be- 
ginning to  benefit  from  the  resources  of  the 
Division  of  Educational  Support  and  Com- 
munications (DESC).  This  specialized  arm 
of  the  School  of  Medical  Sciences  is  geared 
to  make  better  instructors  out  of  doctors,  and 
better  learners  out  of  students.  Meanwhile 
the  faculty  enjoys  advantages  of  stepped-up 
learning  input  without,  necessarily,  an  added 
output  of  time. 

The  first  phase  of  a closed-circuit  tele- 
vision intertie  has  been  opened  between  the 
campus  in  Reno  and  Washoe  Medical  Cen- 
ter. Into  classrooms  and  laboratories,  in- 
structional data  “vital  to  the  health  field,” 


according  to  DESC  director  Dr.  Dan  L.  Op- 
pleman,  will  be  fed  to  students.  The  inter- 
connect between  school  and  medical  center 
even  permits  two-way,  face-to-face  dialogue. 
Now  under  development  is  a TV  system 
linking  Nevada  with  points  in  California  and 
Oregon  for  purposes  of  transmitting  medical 
instructional  material — another  foresighted 
project  commanding  attention  of  established 
medical  schools.  Instructors  will  also  be 
equipped  with  an  arsenal  of  electronic  and 
supplemental  aides  including  photographs, 
audio  tapes,  slides,  video  tapes,  and  computer 
data.  Live  presentations  may  be  pro- 
grammed, for  example,  to  bring  to  students 
an  on-the-spot  viewing  of  an  operation. 

“We  are  being  copied  already,”  says  UNR 
President  Miller.  His  view  is  echoed  by  Dr. 
Fred  M.  Anderson,  a member  of  the  Clinical 
teaching  staff  of  the  medical  school  and  a 
long-time  regent  of  the  University  of  Ne- 
vada, who  said,  “A  number  of  medical 
schools  are  giving  consideration  to  adapting 
some  of  the  basics  of  our  philosophy.  Our 
community  medicine  approach  has  had,  even 
at  this  early  stage,  a great  influence  on  Cali- 
fornia.” Gordon  Duffy,  chairman  of  the  Se- 
lect Health  Manpower  Committee  of  the 
California  State  Assembly,  personally  in- 
spected the  fledgling  Reno  medical  facility 
recently  and  declared:  “Physicians  and  leg- 
islators in  California  for  many  years  have 
been  talking  about  the  concept  you  have 
here.  . . . Nevada  has  found  a way  to  inte- 
grate the  school  into  the  community.” 

Dr.  Richard  Licata,  professor  of  anatomy 
and  director  of  research,  explains,  “What 
we’re  doing  is  more  than  innovation.  It’s  not 
necessarily  different,  but  it’s  better  because 
it  will  work  for  us.  In  Nevada  we  simply 
have  to  be  more  efficient.”  What  the  new 
school  is  coming  to  grips  with  is  a combina- 
tion of  a growing  trend  in  American  med- 
icine and  a change  in  students  of  medicine 
themselves.  “We  are  witnessing  a quietly 
dramatic  shift  of  attention  toward  health 
maintenance,”  Dr.  Licata  said,  “as  opposed  to 
crisis-oriented  medicine.  Student  attitudes 
are  changing,  too.  Today’s  student  is  gen- 
uinely concerned  about  general  community 
health  and  improving  means  of  delivering 
preventative  health  care.  . . .” 
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Fundamental  goals  of  the  “school  without 
walls”  then  include  strengthening  of  the 
health  team  concept  and  motivation  of  stu- 
dents to  accept  change  while  retaining  tra- 
ditions that  are  still  valid.  Confidence  in  the 
merit  of  these  approaches  extends  to  pros- 
pects of  placing  students  in  four-year  schools 
upon  completion  of  their  Nevada  studies. 
Students  will  enter  these  schools  at  the 
third-year  level.  “We  anticipate  no  serious 
problems  in  having  our  students  admitted,” 
said  Dr.  Anderson.  “There  are  about  50 
schools  that  will  take  part  in  the  two-year 
programs,  including  some  of  the  best  such 
as  Harvard,  Minnesota,  Columbia,  Colorado 
and  others.” 


The  excitement  of  the  medical  maiden 
voyage  being  taken  in  Reno  may  be  best 
summed  up  by  faculty  member  Dr.  Altroc- 
chi.  He  left  a prominent  position  at  an  East- 
ern university  to  immerse  himself  in  the 
aborning  Nevada  medical  school  for  the 
reason,  in  his  words: 

“It  was  like  working  your  way  up  in  a 
corporation  for  years — and  then  deciding  to 
go  into  business  for  yourself.” 

As  the  record  shows,  the  new  Nevada  in- 
stitution is  very  much  in  business  in  a unique 
and  challenging  way.  • 


Linkage  of  biochemical  determinants  of 
pathogenicity  in  staphylococcal  isolates 

Robert  R.  Belliveau,  MD,  John  W.  Grayson,  Jr,  MD, 
Thorne  J.  Butler,  MD,  and  Henry  B.  Soloway,  MD,  Las  Vegas,  Nevada* 


Biochemical  correlates  of  staphylococcal 
pathogenicity  suggest  that  most  strains 
are  clearly  either  pathogenic  or 
saprophytic.  The  intermediates  appear 
to  be  derived  by  mutation  from  one 
of  the  two  parent  strains. 

Strains  of  staphylococci  are  characterized 
as  pathogenic  or  potentially  pathogenic  if 
they  (1)  produce  coagulase,  (2)  produce 
DNase,  (3)  ferment  mannitol,  (4)  hemolyze 
red  cells,  or  (5)  contain  pigment.®'®  Because 
these  determinants  are  genetically  linked, 
strains  which  exhibit  one  of  these  properties 
will  usually  exhibit  most  or  all  of  them.  As 
it  is  both  expensive  and  impractical  to  eval- 
uate each  staphylococcal  isolate  with  a bat- 
tery of  tests,  many  clinical  laboratories  rely 
upon  a single  parameter  of  pathogenicity,  the 
production  of  coagulase.  While  this  proced- 
ure correctly  characterizes  the  majority  of 

‘From  the  Department  of  Pathology,  Southern  Nevada 
Memorial  Hospital,  Las  Vegas,  Nevada. 


isolates,  occasional  disease-producing  coag- 
ulase negative  strains  will  be  incorrectly 
identified,  and  reported  as  “normal  flora”. 
The  repeated  isolation  of  such  a strain  of 
coagulase-negative  staphylococci  from  a fes- 
tering skin  lesion  prompted  an  evaluation  of 
the  adequacy  of  the  coagulase  test  alone  in 
the  characterization  of  staphylococcal  strains 
as  pathogenic  or  saprophytic. 

Methods  and  Results 

Five  hundred  consecutive  strains  of 
staphylococci  isolated  from  hospitalized  pa- 
tients were  tested  for  their  ability  to  pro- 
duce coagulase,  produce  DNase,  ferment 
mannitol,  and  hemolyze  red  cells.  Pigment 
production  was  discarded  as  a parameter  be- 
cause of  lack  of  agreement  among  different 
observers  as  to  whether  specific  colonies 
were  — or  were  not  — pigmented.  Coagulase 
was  measured  as  “bound”  coagulase,  using 
the  slide  method  of  Cadness-Graves  et  al.^ 
DNase  activity  was  determined  using  DNA 
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TABLE  1 


PATTERNS  OF  DISTRIBUTION  OF  PATHOGENIC  DETERMINANTS  IN 
500  CONSECUTIVE  STAPHYLOCOCCAL  ISOLATES 


Number  of 
Isolates 

^ % of 

Total 

Coagulase 

DNase 

Mannitol 

Hemolysis 

Non-Pathogens  163 

100% 

— 

— 

— 

— 

257 

76.3 

+ 

+ 

4- 

-h 

36 

10.6 

-f 

-f 

-h 

— 

19 

5.6 

— 

— • 

+ 

— 

Pathogens 

8 

2.4 

— 

+ 

+ 

-f 

and 

6 

1.8 

— 

— 

— 

-h 

Potential 

4 

1.2 

— 

+ 

+ 

— 

Pathogens* 

3 

0.9 

— 

— 

+ 

-h 

2 

0.6 

+ 

+ 

. — 

+ 

1 

0.3 

— 

+ 

— 

— 

1 

0.3 

+ 

+ 

— 

— 

*Subtotal 

337 

100% 

296 

309 

327 

276 

Total 

500 

— 

296 

309 

327 

276 

platesf  which  were  flooded  with  one  normal 
hydrochloric  acid  after  overnight  incubation, 
according  to  the  method  of  Jeffries  et  al.^ 
Mannitol  fermentation  was  demonstrated 
with  salt-mannitol  agar;  plates  were  exam- 
ined after  48  hours  of  incubation  at  37°  C. 
Hemolysis  was  evaluated  upon  primary  iso- 
lation, which  was  done  on  tryptic  soy  agarj 
containing  a 5%  suspension  of  sheep  red 
cells;  plates  were  examined  for  beta  hemol- 
ysis after  overnight  incubation  at  37°  C. 

Since  a given  strain  of  staphyloccus  may 
be  either  positive  or  negative  for  each  of  the 
above  four  determinants,  there  are  2“*,  or  16 
different  combinations  of  reactions  that  a 
particular  strain  may  exhibit  (Tables  1 and 
2).  Because  these  characteristics  are  genet- 
ically linked,  however,  the  majority  of  iso- 
lates are  either  positive  for  all  determinants 
(coagulase,  DNase,  mannitol  fermentation 
and  hemolysis),  or  they  are  negative  for  all. 
Of  the  500  isolations  which  were  examined 
in  this  study,  163  were  negative  for  all  four 
determinants  (32.6%).  These  strains  may  be 
unequivocally  classified  as  saprophytic 
staphylococci.^ 

The  remainder  of  the  isolates  (337)  were 
positive  for  one  or  more  determinants  of 
staphylococcal  pathogenicity  (67.4%).  The 
majority  of  these  (257)  were  positive  for  all 
four  determinants  (51.4%).  Forty-six  iso- 
lates were  positive  for  three-out-of-four  de- 
terminants (13%),  eight  for  two-out-of-four 

'Baltimore  Biologic  Laboratories 
tDifco 


determinants  (2.9%),  and  26  for  one-out-of- 
four  determinants  (7.7%).  It  is  of  interest 
that  five  of  the  potential  combinations  did 
not  occur  at  all  (Table  2). 

On  the  assumption  that  any  strain  which 
is  positive  for  one  or  more  of  the  four  de- 
terminants is  “potentially  pathogenic”,  the 
per  cent  of  isolates  classified  as  pathogenic, 
or  potentially  pathogenic,  will  be  a function 
of  the  number  of  laboratory  tests  employed 
to  assess  pathogenicity.  Obviously  when  all 
four  tests  are  used,  100%  of  “potentially 
pathogenic”  strains  will  be  so  identified.  The 
fewer  the  number  of  parameters  assessed,  the 
lower  will  be  the  yield.  This  is  illustrated  in 
Table  3.  The  single  test  that  identified  the 
greatest  per  cent  of  potential  pathogens  was 
mannitol  fermentation  (97%),  rather  than 
either  the  coagulase  (88%) , or  DNase  (92%). 
When  the  two  tests  were  used  in  combina- 
tion, that  combination  which  identified  the 
largest  percentage  of  potential  pathogens 
was  mannitol  fermentation  + hemolysis 
(Table  3). 

TABLE  2 

COMBINATIONS  OF  DETERMINANTS  WHICH 

DID  NOT  OCCUR  IN  500  CONSECUTIVE 
ISOLATES  OF  STAPHYLOCOCCI 


Coagulase 

DNase 

Mannitol 

Hemolysis 

+ 

— 

-h 

+ 

— 

+ 

— 

4- 

+ 

— 

— 

4- 

+ 

— 

— 

— 
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TABLE  3 

PER  CENT  CORRECT  IDENTIFICATION  AS 


POTENTIAL  PATHOGEN,  USING 

ONE, 

TWO,  THREE  AND  FOUR  DETERMINANTS 

(337  ISOLATES) 

One  test  only; 

Per  Cent 

Coagulase 

87.8 

DNase 

91.7 

Hemolysis 

82.0 

Mannitol 

97.0 

Two  tests  in  combination: 

Coagulase  — DNase 

91.7 

Coagulase  — Mannitol 

98.3 

Coagulase  — Hemolysis 

93.0 

DNase  — Mannitol 

98.3 

DNase  — Hemolysis 

94.4 

Mannitol  — Hemolysis 

99.3 

Three  tests  in  combination: 

Coagulase  — DNase  — Hemolysis 

94.4 

Coagulase  — DNase  — Mannitol 

98.3 

Coagulase  — Hemolysis  — Mannitol 

99.7 

DNase  — Hemolysis  — Mannitol 

100.0 

Four  tests: 

Coagulase  — DNase  — Hemolysis  — 

Mannitol 

100.0 

The  data  also  indicate  that  a coagulase 
test  is  unnecessary  if  a DNase  is  performed. 
All  strains  which  were  coagulase  positive 
were  also  DNase  positive.  The  reverse,  how- 
ever, did  not  hold  true.  From  these  data,  the 
DNase  appears  to  be  a superior  test  to  the 
coagulase  if  only  one  of  the  two  is  to  be  used 
to  identify  potentially  pathogenic  staphylo- 
cocci. 

Discussion 

The  data  in  Table  1 demonstrate  that  the 
vast  majority  of  staphylococcal  isolates  fall 
into  one  of  two  categories:  those  which  are 
negative  for  all  four  parameters  of  pathoge- 
nicity (32.6%),  and  those  which  are  positive 
for  all  four  (51.4%).  In  addition,  there  is  a 
group  of  intermediates  which  exhibit  some, 
but  not  all  four,  determinants  of  pathoge- 
nicity (16.0%).  It  is  these  intermediates  that 
pose  a problem,  both  in  their  classification 
and  in  their  laboratory  identification. 

Inspection  of  this  intermediate  group  re- 
veals that  the  number  of  strains  exhibiting 
three  positive  determinants  of  pathogenicity 
is  far  greater  than  the  number  exhibiting 
two  positive  determinants.  Similarly,  the 
number  of  strains  exhibiting  one  positive 


determinant  is  greater  than  the  number  of 
those  exhibiting  two.  These  data  may  be  ex- 
plained by  assuming  that  all  of  the  inter- 
mediate strains  are  derived  by  mutation 
from  one  of  the  two  predominant  strains.  A 
single  mutation  would  be  necessary  to 
transform  a strain  with  all  four  positive  de- 
terminants to  one  with  only  three  positive 
determinants,  or  to  transform  a completely 
innocuous  strain  into  one  with  a single  posi- 
tive determinant.  Two  mutations  would  be 
required  to  transmute  either  of  the  parent 
strains  into  a strain  which  was  positive  for 
two  of  the  four  determinants. 

The  ratio  of  the  number  of  strains  in  each 
of  the  categories  is  consistent  with  the  above 
hypothesis.  There  were  257  isolates  positive 
for  all  four  determinants  and  46  isolates  posi- 
tive for  three  determinants,  or  a ratio  of 
5.6:1.  There  were  163  isolates  negative  for 
all  four  determinants  and  26  isolates  posi- 
tive for  a single  determinant,  or  a ratio  of 
6.3: 1.  If  the  number  of  strains  positive  for 
two  determinants,  (eight)  is  divided  into 
number  of  strains  positive  for  three  de- 
terminants, (forty-six)  the  ratio  is  5.8: 1, 
which  again  is  approximately  the  same,  sug- 
gesting that  the  intermediate  strains  are  de- 
rived by  mutation  in  ratios  consistent  with 
the  prevalence  of  the  parent  strains. 

The  classification  of  intermediate  strains 
according  to  their  actual  pathogenicity  is  im- 
possible in  the  absence  of  inoculation 
studies.  Some  of  the  intermediate  strains  in 
this  study  were  associated  with  clinical  evi- 
dence of  infection,  including  three  isolates 
which  were  DNase  positive  and  coagulase 
negative.  Others  were  definitely  not  asso- 
ciated with  infections;  in  many  instances  the 
evidence  of  infection  was  indeterminate. 

The  comparative  frequency  of  the  above 
four  determinants  of  pathogenicity  reveals  a 
strong  concordance  between  coagulase  and 
DNase,  which  has  been  observed  by 
others. The  consequence  of  this  correla- 
tion is  that  coupling  the  coagulase  and 
DNase  results  in  no  greater  yield  of  poten- 
tial pathogens  than  testing  for  DNase  alone. 
If  two  tests  are  to  be  coupled  in  order  to  in- 
crease the  yield  of  potential  pathogens,  man- 
nitol fermentation  should  certainly  be  one 
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of  the  two,  as  by  itself  it  identified  97%  of 
potential  pathogens.  When  coupled  with  a 
second  determinant  the  yield  approaches 
100%.  Certainly  the  results  of  these  studies 
indicate  that  for  the  majority  of  staphylococ- 
cal isolates,  testing  for  coagulase,  DNase, 
beta  hemoylsis  and  mannitol  fermentation 
is  more  academic  than  practical. 

Summary 

Five  hundred  consecutively  isolated 
strains  of  staphylococci  were  tested  for  coag- 
ulase, DNase,  mannitol  fermentation  and 
hemolysis.  The  results  indicate  that  most 


strains  are  either  clearly  pathogenic  (all 
four  determinants  positive)  or  clearly  sap- 
rophytic (all  four  determinants  negative). 
Sixteen  per  cent  of  the  isolates  were  inter- 
mediates, however,  in  that  they  exhibited 
some,  but  not  all  four,  determinants  of 
pathogenicity.  The  data  reveal  a strong  con- 
cordance between  coagulase  and  DNase, 
such  that  there  is  no  increase  in  yield  of  po- 
tential pathogens  obtained  by  doing  both 
tests  as  opposed  to  DNase  alone.  The  data 
suggest  that  the  intermediate  strains  are  de- 
rived by  mutation  in  ratios  consistent  with 
the  prevalence  rates  of  parent  strains.  • 
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Fatal  septicemia  with 
aeromonas  hydrophila* 


Joseph  L.  Kovarik,  MD,  Leroy  J.  Sides,  MD, 
and  Joseph  R.  Becky,  MD,  Denver 


Aeromonas  hydrophila  has  been  known 
to  cause  disease  in  various  amphibian 
species,  notably  frogs  and  salamanders, 
but  has  seldom  been  implicated  in 
human  disease.  Most  human  cases  have 
occurred  in  patients  with  chronic 
debilitating  disease.  The  present  fatal 
septicemia  occurred  in  a young,  vigorous 
male  without  pre-existing  debility 
or  disease. 


Although  a few  years  ago  Serratia  mar- 
cescens  and  Pneumocystis  carinii  were  con- 
sidered obscure  organisms  of  interest  only 
to  the  bacteriologist,  recently  they  have  ac- 
quired an  occasional  but  important  role  in 
clinical  medicine.  Because  of  continuous 
change  in  our  environment  and  steady  ad- 
vance in  the  practice  of  medicine,  it  is  likely 
that  other  new,  or  equally  obscure,  organ- 
isms will  emerge  as  causative  agents  in 
human  disease.  Dean  and  Post  note  that, 
“Associated  with  the  use  of  immunosup- 
presive  agents  and  antibiotic  therapy  is  an 
increasing  frequency  of  infections  with  or- 
ganisms that  are  not  common  human  path- 
ogens.”’ The  threat  of  possible  danger  from 
extra-terrestial  organisms  as  fictionalized  in 
“The  Andromeda  Strain”^  is  a fascinating 
concept,  but  no  more  intriguing  than  the  re- 
cent saga  of  the  outbreaks  of  septicemia  re- 
lated to  intravenous  bottle  caps  contaminated 
by  Enterobacter  cloacae  and  Erwinia.^ 

*From  the  Departments  of  Medicine  and  Surgery,  St. 
Joseph's  Hospital,  Denver,  Colorado. 


Aeromonas  hydrophila  is  known  as  the 
causative  agent  in  “Red  Leg  Disease”  in 
frogs,  “Black  Rot”  in  hen  eggs,  and  septice- 
mia in  snakes  and  salamanders,  but  it  has 
seldom  been  associated  with  human  dis- 
ease.'’”^  However,  it  is  an  ubiquitous  organ- 
ism which  has  been  found  as  part  of  the 
flora  of  many  patients,  having  been  isolated 
from  skin,  sputum  and  stools  and  has  been 
isolated  from  a hospital  water  supply.’-®  In 
previously  reported  fatal  human  cases,  most 
patients  had  either  hepatic  cirrhosis  or  leu- 
kemia. We  wish  to  present  a patient  who 
had  neither  of  these  conditions  nor  any 
other  debilitating  disease.  He  did  have  a 
mediastinal  mass,  which  turned  out  to  be  a 
“Red  Herring”  in  this  “Red  Leg  Disease.” 

CASE  REPORT 

A 30-year-old,  white  male  was  admitted  to  the 
hospital  with  a six  week  history  of  recurrent 
chills  and  fever,  generalized  muscular  aching  and 
a productive  cough  without  hemoptysis.  He  had 
been  treated  with  tetracycline,  sulfa  and  penicil- 
lin with  only  temporary  symptomatic  improve- 
ment. He  had  lost  20  pounds.  He  had  visited  his 
dentist  for  routine  dental  care  two  weeks  prior 
to  admission. 

Past  history  was  negative  except  for  biopsy 
of  an  axillary  lymph  node  following  a chest 
x-ray,  at  age  15,  without  apparent  specific  diag- 
nosis or  sequelae. 

Physical  examination  of  this  6'2'',  210  pound 
man  was  unremarkable,  except  for  fever  of  102 
degrees. 

Initial  laboratory  data  revealed  leukocytosis 
of  11,400  and  the  differential  showed  some  “ab- 
normal lymphocytes.”  Biochemical  profile  and 
serum  electrolytes  were  normal.  Chest  x-ray  re- 
vealed a large  mediastinal  mass  elevating  the  left 
main  stem  bronchus  (Fig.  la  and  lb).  X-ray  exam- 
ination of  the  thoracic  spine  and  skull,  brain  scan, 
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Fig.  la  -■  b.  PA  and  Lateral  x-rays  of  chest  with 
barium  swallow  showing  rounded  mass  behind 
the  heart  with  elevation  of  left  stem  bronchus 
(air -broncho  gram)  but  no  deviation  of  the 
esophagus. 

sputum  cultures,  blood  cultures,  LE  preps,  febrile 
agglutinins,  and  bone  marrow  examination  were 
negative.  Except  for  a positive  second  strength 
PPD,  skin  tests  were  also  negative. 

Therapy  was  instituted  with  Keflin,  penicillin, 
ampicillin  and  sulfa.  The  fever  persisted.  On  the 
fifth  hospital  day  the  patient  developed  nuchal 
rigidity  and  involuntary  twitching  of  his  facial 
muscles.  Lumbar  puncture  revealed  increased 
pressure,  cell  count  of  3,500  with  95  per  cent  neu- 
trophiles,  and  anerobic  streptococcus  was  grown 


on  culture.  On  the  basis  of  sensitivity  studies  of 
this  organism  chloramphenicol  and  streptomycin 
were  started,  with  only  slight  clinical  improve- 
ment. Because  of  the  possibility  of  mediastinal 
lymphoma,  infected  bronchogenic  cyst  or  para- 
spinal  abscess,  exploratory  thoracotomy  was  per- 
formed two  weeks  after  admission.  (Fig.  2)  The 
histopathology  was  reported  as  “mild  fibrosis  and 
non-specific  acute  and  chronic  inflammation  of 
mediastinal  lymph  nodes”.  Culture  of  the  surgical 
specimen  was  negative.  After  initial  improve- 
ment in  the  postoperative  period  he  again  devel- 
oped fever  and  lethargy  plus  hematemesis,  which 
required  transfusion  of  two  units  of  blood.  A sec- 
ond lumbar  puncture  revealed  increased  pressure, 
570  cells  with  43  per  cent  neutrophiles,  21  per  cent 
eosinophiles  and  a negative  culture.  Isoniazid  and 
steroids  were  added  to  the  antibiotic  coverage.  An 
EEG  showed  evidence  of  severe  cerebral  disorder. 
After  progressive  clinical  deterioration  he  expired 
on  the  19th  postoperative  day. 

Autopsy  revealed  an  abscess  along  the  roof  of 
the  right  cerebral  ventricle.  Aeromonas  hydro- 
phila  was  cultured  from  lung,  perihilar  lymph 
nodes  and  spleen.  Since  the  brain  was  not  sec- 
tioned until  after  chemical  fixation,  cultures  of 
the  abscess  were  not  obtained  and  no  organisms 


Fig.  2.  Mediastinal  mass  of  matted  lymph  nodes 
just  anterior  to  aorta  as  seen  during  left  thora- 
cotomy. 
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were  seen  on  microscopic  study.  The  remainder 
of  the  postmortem  examination  was  unremark- 
able. Source  of  the  hematemesis  or  site  of  entry 
of  an  invading  organism  were  not  demonstrated. 
The  heart  valves  had  no  evidence  of  vegetation 
or  calcification. 

Discussion 

Aeromonas  hydrophila,  of  the  bacterial 
family  Pseudomonadaceae,  are  facultative 
anerobic,  asporgenous,  polarly  flagellated 
(occasionally  atrichous),  motile,  gram-neg- 
ative rods  that  ferment  carbohydrates  and 
give  a positive  oxidase  reaction.'’  A detailed 
description  of  the  genus  Aeromonas  with  a 
review  of  the  literature  was  provided  by 
Eddy.’'  Liu  has  described  the  use  of  extra- 
cellular antigens  and  antisera  in  identifica- 
tion of  these  organisms.*’  In  most  clinical 
laboratories,  Aeromonas  is  most  likely  to  be 
classified  as  Escherichia  coli,  Aerobacter  or 
Paracolon  bacillus.” 

Human  infections  which  have  been  re- 
ported with  positive  cultures  for  Aeromonas 
hydrophila  include  soft  tissue  infections, 
peritonitis,  cholecystitis,  cholangitis,  hepati- 
tis, diarrhea  and  septicemia. The  associa- 
tion of  most  fatal  cases  of  Aeromonas  sep- 
ticemia with  leukemia  or  hepatic  cirrhosis 
is  noteworthy  and  probably  represents  an 
infection  where  the  host  defenses  are  com- 
promised. In  their  report,  von  Graevenitz 
and  Mensch”  state  that,  “Overall,  the  organ- 
isms had  no  predilection  for  any  sex  or  age 
group,  or  for  debilitated  patients;  however, 
all  blood  and  sputum  isolates  came  from 
aged,  hospitalized  patients  with  preexisting 
disease.”  Four  of  the  five  patients  cited  in 


TABLE  1 


IN-VITRO  ANTIBIOTIC  SENSITIVITY  OF 
AEROMONAS  HYDROPHILAi-6 


Sensitive 

Tetracycline 

Chloramphenicol 

Kanamycin 

Furadantin 

Nalidixic  Acid 

Polymyxin  B 

Gentamicin 


? Sensitive 

Tetracycline 

Streptomycin 

Cephalothin 

Erythromycin 

Sodium 

Colistimethate 


Resistant 

Streptomycin 

Cephalothin 

Ampicillin 

Penicillin 


their  clinical  cases  ranged  in  age  from  67  to 
72  years,  one  had  Laennec’s  cirrhosis,  one 
had  chronic  cholecystitis  with  moderate 
cirrhosis,  and  a third  had  sclerosing  chol- 
angitis. 

With  regard  to  antibiotic  therapy,  Bulger 
and  Sherris’”  feel  that  tetracycline  and 
chloramphenicol  are  the  agents  of  choice 
while  Kjems’’’  used  penicillin  with  ACTH 
and  Conn”  noted  “dramatic  improvement” 
with  tetracycline  and  streptomycin.  Other 
reports  of  in-vitro  testing  are  listed  in 
Table  1. 

Unlike  most  reported  cases,  our  patient 
with  fatal  Aeromonas  hydrophila  septicemia 
was  a young,  vigorous  male  without  known 
chronic  or  debilitating  disease.  The  medias- 
tinal mass  was  a totally  unrelated  con- 
comitant condition.  In  spite  of  vigorous  anti- 
biotic therapy,  including  Isoniazid  and 
steroids  on  a presumption  of  tuberculous 
meningitis,  his  clinical  course  was  one  of  re- 
lentless deterioration.  Inquiry  into  his  hab- 
its, hobbies  and  environment  revealed  no 
known  contact  with  aquatic  or  marine  life 
and  no  clue  as  to  the  origin  or  mode  of  entry 
of  the  infecting  organism.  • 
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Surgery  for  angina 


Jerry  N.  Zebrack,  MD,  and  Robert  J.  Barnet,  MD,  Reno,  Nevada 


ISitro  or  knife?  This  article  dicusses 
the  indications  and  problems  of  decision  for 
saphenous  vein  bypass  surgery 
for  angina  pectoris. 

The  treatment  of  angina  pectoris  can  be 
difficult  and  frustrating.  Physicians  and 
heart  patients  everywhere  are  interested  in 
the  recent  dramatic  growth  and  develop- 
ment of  saphenous  vein  bypass  surgery 
which  is  now  the  major  surgical  approach 
in  the  treatment  of  angina.  Numerous  arti- 
cles have  been  written  concerning  saphenous 
vein  bypass  surgery  both  in  the  basic  scien- 
tific research  and  its  clinical  application. 
Proponents  for  the  operation  believe  that 
bypass  of  an  obstruction  and  establishment 
of  adequate  blood  flow  to  the  distal  compro- 
mised myocardium  cannot  be  argued  against, 
and  should  be  accomplished.  The  opponents 
argue  that  the  surgery  has  not  been  proven 
to  prolong  life  or  indeed  even  to  improve  the 
functional  state  of  the  individual,  and  that 
the  surgical  risk  (both  mortality  and  mor- 
bidity) must  be  weighed  against  the  prog- 
nosis with  optimal  medical  management. 
Despite  the  large  volume  of  literature,  there 
is  a lack  of  good  guidelines  for  the  practicing 
cardiologist,  internist  or  generalist  to  follow 
when  managing  the  individual  patient  with 
angina  pectoris. 

There  are  three  major  areas  that  should 
be  considered  in  evaluation  of  the  patient 
for  saphenous  vein  bypass  surgery.  These 
are,  (1)  the  symptomatic  state  of  the  patient, 
(2)  the  extent  of  the  coronary  artery  disease 
and  (3)  the  functioning  capacity  of  the  myo- 
cardium. 


Symptomatic  State 

The  most  important  consideration  in  the 
decision  for  or  against  the  operation  is  sig- 
nificant symptomatic  disability.  There  are 
some  medical  centers  where  surgery  is  per- 
formed on  any  significant  lesion  even  if  the 
patient  is  asymptomatic.  However,  most  car- 
diologists at  present  recommend  the  opera- 
tion only  if  there  is  a significant  limitation 
in  the  patient’s  lifestyle. 

The  definition  of  significant  disability 
varies  widely  and  is  difficult  to  quantitate. 
It  is  here  that  a physician,  who  knows  the 
patient  and  his  life  situation  well,  has  to 
play  a major  role.  The  most  important  fac- 
tor in  the  definition  of  significant  disability 
is  whether  an  adequate  trial  of  medical 
therapy  has  been  attempted,  including 
weight  reduction,  lipid  abnormality  control, 
exercise  program  and  medications. 

Coronary  Artery  Disease 

Surgical  bypass  is  usually  recommended 
on  areas  of  obstruction  that  occupy  greater 
than  70  per  cent  of  the  vessel  diameter,  al- 
though there  are  some  who  consider  a re- 
duction in  the  diameter  of  50  per  cent  as  an 
indication.  Assessment  is  even  more  diffi- 
cult in  that  a smooth  obstruction  is  different 
from  that  of  an  irregular  sharp-edged  plaque 
narrowing  the  lumen,  as  the  latter  would 
cause  more  turbulence  and  increases  re- 
sistance to  flow.  Morever,  the  exact  percent- 
age of  obstruction  of  vessel  lumen  is  not 
precise  when  assessed  by  coronary  angi- 
ography. Thus,  in  any  given  situation  a con- 
siderable error  in  assessing  the  per  cent  of 
obstruction  and  its  effect  on  blood  flow  is 
possible. 
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The  length  of  the  lesion  is  not  nearly  as 
important  as  the  decrease  in  diameter.  By 
Poiseuilles  Law,  the  resistance  to  flow  is  pro- 
portional to  the  fourth  power  of  the  radius 
and  inversely  proportional  to  the  length. 
Thus,  doubling  the  length  of  the  narrowing 
would  have  a minor  hemodynamic  effect, 
again  assuming  that  this  is  a smooth  nar- 
rowing. 

Myocardial  Function 

The  functional  state  of  the  myocardial 
muscle  is  a critical  factor  in  predicting  the 
likelihood  of  a successful  operation.  There 
are  several  parameters  used  in  assessing 
function.  These  include  cardiac  output,  left 
ventricular  end  diastolic  pressure,  and  ejec- 
tion fraction.  The  assault  of  a surgical  pro- 
cedure will  be  withstood  much  better  by 
those  hearts  in  which  all  these  parameters 
are  normal.  The  exact  decrease  in  the  ejec- 
tion fraction,  cardiac  output  or  the  degree  of 
elevation  of  the  left  ventricular  end  dias- 
tolic pressure  in  relationship  to  the  opera- 
tive mortality  is  unknown.  It  is  unfortunate 
that  the  very  patient  with  the  “sickest” 
heart  is  often  the  poorest  candidate. 

Another  consideration  in  evaluating  pa- 
tients for  coronary  artery  surgery  is  the  pres- 
ence or  absence  of  ventricular  aneurysms. 
“Aneurysms”  are  usually  areas  of  infarcted, 
non-functioning,  myocardial  tissue;  but,  at 
times  they  may  be  secondary  to  ischemia  and 
therefore  reversible.  The  incidence  of  aneu- 
rysms in  patients  with  angina  varies  in  re- 
ported series  from  3.5  per  cent  to  38  per  cent. 
A true  aneurysm  is  an  area  of  myocardium 
that  paradoxically  expands  during  myocar- 
dial systole  and  is  called  dyskinetic.  More 
frequent  than  true  aneurysms  are  akinetic 
or  non-contracting  areas  — areas  of  the 
myocardium  that  do  not  contract  during 
systole.  There  may  also  be  portions  of  the 
myocardium  that  partially  contract  during 
systole  but  not  to  the  extent  of  the  normal 
myocardium.  These  areas  are  called  hypo- 
kinetic. Surgical  excision  of  a true  aneu- 
rysm can  improve  myocardial  function  by 
increasing  cardiac  output  and  the  injection 
fraction.  Excision  of  an  area  of  akinesis  or 
hypokinesis  usually  does  not  improve  func- 
tion. At  this  time,  there  is  not  enough  infor- 


mation to  know  whether  revascularizing  an 
area  of  akinesis  or  hypokinesis  by  bypassing 
an  arterial  obstruction  will  improve  myo- 
cardial functioning  because  it  is  difficult  to 
determine  if  it  is  an  area  of  infarcted  myo- 
cardium or  an  area  that  is  merely  ischemic. 

The  operative  mortality  for  bypass  sur- 
gery varies  widely  and  is  probably  higher 
outside  of  the  major  medical  centers.  The 
published  mortality  is  sometimes  listed  by 
one,  two,  or  three  vessel  disease  or  a com- 
bination of  all  of  these,  considering  or  not 
considering  myocardial  functioning,  aneu- 
rysms, valvular  problems,  etc.  A summary 
of  several  of  the  larger  studies  is  in  Table  1. 
The  mortality  ranges  from  one  to  ten  per 
cent  for  bypass  procedures  on  one  to  three 
vessels.  If  there  are  complicating  factors  such 
as  congestive  heart  failure,  papillary  mus- 
cle dysfunction  and  aneurysms,  in  some  re- 
ports the  mortality  rises  to  25  per  cent. 
There  is  no  clear  distinction  between  one 
vessel  disease  involving  the  right  coronary 
artery  as  compared  to  disease  involving  the 
left  anterior  descending  coronary  artery. 
Also,  there  is  usually  no  distinction  between 
various  combinations  of  two  or  three  vessel 
involvement.  Until  these  finer  details  are 
known  and  compared  from  various  centers 
the  expected  mortality  in  an  individual  pa- 
tient will  continue  to  be  difficult  to  predict. 

In  comparing  operative  mortality  with  the 
mortality  of  the  non-operated  patients,  there 
are  three  major  studies  which  will  be  con- 
sidered. (Table  2)  Mortality  at  the  end  of 
one  year  of  unoperated  patients  varies  with 
the  degree  of  associated  physical  or  electro- 
cardiographic abnormality.  It  is  reasonable 
to  assume  that  the  individual  who  has  a 
normal  physical  examination  with  no  EKG 
abnormalities  will  only  have  one  or  two 
coronary  arteries  with  significant  lesions. 
The  operative  mortality  in  this  situation 
should  be  in  the  range  of  one  to  three  per 
cent,  which  is  approximately  the  same  as  in 
the  non-operated  patients.  The  individual 
who  has  an  EKG  abnormality  such  as  a 
myocardial  infarction  or  a bundle  branch 
block  and  an  abnormal  heart  by  x-ray  or 
physical  examination  would  be  likely  to 
have  three  vessel  disease.  These  patients 
would  have  an  operative  mortality  of  at 
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Group 

Dallasi 
(128  cases) 

TABLE 

Vessels 

Bypassed 

1 

2 

3 

1 

Mortality 

0% 

3% 

21% 

Improved 
90%  (Post-op) 
90%  (Post-op) 
80%  (Post-op) 

Cleveland* 

All  categories 

4% 

85%  (1  year) 

(224  cases) 

Houston,® 

1 

2.5% 

All  cases 

(480  cases) 

(1  year) 

2 

4.2% 

56%  free  of 

symptoms 

3 

8.0% 

92%  improved 

4 

18.1% 

Mortality  and  improvement  in  three  reported  series 
of  vein  bypass  surgery. 


least  10  per  cent,  which  is  approximately 
the  same  as  the  one  year  non-opera- 
tive mortality  for  a similar  group  of  med- 
ically treated  patients.  Comparing  the  data 
in  Tables  1 and  2,  the  possibility  of  an  indi- 
vidual with  angina  pectoris  living  for  a pe- 
riod of  one  year  is  essentially  the  same 
whether  they  have  surgery  or  are  treated 
medically. 

Some  proponents  of  saphenous  vein  bypass 
surgery  claim  there  are  some  individuals 
who  will  have  a myocardial  infarction  if 
they  do  not  have  an  operation.  The  Fram- 
ingham Study^  demonstrated  that  the  prob- 
ability of  a group  of  patients  with  angina 
pectoris  having  an  infarct  by  the  end  of  one 
year  will  be  approximately  five  per  cent.  It 
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TABLE  2 

NATURAL  HISTORY  OF  ANGINA 
PER  CENT  SURVIVAL 


STUDY 

1 year 

4 years 

5 years 

Framingham  (303  cases 

Males 

Females 

75% 

87.5% 

Rochester,  Minnesota 

(438  cases )5 

Normal  EKG 

Abnormal  EKG 

98% 

81% 

88% 

46% 

Russek,  N.  Y.  (133  cases)® 

Good  risk  (normal  exam) 
Poor  risk  (abnormal  exam) 

100% 

75% 

95% 

33% 

is  logical  that  if  an  infarct  does  occur  there 
will  be  a reduction  in  the  functional  capacity 
of  the  individual.  If  this  morbidity  is  com- 
pared with  the  anticipated  operative  mor- 
bidity again  there  will  be  no  significant  dif- 
ferences. In  a group  of  40  patients  from 
Rochester,  Minnesota,'^  18  per  cent  had  def- 
inite myocardial  infarction  and  another  10 
per  cent  had  possible  infarction  at  the  time 
of  saphenous  vein  bypass  surgery.  This  sur- 
gical morbidity,  plus  the  occasional  occur- 
rence of  problems  such  as  the  post  cardi- 
otomy  syndrome,  cerebral  vascular  accidents 
and  chest  wall  pain,  approximately  counter- 
balances the  non-operative  morbidity. 

A one  year  follow-up  of  surgical  patients 
will  show  that  70  to  80  per  cent  report  sig- 
nificant improvement.  This  data  has  not 
been  critically  scrutinized  with  treadmill 
testing  and  cardiac  catheterization.  It  is  note- 
worthy that  in  groups  of  patients  with  the 
Vineburg  procedure  re-tested  with  treadmill 
tests  six  months  to  one  year  postoperatively® 
there  were  62  per  cent  who  were  signif- 
icantly improved.  It  is  assumed  that  the 
saphenous  vein  bypass  procedure  is  a physi- 
ologic improvement  over  the  Vineburg  in- 
ternal mammary  artery  implant.  However, 
at  the  end  of  one  year  only  10  to  20  per  cent 
more  patients  are  being  reported  as  signif- 
icantly improved.  Certainly  the  placebo  ef- 
fect of  any  surgery  for  angina  is  an  im- 
portant but  unknown  factor. 

It  is  anticipated  that  the  surgical  pro- 
cedure in  the  next  few  years  will  have  fur- 
ther technical  improvements.  This,  plus  new 
innovations,  such  as  gas  endarterectomy, 
may  lower  the  operative  mortality  and  also 
allow  for  attainment  of  a better  functioning 
result.  Thus,  if  a patient  can  with  relative 
comfort  postpone  surgery  until  sometime  in 
the  future  and  accept  the  risk  of  a possible 
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myocardial  infarction,  the  chance  for  long 
term  benefit  may  be  better  than  at  present. 

Conclusion 

Approximately  75  per  cent  of  the  patients 
recovering  from  saphenous  vein  bypass  sur- 
gery live  a more  pain-free  and  therefore,  a 
more  enjoyable  life.  The  individual  who  is 
significantly  incapacitated  by  his  angina  de- 
spite optimum  medical  therapy  should  be 
considered  the  prime  candidate  for  saphen- 
ous vein  bypass  grafting.  Since  there  are  sev- 
eral unknown  factors,  each  patient  should  be 


re-evaluated  after  coronary  angiograms,  con- 
sidering both  the  operative  morbidity  and 
mortality  before  surgery  is  performed.  The 
patient’s  private  physician  should  take  a 
major  role  in  the  decision  for  or  against  sur- 
gery. He  is  in  the  best  position  to  determine 
whether  there  is  enough  significant  disabil- 
ity to  warrant  the  risks  and  uncertainties  of 
the  surgery  or  whether  the  patient  should 
be  willing  to  accept  the  possibility  of  a myo- 
cardial infarction  by  waiting  until  more  in- 
formation is  known  regarding  saphenous 
vein  bypass  surgery.  • 
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Public  Service  Documentary  Available  Free  from  Modern 

An  estimated  45,000  accident  victims  die  or  are  permanently  disabled  each 
year.  The  reasons  and  efforts  undertaken  to  prevent  these  tragedies  are  dramat- 
ically explored  in  a 16mm-sound  and  color  film  titled,  “Before  The  Emergency.” 

This  28-minute  film  is  available  on  free-loan  to  colleges,  church  and  com- 
munity groups  throughout  the  country  from  Modern  Talking  Picture  Service. 

The  tragic  story  of  inadequate  care  and  treatment  of  people  hurt  in  highway, 
home  and  occupational  accidents,  due  to  the  lack  of  proper  equipment  in  ambu- 
lances, lack  of  thorough  education  and  training  of  crews  and  lack  of  radio  com- 
munications between  ambulances  and  hospitals  is  the  theme  of  this  motion  picture. 

A program  of  recommended  community  action,  such  as  that  adopted  by  a resort 
city  in  Wisconsin  is  also  detailed. 

This  important  public  service  documentary,  sponsored  by  the  Employers  In- 
surance of  Wausau,  should  be  seen  by  every  adult  in  America. 

Requests  for  playdates  for  “Before  The  Emergency”  should  be  sent  to  Modern 
Talking  Picture  Service,  2323  New  Hyde  Park  Road,  New  Hyde  Park,  N.  Y.  11040. 
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Suicide  in  Nevada 


A comparative  analysis 


James  Mikawa,  PhD,  and  Colleen  Stotler,  MA,  Reno,  Nevada* 


Demographic  data  from  Washoe  County, 
Nevada  were  compared  with  statistics 
from  other  areas  of  the  country.  Some 
influence  from  the  gambling  and  its 
related  tourist  trade  were  found,  but  the 
similarities  in  the  data  outweighed 
the  differences. 


In  1960  BY  STATISTICS  of  the  National  Center 
for  Health  Statistics,  the  State  of  Nevada 
had  the  dubious  distinction  of  having  the 
highest  suicide  rate  in  the  nationd  Nevada’s 
1960  rate  of  26.8  suicides  per  100,000  is  al- 
most matched  by  the  1970  rate  of  25.9  sui- 
cides per  100,000.“  It  has  been  stated  that  the 
state’s  gambling  industry,  along  with  its  re- 
lated tourist  trade  and  transient  population, 
has  a major  influence  on  this  high  incidence 
of  suicide.^  However,  empirical  studies  to 
support  such  statements  have  not  been  at- 
tempted. A comparative  demographic  anal- 
ysis would  assist  in  determining  the  nature 
of  suicides  in  Nevada.  In  the  present  study, 
demographic  data  obtained  from  a sample  of 
suicides  during  a nine  year  period  (1961- 
1970)  were  compared  with  published  studies 
of  demographic  statistics  from  other  areas. 
There  are  difficulties  inherent  in  the  use  of 
demographic  data  as  recognized  by  Douglas."* 
However,  such  an  approach  for  a beginning 
analysis  of  an  area  was  seen  as  appropriate 
for  providing  a context  for  other  data. 

‘From  the  Suicide  Prevention  Center,  Reno,  Nevada.  Dr. 
James  Mikawa,  Associate  Professor  of  Psychology,  Uni- 
versity of  Nevada,  Reno,  and  head  of  the  Suicide  Preven- 
tion Center. 


Shneidman  and  Farberow  (1961)®  studied 
persons  who  attempted  and  persons  who 
committed  suicide  during  1957  in  Los  An- 
geles County.  Sociological  data  were  com- 
pared. The  categories  included  sex,  race,  age, 
marital  status,  occupation,  ecologic  informa- 
tion, religion,  and  nativity.  In  addition,  data 
related  to  the  act  itself  were  collected  such 
as  method  of  suicide,  time  (day,  hour,  and 
month)  of  suicide,  incidence  of  suicide  notes, 
with  whom  the  subject  was  living,  to  whom 
the  subject  was  referred  for  treatment,  if  at 
all,  and  reason  for  suicide  or  attempt.  The 
National  Center  for  Health  Statistics  has 
published  a study  of  suicide  statistics  show- 
ing national  trends  for  the  period  1950-1964.* 
Categories  studied  included  method  of  sui- 
cide, seasonal  variation,  age,  color,  sex  dif- 
ferences, geographic  variation,  marital  sta- 
tus, and  population  trends. 

Method 

A sample  of  227  recorded  suicides  which 
occurred  in  Washoe  County,  Nevada,  over  a 
nine  year  period  (1961-1970)  were  compared 
with  national  statistics  (1959-1964),  a sample 
of  suicide  in  Los  Angeles  County  during 
1957,  and  national  census  data.  All  suicide 
records  were  obtained  from  the  Washoe 
County  Coroner’s  office. 

Nevada’s  population  dispersal  is  almost  as 
unique  as  its  economic  base.  Two  heavily 
populated  counties,  Clark  and  Washoe,  con- 
taining the  urban  centers  of  Las  Vegas  and 
Reno,  account  for  81  per  cent  of  the  total 
population  of  the  state.  The  remaining  19 
per  cent  of  the  population  is  spread  rather 
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evenly  over  15  other  counties.  An  analysis 
of  both  Clark  and  Washoe  counties  would 
include  a majority  of  the  state’s  entire  pop- 
ulation. Washoe  County  contained  25  per 
cent  of  the  state’s  population  in  1970.® 

Data  on  suicides  were  obtained  from  two 
sets  of  files  in  the  Coroner’s  office,  only  one 
of  which  listed  suicide  as  a discrete  category 
for  cause  of  death.  The  initial  set  of  files 
listed  just  a description  of  the  way  the  in- 
dividual died  and  minimal  identifying  data. 
The  second  file  included  reports  on  the  death 
and  a classification  of  the  death  as  “natural,” 
“accidental,”  “homicide,”  or  “suicide.”  Iden- 
tifying information  obtained  from  the  initial 
file  were  used  to  locate  the  death  report  in 
the  second  file.  Consequently,  some  data  may 
have  been  “lost”  because  of  difficulty  en- 
countered in  insuring  that  all  suicides  were 
located.  In  the  present  study,  all  suicides  on 
which  data  were  available  during  the  pe- 
riod 1961-1970  were  examined. t 

Results 

Information  on  suicides  in  Washoe 
County  will  be  presented  in  the  context  of 
comparative  and  baseline  data  available 
from  published  reports  of  Los  Angeles 
County,  1957®  national  statistics,'  and  gen- 
eral population  characteristics  of  Washoe 
County.® 

Residence.  Suicide  records  were  exam- 
ined to  determine  place  of  residence.  Of  the 
total  number  of  suicides  in  Washoe  County, 
75  per  cent  were  residents  of  Washoe  County, 
15  per  cent  were  listed  as  residents  of  other 
areas  (See  Table  1),  and  in  nine  per  cent  of 
the  records,  no  data  were  given.  As  a com- 
parison, 100  per  cent  of  the  sample  in  the 
study  in  Los  Angeles  were  residents  of  that 
county. 

Age  and  Sex.  Ages  of  suicides  were  classi- 
fied according  to  age  groupings  of  10  years, 
for  example,  10-19,  20-29,  etc.  Fig.  1 compares 
the  Washoe  County  data  with  the  Los  An- 
geles County  per  cents  for  the  same  age 

*This  number  includes  over  95%  of  the  recorded  suicides 
during  the  period  1961-1970.  In  perusing  the  files,  26  cases 
were  found  which  were  not  listed  as  suicide,  but  descrip- 
tions in  the  death  report  strongly  indicated  the  possibil- 
ity of  suicide.  It  appears  procedures  similar  to  Los  An- 
geles' “psychological  autopsy’’^  would  be  valuable  in 
clarifying  the  determination  of  suicide  in  Washoe 
County.  With  increasing  usage  of  barbiturates  and  other 
drugs,  such  procedures  may  be  increasingly  valuable. 


TABLE  1 

NUMBER  AND  PER  CENT  DISTRIBUTION  OF 
PLACE  OF  RESIDENCE  OF  SUICIDES  IN 
WASHOE  COUNTY* 


Place  of  Residence 

Number  of 
Suicides 

Per  Cent  of 
Total 

Washoe  County 

174 

76 

Transient  (Less  than  6 
residence) 

months 

5 

2 

Other  Nevada  Counties 

6 

3 

California 

28 

12 

Other  States 

6 

3 

No  Data 

9 

4 

*Approximate  per  cents — rounded  to  nearest 
whole  number. 


groupings.  The  median  age  for  female  sui- 
cides in  Washoe  County  was  43  years  and 
for  male  suicides,  48  years.  The  median  age 
for  the  combined  groups  was  47  years. 

Per  cent  of  suicide  in  each  age  group  was 
compared  with  general  population  charac- 
teristics of  Washoe  County,  according  to  the 
1970  census  (Table  2) . A disproportinate  per 
cent  of  males  committed  suicide  in  the  age 
groups  above  40  compared  to  their  per  cent 
representation  in  the  general  poulation.  Fe- 
male suicides,  on  the  other  hand,  show  a dis- 
proportionate representation  in  age  groups  of 
30-39,  40-49,  and  50-59.  Both  male  and  female 
suicides  were  underrepresented  in  the  age 
group  10-19,  compared  to  general  population 
characteristics.  Only  two  people  of  the  total 
sample  were  non-whites. 

National  statistics  indicate  that  the  1964 
rates  for  white  males  increased  with  each 
successive  age  group,  continuing  to  65.1  per 
100,000  for  the  85  years  and  over  age  group. 
The  rates  for  white  females  reached  a peak 
in  the  45-54  or  55-64  age  group  and  decreased 
thereafter.  The  non-white  rates  showed  no 
uniform  pattern.'  In  the  Washoe  County 
sample,  74  per  cent  of  the  suicides  were 
males,  while  26  per  cent  were  females.  In 
1964,  the  national  statistics  indicated  73  per 
cent  of  suicides  were  males.  The  Los  Angeles 
County,  1957  data  indicated  70  per  cent  of  the 
suicides  were  males  and  30  per  cent  were  fe- 
males. 

Marital  Status.  Marital  status  was  classi- 
fied as  single,  married,  separated,  widowed, 
or  divorced.  Per  cent  of  suicides  in  each  of 
these  categories  was  compared  with  propor- 
tions found  in  the  general  population  in 
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Washoe  County — Males  — Groups 
Los  Angeles  County — Males  — — — 


Washoe  County — Females 


Age  Groups 


Los  Angeles  County — Females  — 


Fig.  1.  Comparison  of  Percentage  Distribution  by  Sex  of  Age  Groups  For  Suicides 
in  Washoe  County  and  Los  Angeles  County,  1957. 


for  March  1973 


45 


TABLE  2 


PER  CENT  DISTRIBUTION  BY  SEX  OF  AGE  GROUPS  OF  SUICIDES  AND 
WASHOE  COUNTY  POPULATION  CHARACTERISTICS* 


Suicides  in  Washoe 

County 

General  Population  Characteristics 
of  Washoe  County,  1970 

Age  Groups 

Per  Cent 
Male 

Per  Cent 
Female 

Overall 
Per  Cent 

Per  Cent 
Male 

Per  Cent 
Female 

Overall 

Per  Cent 

Below  10 

0 

0 

0 

19 

17 

17 

10-20 

1 

1 

1 

18 

18 

18 

2C-29 

14 

17 

15 

15 

16 

16 

30-39 

14 

28 

18 

12 

12 

12 

40-49 

22 

23 

22 

13 

13 

13 

50-59 

23 

17 

21 

12 

11 

12 

60-69 

12 

5 

10 

7 

7 

7 

70-79 

10 

7 

9 

3 

4 

4 

80- 

3 

2 

3 

1 

2 

1 

No  Data 

1 

0 

1 

0 

0 

0 

^Approximate  per  cents — rounded  to  nearest  whole  number. 


TABLE  3 

PER  CENT  DISTRIBUTION  BY  SEX  OF  MARITAL  STATUS  OF  SUICIDES 
IN  WASHOE  COUNTY,  LOS  ANGELES  COUNTY,  1957,  AND 
GENERAL  POPULATION  CHARACTERISTICS  IN  WASHOE  COUNTY* 


Suicides  in  Washoe 
County 

General  Population 
Characteristics  in 
Washoe  County 

Los  Angeles 

County.  1957 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Marital  Status 

Male 

Female 

Male 

Female 

Male 

Female 

Single 

16 

2 

26 

17 

15 

9 

Married 

42 

68 

63 

63 

53 

48 

Separated 

8 

5 

2 

2 

8 

7 

Widowed 

10 

8 

2 

9 

6 

20 

Divorced 

19 

15 

7 

9 

13 

14 

Don’t  Know 

5 

2 

0 

0 

4 

2 

*Approximate  per  cents — rounded  to  the  nearest  whole  number. 


Washoe  County,  according  to  the  1970  cen- 
sus (See  Table  3).  A disproportionate  per 
cent  of  male  suicides  were  widowed,  sep- 
arated, and  divorced,  in  comparison  to  gen- 
eral population  characteristics  of  Washoe 
County.  For  female  suicides,  a dispropor- 
tionate per  cent  were  divorced  and  separated. 
Male  suicides  were  underrepresented  in  the 
single  and  married  categories.  Female  sui- 
cides were  underrepresented  in  the  category 
of  the  single  person. 

In  Los  Angeles  County,  1957,  the  data  with 
respect  to  marital  status  was  quite  similar. 
Fewer  single  and  married  persons  committed 
suicide  than  expected  from  their  representa- 


tion in  the  general  population.  The  separated, 
divorced,  and  widowed  persons  contributed 
a disproportionate  number. 

National  statistics  indicate  that  married 
persons  have  the  lowest  rates,  with  the  sin- 
gle, widowed,  and  divorced  ranking  next. 
The  divorced  rate  was  three  to  five  times 
the  rates  for  married  persons  under  age  65. 
The  rates  for  the  widowed  were  eight  times 
those  for  married  persons  at  ages  20-24,  but 
gradually  declined  with  increasing  age  until 
the  rates  were  similar  at  age  60.  The  rates  for 
the  single  persons  were  about  two  times 
those  for  married  people.' 
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TABLE  4 

PEE  CENT  DISTRIBUTION  OF  SUICIDES  WITH 
RESPECT  TO  OCCUPATIONAL  GROUP  IN 
WASHOE  COUNTY  AND  GENERAL 
POPULATION  CHARACTERISTICS,  1960* 


Occupational  Groups 

Suicides  in 
Washoe  Co. 

(Per  Cent) 

General  Population 
Characteristics  of 
Nevada,  1960 
(Per  Cent) 

Professional- 

Technical 

14 

11 

Farmers- 

Farm  Managers 

0 

3 

Managers-Officials- 

Proprietors 

12 

14 

Clerical 

6 

5 

Sales 

3 

5 

Craftsman 

9 

20 

Operatives 

1 

13 

Service  Workers 

21 

17 

Farm  Laborers 

1 

3 

Laborers 

9 

5 

Retired 

8 

Not  reported 

Housewife 

13 

Not  reported 

Unknown  or  other 

3 

4 

^Approximate  per  cents — rounded  off  to  nearest 
whole  number. 


Occupational  Groups.  Suicides  in  Washoe 
County,  residents  only,  were  classified  ac- 
cording to  occupational  categories  used  by 
the  Census  Bureau.  The  per  cent  of  sui- 
cides in  each  category  were  compared  with 
general  population  characteristics  in  Ne- 
vada as  determined  by  the  1960  census 
(Table  4) . Suicides  tended  to  be  dispropor- 
tionately represented  by  professional-tech- 
nical, service  workers,  and  laborers  as  occu- 
pational groups. 

In  Los  Angeles  County,  1957,  the  profes- 
sional and  managerial  occupational  groups 
were  underrepresented  among  suicides.  The 
national  statistics,  however,  show  both  pro- 
fessional and  managerial  occupational  groups 
with  high  suicide  rates.  Both  service  workers 
and  laborers  as  occupational  groups  show  ex- 
tremely high  suicide  rates,  29.7  and  32.8  per 
100,000,  respectively.®  In  Los  Angeles  County, 
1957,  16  per  cent  of  the  female  suicides  were 
housewives.  The  per  cent  was  13  in  Washoe 
County. 

Method  of  Suicide.  In  Washoe  County, 
the  most  frequently  used  method  for  com- 
mitting suicide  was  the  gun.  The  per  cent 


was  high  for  both  males  and  females  which 
is  in  contrast  to  both  Los  Angeles  County 
data  and  national  statistics  of  1964.  The  per 
cent  of  females  using  guns  was  about  half 
that  of  males  in  both  the  national  and  Los 
Angeles  County  statistics,  whereas  in 
Washoe  County,  the  per  cents  were  about 
equal  for  both  sexes  (Table  5) . 

In  all  populations,  the  per  cent  of  females 
using  barbiturates  and  other  poisons  was 
high,  and  for  most  categories  they  were  con- 
sistent across  populations,  except  for  the  per 
cent  of  hanging  in  Washoe  County.  In  the 
Washoe  County  sample,  per  cent  of  hanging 
was  much  lower  than  comparative  data. 

Month  of  Suicide.  As  in  the  Los  Angeles 
County  statistics,  no  definite  trend  in  fre- 
quency of  suicides  during  a particular  month 
was  found.  The  Spring  months  showed  a 
slight  trend  toward  increased  frequency,  as 
in  national  statistics,  although  April  was 
relatively  low  in  frequency.  In  general,  how- 
ever, the  variation  from  month  to  month  was 
minimal  (Table  6) . 

Notes  and  Prior  Attempts.  In  26  per  cent 
of  suicides  in  the  Washoe  County  sample, 
suicide  notes  were  found.  The  per  cent  com- 
pares with  35  per  cent  of  the  males  and  39 
per  cent  of  the  females  in  suicides  recorded 
in  Los  Angeles  County  in  1957.  In  8 per  cent 
of  the  suicides  in  Washoe  County,  indication 
of  one  or  more  prior  suicide  attempts  were 
found.  Reports  were  given  by  friends,  rela- 
tives, and  close  associates. 

Discussion 

It  appears  the  suicide  rates  for  Washoe 
County  were  inflated  as  a result  of  numbers 
of  non-residents  committing  suicide  during 
their  stay  in  the  Reno-Sparks  area.  The  ma- 
jority of  the  non-residents  were  from  neigh- 
boring California  where  over  19  million  in- 
habitants completely  overshadow  Nevada’s 
population  of  less  than  a half  million.  Cali- 
fornia also  contributes  greatly  to  Nevada’s 
economy;  a substantial  number  of  the  esti- 
mated 12  million  people  who  visit  the  Reno- 
Lake  Tahoe  area  each  year  are  California 
residents.  Based  on  results  of  the  sample 
studied,  it  seems  the  Nevada  rate  for  resi- 
dents only  would  be  considerably  less  than 
25.9  per  100,000,  although  still  among  the 
highest  in  the  nation. 
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TABLE  5 


PER  CENT  DISTRIBUTION  BY  SEX  OF  METHOD  OF  SUICIDE  IN  WASHOE  COUNTY, 
LOS  ANGELES  COUNTY,  1957,  AND  NATIONAL  STATISTICS,  1964* 


Washoe  County 

Los 

Angeles  County, 

1957** 

National  Statistics,  1964 

Per  cent 

Per  cent 

Per  cent 

Per  cent 

Per  cent 

Per  cent 

Method 

Male 

Female 

Overall 

Male 

Female 

Overall 

Male 

Female 

Overall 

Gun 

60 

50 

57 

41 

18 

35 

56 

25 

48 

Hanging 

6 

3 

6 

16 

7 

13 

15 

13 

15 

Barbiturates 

10 

32 

16 

13 

46 

23 

6 

30 

12 

Other  Poisons 

4 

2 

3 

4 

6 

4 

2 

7 

3 

Carbon  Monoxide  and 

other  gases 

13 

8 

12 

14 

6 

11 

12 

9 

11 

Domestic  gases 

0 

0 

0 

2 

2 

2 

0 

1 

0 

Slashing-Stabbing 

3 

0 

3 

3 

4 

4 

2 

2 

2 

Jumping 

1 

2 

1 

3 

4 

3 

3 

5 

4 

Drowning 

1 

0 

0 

1 

4 

2 

2 

4 

3 

Asphyxiation 

1 

3 

2 

0 

0 

0 

0 

0 

0 

Other  or  Don’t  Know 

1 

0 

0 

3 

2 

3 

2 

5 

3 

*Approximate  per  cents — rounded  to  nearest  whole  numbers. 
**Some  categories  are  combined  from  original  published  data. 


TABLE  6 

PER  CENT  DISTRIBUTION  OF  SUICIDES  BY 
MONTHS  FOR  WASHOE  COUNTY  AND 
LOS  ANGELES  COUNTY,  1957* 


Months 

Washoe  County 
(Per  cent) 

Los  Angeles  County 
(Per  cent) 

January 

7 

10 

February 

5 

5 

March 

9 

8 

April 

6 

8 

May 

13 

9 

June 

11 

8 

July 

7 

7 

August 

9 

9 

September 

7 

8 

October 

9 

8 

November 

8 

8 

December 

9 

11 

*Approximate 

per  cents — 

rounded  to  the  nearest 

whole  number. 

The  question  of  whether  gambling  and 
its  related  tourist  trade  has  a substantial  in- 
fluence on  suicide  rates  in  Washoe  County, 
other  than  the  non-resident  rate,  is  difficult 
to  assess.  A more  intensive  analysis  of  indi- 
vidual cases  may  be  required.  In  only  two 
cases  of  the  present  sample  were  there  any 
indication  in  the  death  report  that  gambling 


was  a related  factor.  In  both  cases,  the  indi- 
viduals sustained  heavy  losses  in  gambling 
just  prior  to  suicide. 

Another  way  of  assessing  the  influence  of 
gambling  and  the  tourist  trade  is  to  deter- 
mine if  people  who  work  in  occupations  as- 
sociated with  gambling  and  tourism  have  a 
higher  suicide  rate  than  expected  from  their 
representation  on  the  working  force  in  the 
county.  Each  year  the  Nevada  Employment 
Security  Department  classifies  areas  of  em- 
ployment and  presents  figures  representing 
the  per  cent  of  employment  in  each  category. 
In  1970,  in  two  areas  of  employment,  “hotels- 
motels  and  amusement,”  and  “eating  and 
drinking”  the  per  cent  of  the  total  work 
force  was  17.8  per  cent  and  2.3  per  cent  re- 
spectively.® These  two  areas  can  be  seen  as 
closely  related  to  the  gambling  and  tourist 
trade.  In  the  present  suicide  sample  of  Wa- 
shoe County  residents  only,  13  per  cent  of 
the  sample  were  found  to  be  employed  in 
the  “hotels-motels  and  amusement”  category, 
while  9 per  cent  were  employed  in  the  “eat- 
ing and  drinking”  classification.  Of  the  sui- 
cide sample  of  Washoe  County  residents,  10 
per  cent  were  found  to  be  directly  related  to 
casino  operations  such  as  dealer,  skill, 
changeboy,  etc.,  according  to  death  reports. 
It  appears  bartenders,  waiters,  and  wait- 
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resses  were  disproportionately  represented 
in  the  suicide  sample,  and  casino  operations 
people  contributed  a substantial  number  to 
the  suicide  sample. 

It  is  interesting  to  note  the  similarities 
found  between  the  statistics  of  Washoe 
County,  Los  Angeles  County,  and  the  entire 
country.  The  similarities  tended  to  outweigh 
the  differences  in  almost  every  category.  It 
appears  that  Washoe  County  suicides,  with 
respect  to  demographic  data,  at  least,  were 
quite  similar  to  those  in  other  areas  in  the 
county. 

Some  differences  were  noted,  however, 
such  as  the  more  frequent  use  of  the  gun  by 
female  suicides  in  Washoe  County.  The  se- 
lection of  this  particularly  lethal  mode  by 
females  may  tend  to  increase  suicide  rates 
over  what  would  be  expected.  The  per  cent 
of  females  committing  suicide  in  Washoe 
County  (26  per  cent),  however  is  not  dif- 
ferent from  the  per  cent  reported  nationally 
(27  per  cent)  in  1964.^  The  use  of  the  gun, 
even  by  females,  may  be  attributed  to  the 
frontier  and  old  west  atmosphere  of  the 
Reno  area.  It  would  be  interesting  to  see  if 
a similar  phenomena  is  found  in  other 
western-oriented  states  such  as  Montana  or 
Wyoming. 

Even  though  the  major  industry  of  Washoe 
County  is  quite  unique,  differences  in  per 
cent  of  suicides  with  respect  to  occupational 
groups  were  not  found  compared  to  other 
geographical  areas.  The  data  tended  to  fol- 
low national  trends. 


The  incidence  of  prior  attempted  suicide 
among  the  suicides  is  interesting  because  of 
the  question  of  whether  people  who  attempt 
suicide  are  likely  to  commit  suicide  eventu- 
ally or  not.  Tuckman  and  Youngman  (1963)'® 
indicate  that  the  possibility  or  risk  of  suicide 
is  much  higher  for  a population  of  attempters 
than  for  the  general  population.  At  least,  the 
present  data  tend  to  support  the  dispelling 
of  the  myth  that  those  who  attempt  suicide 
never  commit  the  act  itself.  It  must  be  rec- 
ognized, however,  that  such  data  obtained 
retrospectively  after  a suicide  is  subject  to 
distortion  and  omission. 

Summary 

In  general,  it  appears  gambling  and  its 
related  tourist  trade  have  influenced  the 
demographic  context  of  suicides  in  Washoe 
County  with  respect  to  the  incidence  of  non- 
resident suicides  and  the  nature  of  the  oc- 
cupational trades  represented  in  the  suicide 
data.  However,  the  strong  similarities  be- 
tween the  data  from  Washoe  County  and 
those  found  in  other  areas  overwhelms  any 
differences.  It  may  indicate  that  the  nature 
of  suicides,  in  Washoe  County,  at  least  with 
respect  to  demographic  characteristics,  is  not 
different  from  that  found  in  the  rest  of  the 
country.  • 
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Ulcerative  colitis  proximal  to 
carcinoma  of  the  colon 

John  B.  Campbell,  MD,  Denver* 


Patients  with  documented  chronic  ul- 
cerative colitis  are  usually  followed  closely 
for  evidence  of  the  known  complication  of 
carcinoma  of  the  colon.  Colitis  developing  as 
a complication  of  carcinoma,  however,  is  a 
less  well  recognized  entity.  The  following 
case  report  illustrates  the  confusing  clinical 
and  roentgenographic  pattern  that  may  be 
seen  in  patients  who  develop  colitis  proximal 
to  carcinoma  of  the  colon. 

CASE  REPORT 

A 47-year-old  male  was  admitted  for  evalua- 
tion of  unrelenting  diarrhea.  He  had  been  in  good 
health  until  five  months  before  admission  when 
he  had  a sudden  attack  of  cramping  abdominal 
pain  and  diarrhea,  which  he  attributed  to  “food 
poisoning”.  His  condition  improved  slightly  after 
a week’s  illness,  but  the  diarrhea  persisted.  He 
experienced  increasing  anorexia  and  lost  50 
pounds  during  these  months.  He  had  been  treated 
on  several  occasions  for  his  diarrhea,  but  various 
drug  regimens  and  dietary  control  had  little  ef- 
fect. Multiple  stool  cultures  and  examinations  for 
ova  and  parasites  were  negative.  There  was  no 
history  of  hematochezia  or  melena.  He  was  ad- 
mitted with  the  diagnosis  of  possible  ulcerative 
colitis. 

Physical  examination  revealed  no  abnormal- 
ities except  for  vague  fullness  over  the  left  side 
of  the  abdomen  and  tenderness  to  deep  palpation 
in  the  left  upper  quadrant.  Laboratory  studies 
were  normal  except  for  an  hematocrit  of  30  per 
cent.  Barium  enema  revealed  extensive  disease  of 
the  colon  involving  most  of  the  transverse  colon 
distal  to  the  hepatic  flexure  and  the  proximal  one 
half  of  the  descending  colon  (Fig.  1).  The  trans- 
verse colon  demonstrated  irregular  narrowing  of 
the  lumen  with  mucosal  edema,  spasm  and  loss  of 
normal  haustral  markings  (Fig.  2).  The  splenic 
flexure  was  shortened.  In  the  proximal  descend- 
ing colon,  marked  mucosal  destruction  was  ob- 
served with  an  abrupt  transition  between  con- 
centrically narrowed  colon  and  the  overhanging 
edges  of  the  normal  appearing  distal  descending 

*Dr.  Campbell  is  Associate  Radiologist,  The  Children’s 
Hospital,  Denver,  and  Assistant  Clinical  Professor  of 
Radiology  and  Pediatrics,  University  of  Colorado  Medical 
Center,  Denver. 


Fig.  1.  Barium  enema  demonstrating  colonic  mu- 
cosal abnormality  extending  from  proximal  trans- 
verse colon  to  mid  descending  colon. 


Fig.  2.  Close  up  view  of  transverse  colon.  Lumen 
of  colon  is  narrowed  and  the  haustral  markings 
are  absent.  Mucosal  edema  and  fine  ulcerations 
are  apparent,  and  the  area  demonstrated  moderate 
spasm  fluoroscopically. 
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colon  (Fig.  3).  There  was  no  obstruction  to  the 
retrograde  flow  of  the  barium  and  evacuation 
after  the  study  was  normal.  Roentgenographic 
diagnosis  was  uncertain — the  changes  proximally 
resembled  ulcerative  or  granulomatous  colitis, 
whereas  the  changes  distally  were  strongly  sug- 
gestive of  carcinoma. 

Exploratory  laparotomy  several  days  later  re- 
vealed an  obvious  carcinoma  of  the  descending 
colon  with  infiltration  of  the  lateral  and  posterior 
abdominal  walls.  Proximal  to  the  carcinoma, 
which  was  approximately  8 cm.  in  length,  the 
bowel  wall  was  thickened  and  firm  and  the  op- 
erating surgeon  concluded  that  this  area  was 
probably  involved  with  neoplasm  also.  A left 
colectomy  was  performed  and  the  proximal 
transverse  colon  was  anastomosed  to  the  sigmoid 
colon.  Histological  study  of  the  resected  specimen 
showed  adenocarcinoma  of  the  descending  colon 
with  extension  into  adjacent  mesenteric  faf  and 
abdominal  wall.  The  indurated  colon  proximal  to 
the  tumor  demonstrated  extensive  mucosal  ul- 
ceration and  infiltration  of  large  numbers  of 
lymphocytes  and  plasma  cells  in  the  bowel  wall. 
The  microscopic  changes  were  typical  of  chronic 
ulcerative  colitis. 

The  patient’s  immediate  postoperative  course 
was  satisfactory  but  he  succumbed  six  months 
later  with  pulmonary  metastatic  disease. 

Discussion 

Ulcerative  colitis  developing  in  associa- 
tion with  carcinoma  of  the  colon  is  being 
recognized  with  increasing  frequency.  Hur- 
witz  and  Khafif^  emphasized  the  importance 
of  this  association  when  they  reported  13  pa- 
tients with  acute  necrotizing  colitis  proximal 
to  carcinoma  of  the  colon  which  had  caused 
incomplete  obstruction.  They  observed  in 
their  patients  that  this  colitis  was  confined 
to  the  colon  proximal  to  the  neoplasm,  there 
was  no  past  history  of  idiopathic  ulcerative 
colitis,  and  work-up  for  amebic  and  other  in- 
fectious agents  was  negative.  They  spec- 
ulated that  partial  obstruction  of  the  colon 
leading  to  distension  and  stagnation  of  fecal 
material  with  bacterial  proliferation  were  of 
likely  etiologic  importance. 

Later  reports  also  suggested  that  a path- 
ologic and  clinical  distinction  could  usually 
be  made  between  the  colitis  encountered 
with  carcinoma  and  idiopathic  ulcerative  co- 
litis with  secondary  carcinoma. The  most 
useful  clinical  observation  was  that  in  the 
former  the  inflammation  and  ulceration 
were  present  only  proximal  to  the  tumor  in 
contrast  to  idiopathic  ulcerative  colitis  where 


the  inflammatory  process  involves  the  mu- 
cosa above  and  below  the  tumor.  The  prac- 
tical implications  of  this  distinction  to  the 
surgeon  are  two-fold.  First,  when  dealing 
with  an  obstructive  carcinoma,  the  surgeon 
must  keep  in  mind  that  failure  to  recognize 
proximal  colitis  may  lead  to  anastomotic 
complications.  Colitis  should  be  looked  for 
and,  if  present,  the  entire  area  of  inflamma- 
tion resected  along  with  the  tumor.  Second, 
proper  recognition  of  this  entity  will  prevent 
unwarranted  radical  surgery  for  “ulcerative 
colitis”;  resection  beyond  that  required  for 
tumor  eradication  and  removal  of  inflamed 
bowel  is  unnecessary.® 

In  the  most  recent  discussion  of  this  sub- 
ject, Schwartz  and  Boley^  provide  convincing 
evidence  that  local  ischemia  is  the  likely 
cause  of  the  colitis  proximal  to  carcinoma. 


Fig.  3.  Proximal  descending  colon.  Mucosal 
destruction  with  abrupt  transition  between  con- 
centrically narrowed  colon  and  the  overhanging 
edges  of  normal  distal  descending  colon.  This 
area  was  noted  at  fluoroscopy  to  be  fixed  and 
rigid.  There  was  tenderness  to  deep  palpation. 
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They  conclude  that  the  carcinoma  produces 
partial  obstruction  of  the  colon  which  leads 
to  repeated  episodes  of  straining.  The  strain- 
ing increases  intraluminal  pressure,  eventu- 
ally causing  anoxemia  of  the  mucosa  with 
reversible  intramural  hemorrhage  and  ul- 
ceration. This  theory  seems  to  be  substanti- 
ated by  the  observation  that  ulcerative 
colitis  may  be  seen  proximal  to  other  ob- 
structing lesions  of  the  colon  such  as  diver- 
ticulitis, volvulus  and  colonic  strictures. 

Summary 

The  present  case  illustrates  the  problems 
that  may  be  encountered  in  arriving  at  the 
correct  diagnosis  of  colitis  developing  prox- 
imal to  carcinoma  of  the  colon.  The  patient 
was  thought  clinically  to  have  infectious  or 
idiopathic  ulcerative  colitis.  Barium  enema 


seemingly  failed  to  clarify  the  diagnosis 
when  changes  suggesting  both  colitis  and 
carcinoma  were  demonstrated.  At  surgery, 
the  gross  external  appearance  of  the  colon 
suggested  that  the  entire  length  of  the  ab- 
normal segment  was  involved  with  neo- 
plasm. It  is  important  that  the  radiologist 
recognize  this  entity  so  that  the  carcinoma 
is  not  overlooked,  leading  to  a possible  delay 
in  surgery.  It  is  important  that  the  surgeon 
is  aware  of  this  entity  so  that  appropriate 
resection  of  both  tumor  and  proximal  colitis 
be  performed  to  avoid  anastomotic  compli- 
cations. It  is  important  that  it  be  distin- 
guished from  carcinoma  complicating  “idio- 
pathic ulcerative  colitis”  so  that  unnecessary 
radical  colectomy  not  be  undertaken.  • 
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Abstract  of  Proceedings,  House  of  Delegates 
Nevada  State  Medical  Association 
69th  Annual  Meeting — Reno,  Nevada 
November  15-18,  1972 

Two  meetings  of  the  House  of  Delegates  were 
held  at  the  69th  annual  meeting  with  President 
William  D.  O’Gorman  presiding  as  Speaker  of 
the  House. 

FIRST  MEETING 
Wednesday,  November  15,  1972 

The  House  was  called  to  order  at  2:00  p.m. 
The  invocation  was  given  by  John  W.  Callister, 
M.D. 

After  roll  call,  with  a quorum  in  attendance, 
Dr.  O’Gorman  called  on  the  Auxiliary  for  a re- 
port from  the  President.  In  the  absence  of  Mrs. 
T.  Neil  Carmena,  Mrs.  George  T.  Smith  reported. 

Dr.  George  T.  Smith,  Dean,  School  of  Medical 
Sciences,  presented  his  annual  report  to  the 
House.  Dr.  Smith-  said  it  is  essential  that  we  re- 
ceive more  state  funding  in  the  1973  Legislative 
Session,  to  avoid  facing  financial  shortage.  The 
School  of  Medical  Sciences  has  requested  $360,144 
for  the  1973-74  school  year  and  $519,018  for  the 
1974-75  year.  This  request  has  been  approved  by 
the  Board  of  Regents  as  part  of  the  total  budget 
of  the  University  of  Nevada  System. 

The  State  of  Nevada  allocated  $14,900  for  the 
first  year  of  operation  of  the  medical  school,  and 
$43,000  for  the  second  year.  The  school  has  also 
received  about  $661,000  from  the  state  and  uni- 
versity through  non-appropriated  funds.  To  get 
the  school  off  the  ground,  it  is  estimated  that  $4.6 
million  has  been  spent  since  1967,  $2.3  million. 
Federal  (50%);  $719,000,  State  and  University 
(15%);  and  $1.5  million.  Foundations  and  private 
gifts  (35%).  Because  of  the  curriculum  design  and 
utilization  of  the  concept  of  a “Medical  School 
Without  Walls’’  in  which  no  university  hospital 
is  necessary,  the  cost  of  medical  education  at  the 
School  of  Medical  Sciences  is  substantially  re- 
duced. 

Dr.  Wesley  W.  Hall,  Immediate  Past  President 
of  the  American  Medical  Association,  spoke  of  his 
year  in  office  and  of  the  accomplishments  of  AMA 
since  its  foundation  and  the  plans  for  the  future. 

President  O’Gorman  presented  his  President’s 
Report  thanking  the  Officers,  Executive  Commit- 
tee, Staff  and  Committee  Chairman  for  their  co- 
operation during  the  year.  The  Legislative  Ses- 
sion of  1973  will  be  a most  important  one  and  he 
urged  all  members  to  involve  themselves  in 


checking  the  proposed  bills.  He  called  for  adher- 
ence to  basic  honest  principles  and,  above  all, 
unity  within  oim  medical  association. 

Reports  and  resolutions  were  referred  to  ref- 
erence committees. 

The  House  adjourned  at  3:45  p.m.,  to  recon- 
vene at  9:00  a.m.,  Saturday,  November  18,  1972. 

SECOND  MEETING 
Saturday,  November  18,  1972 

Speaker  O’Gorman  called  the  meeting  to  order 
at  9:00  a.m. 

Dr.  John  W.  Callister,  Secretary-Treasurer, 
annoimced  that  a quorum  was  in  attendance. 

Speaker  O’Gorman  introduced  Dr.  Robert  V. 
Broadbent,  Member,  Nevada  State  Assembly,  who 
spoke  of  his  great  interest  in  environmental  mat- 
ters, having  been  a member  of  the  Fish  & Game 
Commission  for  many  years.  He  spoke  of  pending 
medical  legislation  and  said  he  would  devote  his 
time  and  efforts  to  working  cooperatively  with 
the  membership  of  the  association. 

REFERENCE  COMMITTEE  E 
Hugh  S.  Collett,  M.D.,  Chairman 

The  House  approved  the  Reference  Commit- 
tee recommendation  that  the  report  of  the  Tuber- 
culosis Committee  be  accepted.  The  report  called 
for  utilization  of  general  hospitals  in  the  treat- 
ment of  tuberculosis. 

Approved  the  reports  of  the  Public  Safety, 
Emergency  Medical  Care,  Civil  Defense  and 
Catastrophic  Disaster  Committee  with  the  recom- 
mendation that  certification  rather  than  licensure 
be  extended  to  ambulance  attendants. 

The  Reference  Committee  recommendation  of 
acceptance  of  the  Mental  Health  Council  report 
was  approved  including  the  recommendation  that 
the  President  of  the  Nevada  State  Medical  Asso- 
ciation contact  Governor  O’Callaghan  requesting 
that  he  enforce  legislation  passed  two  years  ago 
and  the  President  also  recommended  that  a psy- 
chiatric advisory  board  composed  of  psychiatrists 
convene  to  assist  the  Governor  in  the  selection  of 
a director  of  Mental  Health  and  Retardation. 

The  House  approved  the  Reference  Committee 
recommendation  that  a committee  be  formed  to 
study  the  medical  union  development  and  inter- 
action with  the  Nevada  State  Medical  Association. 

Approved  Resolution  No.  10;  FDA  SANC- 
TIONS ON  CERTAIN  COMBINATION  DRUGS 

WHEREAS,  The  Food  and  Drug  Administration  is 
charged  with  preventing  harmful  and  untested  med- 
icines to  be  used  in  this  country:  and 

WHEREAS,  The  Food  and  Drug  Administration  has 
increasingly  challenged  and  removed  medicines  in 
wide  use  and  already  proven  non-harmful  and  well- 
tested;  and 

WHEREAS,  Individual  physicians  are  responsible 
for  the  decision  as  to  which  medicines  to  use  in  the 
best  interest  of  their  patients;  and 

WHEREAS,  These  medicines  have  thus  become  un- 
available: now,  therefore,  be  it 

RESOLVED:  That  the  Washoe  County  Medical  So- 
ciety is  opposed  to  any  further  withdrawals  by  the 
Food  and  Drug  Administration  of  existing  medica- 
tions; and  be  it  further 
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RESOLVED,  That  the  Washoe  County  Medical  So- 
ciety is  opposed  to  increased  federal  restrictions  as 
to  how  to  prescribe  these  medications. 

The  Reference  Committee  recommended,  and 
the  House  approved,  that  Resolution  No.  3 carry 
the  recommendation  that  the  Health  Division 
designate  the  Community  College  Division  of  the 
University  of  Nevada  System  to  operate  training 
programs.  Resolution  No.  3: 

BE  IT  RESOLVED  THAT  The  members  of  the 
Nevada  State  Medical  Association  do  hereby  request 
and  invite  the  Honorable  Mike  O’Callaghan,  Governor 
of  the  State  of  Nevada,  to  establish  the  years  of  1973 
and  1974  as  Emergency  Medical  Services  (EMS)  years. 

We  invite  the  Governor  to  define  as  state  policy 
the  adoption  and  implementation  of  a statewide  EMS 
plan  which  will  include: 

1.  Training  all  emergency  medical  services  per- 
sonnel in  Nevada  to  the  advanced  training  level  of 
Emergency  Medical  Technicians. 

2.  Establishing  a statewide  emergency  medical 
communication  system. 

3.  Adequately  equipping  all  ambulances  in  Nevada. 

4.  Adequately  equipping  all  emergency  rooms  in 
Nevada. 

The  purpose  of  this  emphasis  shall  be  to  improve 
EMS  services  in  order  to  save  lives  and  minimize  the 
effects  of  trauma  within  the  State  of  Nevada. 

Approved  the  report  of  the  Obituary  Commit- 
tee and  observed  a moment  of  silence  in  rever- 
ence for  the  deceased: 

George  A.  Cann,  M.D.,  Washoe  County 

Vernon  Cantlon,  M.D.,  Washoe  County 

James  B.  French,  M.D.,  Clark  County 

Raymond  E.  Gingrich,  M.D.,  Clark  County 

James  N.  Greear,  Jr.,  M.D.,  Washoe  County 

REFERENCE  COMMITTEE  D 
Jurgens  H.  Bauer,  M.D.,  Chairman 

The  House  approved  Resolution  No.  16  in  sup- 
port of  basic  Medicredit  principles,  communicat- 
ing this  resolve  to  appropriate  members  of  the 
Congress,  including  members  of  the  House  Ways 
and  Means  Committee  and  the  Senate  Finance 
Committee,  as  well  as  to  the  Board  of  Trustees 
of  the  American  Medical  Association,  since  it  up- 
holds fee  for  service  and  the  private  practice  of 
medicine.  The  House  also  approved  the  Reference 
Committee  recommendation  that  Medicredit  and 
other  medical  legislation  should  always  make 
provision  for  regular  negotiations  of  physicians 
with  the  various  carriers  to  be  involved. 

Approved  Resolution  No.  6,  concerning  No 
Fault  Insurance.  This  to  be  referred  to  the  Insur- 
ance Committee  of  NSMA  with  a request  that 
they  report  to  the  next  meeting  of  the  Executive 
Committee  so  that  the  NSMA  can  state  a posi- 
tion before  the  convening  of  the  1973  Nevada 
Legislature. 

Adopted  Resolution  No.  7: 

WHEREAS,  The  many  problems  of  obtaining  ade- 
quate professional  liability  insurance  are  accelerat- 
ing, rather  than  decreasing:  and 

WHEREAS,  The  rules  governing  procedures  and 
evidence  in  determining  the  merit  of  malpractice 
charges  are  in  several  ways  inequitable:  therefore 
be  it 

RESOLVED,  That  the  Nevada  State  Medical  As- 
sociation form  a legislative  advisory  committee  whose 
sole  function  shall  be  to  pursue  research,  evaluation 
and  remedial  proposals  pertinent  to  the  improve- 
ment of  professional  liability  coverage  and  arbitra- 
tion in  the  State  of  Nevada. 


The  House  approved  Resolution  No.  9,  Com- 
prehensive Health  Planning  Position  Papers.  Mr. 
Tom  Wilson  will  be  invited  to  an  early  NSMA 
Executive  Committee  meeting  to  discuss  these 
position  papers  he  is  requesting  from  various 
physicians.  Physicians  who  have  responded  are 
urged  to  file  a copy  of  such  responses  with  the 
NSMA. 

Adopted  Resolution  No.  12  concerning  billing 
of  all  patients  by  hospitals  and  physicians  directly 
as  being  consistent  with  traditional,  effective  busi- 
ness practice  preserving  mutual  responsibility  and 
providing  the  patient  with  insight  and  under- 
standing of  health  care  costs  and  preserves  the 
vital  components  of  free,  voluntary  medical  and 
health  care  and  inhibits  third-party  intrusion. 

Approved  the  following  Emergency  Resolu- 
tion: 

WHEREAS,  When  Medicare  payments  are  sent  di- 
rectly to  patients,  no  duplicate  statement  is  sent  to 
the  physician:  and 

WHEREAS,  Errors  are  frequently  made  in  Medi- 
care payments,  and  these  result  in  less  than  the  cor- 
rect amount  being  received  by  the  patient:  and 

WHEREAS,  This  situation  causes  severe  resent- 
ment toward  the  physician  by  the  patient  who  fails  to 
realize  that  an  error  has  been  made  and  assumes  that 
he  has  been  overcharged  by  the  physician:  therefore 
be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
NSMA  petition  HEW  to  correct  this  situation  and  re- 
quest each  medical  carrier  to  send  duplicate  state- 
ments to  the  physician  whenever  payment  is  made 
to  patients:  and  be  it  further 

RESOLVED,  That  the  Nevada  State  Medical  Asso- 
ciation notify  the  three  state  representatives  to  the 
United  States  Senate  and  House  of  Representatives 
of  this  situation  and  urge  them  to  encourage  the 
prompt  implementation  of  this  resolution  by  HEW. 

Accepted  the  report  of  the  Subcommittee,  NIC, 
which  includes  the  current  plans  tentatively 
agreed  upon  by  NIC  and  NSMA  as  follows: 

1.  Since  NSMA  has  contended  that  high  quality 
care,  fully  paid  for  at  usual  and  customary  fees,  will 
cost  no  more,  and  possibly  less,  than  the  former  sys- 
tem which  had  little  or  no  quality  control,  NIC  is 
now  encouraging  the  participation  of  local  MD’s  to 
provide  real-time  and  on-going  overviewing  of  the 
quality  of  management  of  each  injured  workman,  a 
new  operation  on  a pilot  study  basis  in  the  southern 
part  of  the  State,  using  Washoe  County  as  control. 

2.  NIC  is  actively  seeking  the  personnel  and  fa- 
cilities to  incorporate  improved  rehabilitation  in  the 
pilot  program. 

3.  In  the  pilot  study  NIC  will  institute  a telephone- 
dictation  service  so  the  physician  can  dictate  a brief 
initial  description  of  the  workman’s  problem  within 
24  hours  of  the  first  visit  — thus  eliminating  much 
unnecessary  paper  work. 

4.  A panel  of  medical  consultants  in  Reno  and  Las 
Vegas;  only  use  of  out-of-state  clinics  will  be  by 
request  of  in-state  panels. 

5.  Usual  and  Customary  fees  have  been  agreed  upon 
as  long  as  the  physician’s  fee  is  not  more  than  what 
85%  of  his  collea^es  charge  for  the  same  procedure. 

The  House  approved  the  Nevada  Blue  Shield 
report,  noting  with  pleasure  that  Blue  Shield  is 
progressing. 

Approved  the  report  from  Nevada  Physicians 
Service,  Inc.  and  the  following  Reference  Com- 
mittee recommendations: 

1.  That  the  Board  of  Directors  of  NFS  be  reduced 
in  number  to  nine  from  the  present  seventeen. 

2.  Non-attendance  at  three  consecutive  meetings, 
or  absence  from  over  50%  of  meetings  per  annum, 
shall  require  replacement  of  that  member  by  the 
chair,  with  approval  of  the  majority  of  the  other 
members  of  the  Board  of  Directors  present  and  vot- 
ing. 

3.  The  chairman  shall  have  the  privilege  of  ap- 
pointing other  NSMA  members  or  other  peer  profes- 
sionals to  committees  to  aid,  advise  and  assist  the 
Board. 
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REFERENCE  COMMITTEE  C 
Hugh  C.  Follmer,  M.D.,  Chairman 

The  House  accepted  the  report  of  the  Profes- 
sional Education  Committee,  striking 

“BE  IT  RESOLVED;  That  the  Nevada  Medical  As- 
sociation establish  a system  of  accreditation  for  con- 
tinuing medical  education  programs  presented  in 
Nevada.” 

The  House  approved  Resolution  No.  IS  in  sup- 
port of  a Nevada  Statewide  Committee  to  study 
Residency  Training  Programs: 

RESOLVED,  That  the  President  of  the  Nevada 
State  Medical  Association  and  the  Dean  of  the  School 
of  Medical  Sciences  jointly  be  given  the  authority 
and  responsibility  to  appoint  a Special  Task  Force; 
and  be  it  further 

RESOLVED,  That  this  Task  Force  conduct  an  m- 
depth  study  into  the  feasibility  of  residencies  in 
Nevada,  including  such  areas  as  need,  type,  financ- 
ing and  other  pertinent  factors;  and  be  It  further 

RESOLVED,  That  the  study  be  undertaken  with 
all  due  deliberate  haste  so  as  to  be  prepared  for  the 
opening  of  the  1973  session  of  the  Legislature:  and 
be  it  further 

RESOLVED.  That  the  Task  Force  make  monthly 
progress  reports  to  the  president  of  the  Nevada  State 
Medical  Association  and  the  Dean  of  the  School  of 
Medical  Sciences,  who  will  serve  as  ex-officio,  co- 
directors of  the  study. 

Approved  support  of  the  School  of  Medical 
Sciences’  Legislative  Budget  Request  as  outlined 
by  Dr.  George  T.  Smith  in  his  address  to  the 
House,  with  a request  that  copies  of  the  Resolu- 
tion be  transmitted  to  the  University  of  Nevada 
School  of  Medical  Sciences;  the  Board  of  Regents 
of  the  University  of  Nevada;  the  Governor  of  Ne- 
vada; members  of  the  Assembly  Ways  and  Means 
Committee;  members  of  the  Senate  Finance  Com- 
mittee; and  to  other  appropriate  individuals,  as 
outlined  by  the  Legislative  Committee  of  the 
NSMA, 

The  House  accepted  the  Reference  Committee 
recommendation  for  approval  of  the  proposed 
changes  in  the  Medical  Practice  Act,  with  a re- 
quest that  the  State  Board  of  Medical  Examiners 
more  specifically  define  the  term  and  position  of 
“Physician’s  Assistant,  Nurse  Practitioner,  Pedi- 
atrics Assistant”  or  synonyms  for  this  type  of 
personnel,  for  future  inclusion  under  the  Medical 
Practice  Act. 


Approved  Resolution  No.  8,  Teenage  Contra- 
ceptive Advice  and  Therapy. 

WHEREAS,  The  Nevada  State  Legislature  has  rec- 
ognized the  need  for  physicians  to  provide  advice, 
diagnosis  and  treatment  of  venereal  disease  for  all 
patients,  without  parental  consent  for  those  patients 
who  are  underage;  and 

WHEREAS,  There  remains  legal  prohibition  of 
physicians  advising  underage  patients  about  contra- 
ception and  prescribing  for  these  patients:  and 

WHEREAS,  Pregnancy  in  patients  who  are  under- 
age contributes  to  poor  prenatal  care  and  criminal 
abortions  and  thus  remains  a large  public  health 
problem;  therefore,  be  it 

RESOLVED,  That  the  Nevada  State  Medical  Asso- 
ciation urges  the  Nevada  State  Legislature  to  legal- 
ize contraceptive  advice  and  therapy  by  licensed  phy- 
sicians of  medicine  or  osteopathy  to  underage  pa- 
tients without  the  necessity  of  parental  consent. 

The  House  also  approved  the  Reference  Com- 
mittee recommendation  that  the  Executive  Com- 
mittee be  instructed  to  review  the  above  resolu- 
tion No.  8 with  legal  counsel,  the  reason  being 
that  there  may  be  conflict  with  other  statutes  of 
the  State  of  Nevada. 


Approved  the  Reports  of  Maternal  Mortality 
Committees  and  the  Reference  Committee  recom- 
mendation of  appointment  of  one  committee  to 
handle  the  collection  of  these  statistics,  and  the 
recommendation  that  the  committee  request  re- 
ports on  maternal  mortality  from  all  hospital 
staffs  and  heads  of  the  departments  of  Obstetrics 
and  Gynecology,  in  view  of  the  difficulty  experi- 
enced in  the  past. 

Approved  a position  statement  in  lieu  of  a sur- 
vey of  the  membership  by  the  Nevada  Nurses’ 
Association: 

STATEMENT  ON  THE  PRACTICE  BY  THE 
PROFESSIONAL  NURSE  TO  ADMINISTER  FLUIDS 
AND  MEDICATIONS  INTRAVENOUSLY 
AND  WITHDRAW  ARTERIAL  OR  VENOUS  BLOOD 

I.  Within  the  State  of  Nevada  it  is  accepted  practice 
for  the  professional  nurse  to  administer  fluids  and 
medications  intravenously.  It  is  accepted  practice  for 
the  professional  nurse  to  use  an  indwelling  type  of 
needle  of  flexible  or  solid  material  to  infuse  the 
fluid  or  medication.  It  is  accepted  practice  for  the 
professional  nurse  to  withdraw  arterial  or  venous 
blood  by  means  of  a needle.  All  of  these  accepted 
practices  are  upon  the  order  of  a physician. 

II.  With  the  objective  of  protecting  the  patient, 
the  physician,  the  nurse,  and  the  agency,  the  follow- 
ing criteria  shall  be  met  if  the  professional  nurse 
administers  fluids  and  medications  intravenously  and 
withdraws  arterial  and  venous  blood: 

A.  Nurse  has  had  specific  training  in  the  pro- 
cedures. 

B.  An  In-service  training  program,  will  be  estab- 
lished for  those  nurses  who  have  not  had  spe- 
cific instruction  and  practice  in  these  pro- 
cedures. 

C.  A committee  shall  be  established  in  each 
agency  with  representation  of  the  medical  and 
nursing  staffs  to; 

1.  Determine  which  nurses  are  competent  to 
perform  these  procedures. 

2.  Review  periodically  the  in-service  train- 
ing for  these  procedures. 

3.  Establish  written  policies  governing  the 
performance  of  the  procedures  and  distribute 
to  the  affected  staff. 

Approved  the  report  of  the  Scholarships  Com- 
mittee and  particularly  noted  the  generosity  of 
the  Max  C.  Fleischmann  Foundation. 

Approved  Resolution  No.  1,  Centralization  of 
Occupational  and  Professional  Boards: 

WHEREAS,  The  Nevada  State  Medical  Association 
recognizes  the  problems  that  state  administration 
faces  in  appointment,  administrating  and  financing 
a multitude  of  boards  and  commissions;  and 

WHEREAS,  The  people  of  the  state,  through  the 
legislative  process,  have  recognized  the  practice  of 
medicine  as  a distinct  profession  by  creating  the 
Nevada  State  Board  of  Medical  Examiners;  and 

V/HEREAS,  The  Legislature  has  reco^ized  the 
discipline  of  medicine  is  such  that  only  physicians 
can  represent  the  public  in  serving  on  the  Board  of 
Medical  Examiners;  and 

WHEREAS,  It  is  generally  recognized  that  the  pub- 
lic does  not  possess  the  training,  knowledge,  experi- 
ence or  expertise  to  judge  professionally  in  many 
fields  and  must  rely  upon  professionals  appointed  by 
the  Governor  to  represent  the  public:  and 

WHEREAS,  There  has  been  no  study  to  indicate 
that  the  Nevada  State  Board  of  Medical  Examiners 
has  not  been  economic  in  its  use  of  funds,  in  fact  sup- 
ports itself  entirely  through  the  charges  of  fees  and 
at  no  tax  cost;  therefore  be  it 

RESOLVED,  That  the  Nevada  State  Medical  Asso- 
ciation, in  its  69th  Annual  Assembly,  expresses  its 
grave  concern  that  recommended  changes  in  admin- 
istration of  professional  boards  are  not  in  the  best 
public  interest;  and  be  it 

FURTHER  RESOLVED,  That  this  grave  concern 
be  brought  to  the  attention  of  the  Governor  and  the 
Legislature  of  the  State  of  Nevada. 

The  House  adopted  Resolution  No.  15,  Acu- 
puncture: 

RESOLVED,  That  the  Nevada  State  Medical  Asso- 
ciation petition  the  Legislature  to  enact  laws  which 
will  prohibit  the  use  of  acupuncture  except  by,  or  on 
the  prescription  of,  a licensed  doctor  of  medicine  who 
is  trained  and  equipped  to  diagnose  and  treat  disease, 
illnesses,  injuries  and  symptoms  by  means  which 
are  currently  accepted  by  modem  Western  medical 
science. 
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The  House  approved  a sample  legislative  bill 
that  has  to  do  with  accreditation  of  education  in- 
stitutions in  the  field  of  health  care: 

SECTION  1.  Any  applicant  for  licensure  to  prac- 
tice medicine,  dentistry,  osteopathy,  podiatry,  optom- 
etry or  chiropractic  who  is  a graduate  of  a profes- 
sional school  or  college  of  the  United  States,  shall 
not  be  eligible  for  licensure  by  the  appropriate  li- 
censing agency  of  this  state  unless  said  applicant  is, 
respectively,  a graduate  of  a medical,  dental,  oste- 
opathic, podiatry,  optometric  or  chiropractic  school 
or  college  which  has  been  accredited  by  an  accredit- 
ing agency  recognized  and  approved  by  the  National 
Commission  on  Accrediting  and  the  U.  S.  Office  of 
Education,  U.S.  Department  of  HEW. 

SECTION  2.  Nothing  contained  herein  shall  apply 
to  any  person  licensed  to  practice  medicine,  den- 
tistry, ostopathy,  podiatry,  optometry  or  chiropractic 
in  this  state  on  the  effective  date  of  this  Act. 

The  House  referred  the  Sample  Bill  to  the 
Legislative  Committee  for  consideration  of  intro- 
ducing a similar  bill  in  the  next  session  of  the 
Legislature. 

The  House  of  Delegates  adopted  Resolution 
No.  2,  Accreditation  of  Continuing  Medical  Ed- 
ucation, referring  it  to  the  Professional  Education 
Committee  with  a request  that  the  School  of  Med- 
ical Sciences  be  asked  to  consider  being  the  ac- 
crediting agency. 

Approved  Resolution  No.  11,  concerning  volun- 
tary care  of  the  medically  indigent  in  county  hos- 
pitals, NRS  450.440,  with  the  final  “RESOLVE, 
That  the  Legislative  Committee  seek  legislation 
to  allow  this  voluntary  care  to  be  given.” 

Approved  the  Reference  Committee  recom- 
mendation that  the  request  of  the  Woman’s  Aux- 
iliary be  granted:  Move  the  date  of  election  of 
officers  to  the  Auxiliary  Spring  meeting. 

REFERENCE  COMMITTEE  B 
Thomas  K.  Hines,  M.D.,  Chairman 

The  House  of  Delegates  accepted  the  report  of 
the  Constitution  & By-Laws  Committee  as  pre- 
pared by  Dr.  William  M.  Tappan,  Chairman,  and 
commended  Dr.  Tappan  for  the  time  and  effort 
expended  in  rendering  this  report.  The  changes 
are  as  follows: 

A Constitutional  Amendment  approved  in  the  1971 
meeting,  had  second  reading  in  1972,  with  House  Ap- 
proval, is  now  effective: 

The  House  of  Delegates  may  elect  to  student  mem- 
bership any  fully  matriculated  student  in  good  stand- 
ing attending  a medical  school  in  the  State  of  Ne- 
vada. Such  membership  shall  be  conditional  upon 
recommendation  of  the  Dean  of  the  Student’s  med- 
ical school  and  upon  recommendation  of  the  county 
medical  society  wherein  that  medical  school  resides. 

Student  members  shall  have  a voice,  but  no  vote, 
may  not  hold  office,  but  may  be  appointed  to  serve 
on  Association  committees.  No  dues  shall  be  re- 
quired. 

A duly  constituted  chapter  of  the  Student  Amer- 
ican Medical  Association  established  at  a medical 
school  in  Nevada  may  elect  one  delegate-at-large  to 
the  House  of  Delegates  of  the  NSMA.  Such  delegate 
shall  be  a regular  member  of  the  House  of  Delegates 
with  all  rights  and  privileges. 

With  the  above  Constitutional  changes  ap- 
proved, the  requirement  of  two  years  membership 
in  the  NSMA  for  Delegates  and  Alternates  will 
not  apply  to  Student  Members  who  may  be 
elected  for  a one  or  two  year  term  at  the  discre- 
tion of  his  chapter  of  SAMA,  and  only  one  med- 
ical student  delegate  may  be  elected  by  any  one 


chapter  of  SAMA  from  any  one  medical  school 
in  the  State  of  Nevada.  This  is  a By-laws  change 
and  is  effective  now. 

Several  other  changes  were  made  in  the  Con- 
stitution and  Bylaws  of  a housekeeping  nature, 
to  bring  all  sections  into  conformity. 

Reference  Committee  B considered  the  mem- 
bership poll  concerning  the  replacement  or  re- 
placements of  Mr.  Nelson  B.  Neff  and  three  mem- 
bers of  the  committee  voted  for  Plan  3 (two  full 
time  Executive  Directors,  $110  dues  increase)  and 
four  members  of  the  committee  voted  for  Plan  2 
(IVa  Executive  Directors,  $85  dues  increase.)  A 
Minority  Report  was  submitted  to  the  House 
calling  for  two  full  time  Executive  Directors,  $110 
dues  increase,  and  was  approved. 

The  House  approved  that  Resolution  No.  5 be 
referred  to  the  Finance,  Budget  and  Building 
Committee  for  study  during  the  coming  year  and 
report  to  the  House  of  Delegates  in  the  1973 
meeting.  Resolution  No.  5,  from  Clark  County 
Medical  Society  called  for  all  future  building  as- 
sessment monies  to  be  put  into  a fund  for  the 
construction  or  purchase  of  an  NSMA  office  in 
Clark  County. 

REFERENCE  COMMITTEE  A 
Robert  K.  Myles,  M.D.,  Chairman 

The  House  approved  the  report  of  the  Rocky 
Mountain  Medical  Conference;  the  AMA  Dele- 
gate’s Report  was  accepted  with  commendation 
and  thanks  for  the  many  years  that  Dr.  Leslie  A. 
Moren  has  contributed  to  the  Association  as  our 
AMA  Delegate. 

Approved  the  report  of  the  Secretary-Treas- 
urer and  the  Reference  Committee’s  recommenda- 
tion that  the  Secretary-Treasurer  be  made  a mem- 
ber of  the  Budget  and  Finance  Committee  with 
full  voting  rights. 

Approved  the  President’s  report  with  a vote 
of  confidence  and  appreciation  to  President 
O’Gorman  for  his  excellent  and  productive  year 
in  office. 

Approved  LIFE  membership  for  the  following 
members: 

Earl  N.  Hillstrom,  M.D.,  Washoe  County 
James  G.  Gemmell,  M.D.,  Clark  County 
W.  Morse  Little,  M.D.,  Washoe  County 
George  S.  Weiss,  M.D.,  Washoe  County 

Approved  Active,  non-dues  paying  member- 
ship for  William  J.  Cavin,  M.D.,  Clark  County 
and  Paul  K.  Knoop,  M.D.,  Washoe  County,  both 
are  serving  residencies  out  of  state. 

Approved  Leave  of  Absence  for  Norman  E. 
Applewhite,  M.D.  and  Paul  J.  Kowallek,  both  of 
Washoe  County. 

Granted  Active  non-dues  payment  membership 
for  1973  to  Robert  V.  Broadbent,  Member,  Ne- 
vada State  Assembly. 

Approved  Resolution  No.  4,  recommending 
that  the  President  appoint  such  a committee: 

RESOLVED,  That  the  Nevada  State  Medical  Asso- 
ciation establish  an  ad  hoc  Committee  for  study  of 
the  educational  requirements  of  the  degree  of  Doctor 
of  Osteopathy,  the  possibility  of  equivalency  exam- 
ination for  Doctors  of  Osteopathy,  and  possible 
changes  in  the  laws  of  the  State  of  Nevada. 
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Approved  the  Reference  Committee  recom- 
mendation that  the  1975  Annual  Meeting  be 
hosted  by  Lahontan  Basin  Medical  Society  in  the 
third  week  of  May  or  first  week  of  June,  depend- 
ing on  the  Long  Range  Planning  Committee  rec- 
ommendation to  the  Executive  Committee.  The 
1976  annual  meeting  will  be  held  in  Reno  and  be 
hosted  by  Washoe  County  Medical  Society. 

Accepted  the  report  of  the  Nominating  Com- 
mittee: 

President-elect  Thomas  K.  Hood.  M.D,,  Elko 

Secretary-Treasurer  . . John  W.  Callister,  M.D., 
Reno  and  Leonard  H.  Raizin,  M.D.,  Las  Vegas 
AMA  Delegate,  1st  term  ....  Hugh  Follmer,  M.D., 

Las  Vegas 

AMA  Alternate  Delegate  G.  Norman  Christensen, 
M.D.,  East  Ely  and  Richard  C.  Inskip,  M.D.,  Reno 

Dr.  Hoed  was  elected  to  the  office  of  Pres- 
ident-elect unanimously. 

Dr.  Callister  was  elected  Secretary-Treasurer 
by  written  ballot. 

Dr.  Inskip  withdrew  his  name  for  the  position 
of  AMA  Alternate  Delegate;  he  was  then  nom- 
inated from  the  floor  for  AMA  Delegate.  Upon 
written  ballot,  Dr.  Follmer  was  elected  AMA 
Delegate  and  Dr.  G.  Norman  Christensen,  AMA 
Alternate  Delegate. 

The  House  approved  the  Reference  Commit- 
tee recommendation  that  the  AMA  Delegate  and 
Alternate  Delegate  be  provided  with  full  air  fare 
and  $50.00  per  diem  for  attendance  at  AMA  meet- 
ings. 


The  House  recessed  and  the  Annual  Meeting 
of  Nevada  Blue  Shield  was  convened.  Four  per- 


sons  were  elected  to  the  Board  of 
three  year  terms: 

Directors 

for 

Mrs.  Barbara  Savoy,  Reno 

Walter  M.  Tabar,  M.D.,  Henderson 
John  M.  Read,  M.D.,  Elko 

Richard  D.  Grundy,  M.D.,  Carson 

City 

Other  members  of  the  Board  of 

Directors 

are 

as  follows: 

Term  Expires 

John  W.  Callister,  M.D. 

1973 

William  M.  Tappan 

1974 

Robert  McAdam 

1974 

Harry  J.  McKinnon,  Jr.,  M.D. 

1973 

Arthur  E.  Scott,  M.D, 

1973 

Jordan  Crouch 

1973 

Louis  Paley 

1974 

Richard  C.  Sheretz,  M.D. 

1974 

The  Annual  Meeting  of  Nevada 

Blue  Shield 

adjourned  and  Nevada  Physicians 

Service, 

Inc. 

convened,  with  President  Jurgens  H.  Bauer,  M.D. 

presiding. 


Dr.  Bauer  reminded  the  House  that  the  rec- 
ommendation of  the  Reference  Committee  that 
the  Board  of  Directors  be  reduced  from  17  to  nine 
had  been  approved.  The  following  physicians 
were  elected  to  the  Board  of  Directors  for  one 
year  terms: 

G.  Norman  Christensen,  M.D. 

William  D.  O’Gorman,  M.D. 

Jurgens  H.  Bauer,  M.D. 

William  K.  Stephan,  M.D. 

Harry  J.  McKinnon,  Jr,,  M.D. 

John  W.  Brophy,  M.D. 

Robert  K.  Myles,  M.D. 

Arthur  E.  Scott,  M.D. 

Jerald  B.  Felder,  M.D. 


The  House  of  Delegates  reconvened  and  Pres- 
ident O’Gorman  passed  the  gavel  to  John  P, 
Sande,  M.D.,  in-coming  President,  who  thanked 
the  House  for  extending  to  him  the  privilege  of 
serving  as  President.  Dr.  Sande  asked  for  sup- 
port of  the  Association’s  legislative  efforts  when 
the  Legislature  convenes  in  January  of  1973  and 
for  membership  cooperation  when  called  on  to 
testify  in  Carson  City.  He  stressed  careful  study  of 
the  PSRO  requirements  contained  in  HR  I. 

The  President’s  gavel  and  the  Past  President’s 
Award  were  presented  to  Dr.  O’Gorman  by  Dr. 
Sande. 

Dr.  George  T.  Smith,  Dean,  presented  a plaque 
reading: 

THE  SCHOOL  OF  MEDICAL  SCIENCES 
University  of  Nevada,  Reno 
Acknowledges  With  Sincere  Appreciation 
The  Dedicated  Support  and  Concern 
Of  The 

NEVADA  STATE  MEDICAL  ASSOCIATION 


In  The  Establishment  And  Operation 
Of  The  Medical  School 
In  The  State  of  Nevada 


November  18.  1972 

Adjournment 

was  at  12:20  p.m. 

WYOMING 

Computerized  Electrocardiograms 

When  physicians  in  Cheyenne  order  electro- 
cardiograms for  their  patients  to  diagnose  possible 
heart  problems,  the  odds  are  that  the  doctors  are 
“consulting”  with  a computer  in  Denver,  some 
100  miles  to  the  south. 

With  the  assistance  of  the  Denver-based  Colo- 
rado-Wyoming  Regional  Medical  (CWRMP), 
Cheyenne’s  two  hospitals  — Memorial  and  DePaul 
— have  been  linked  to  the  Community  Electro- 
cardiographic Interpretative  Service  (CEIS)  in 
Denver. 

Electrocardiograms  are  being  transmitted  over 
long-distance  telephone  lines  to  the  CEIS  com- 
puter in  Denver  and  within  minutes  a complete 
computer  analysis  of  the  ECG  is  sent  back  to 
Cheyenne  via  teletype  for  consideration  by  the 
doctor.  The  computer  system  is  the  only  one  of 
its  kind  in  the  Rocky  Mountain  area  and  one  of 
few  such  systems  in  the  country. 

Cheyenne  is  the  fourth  Wyoming  city  to  gain 
access  to  the  CEIS  system.  Rock  Springs,  Buffalo 
and  Sheridan  were  linked  to  the  Denver  computer 
last  year,  also  with  CWRMP  assistance.  Several 
Colorado  hospitals,  as  well  as  hospitals  in  Ne- 
braska, Kansas  and  Texas,  also  are  using  the  sys- 
tem. 

In  linking  to  CEIS,  each  of  the  Cheyenne  hos- 
pitals purchased  specially  designed  Marquette 
ECG  recorders  and  had  teletype  terminals  in- 
stalled. In  addition,  CWRMP  provided  a computer 
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satellite  facility  (CSF)  at  Memorial  Hospital  and 
helped  the  two  institutions  defray  teletype  costs. 

When  a physician  at  either  hospital  orders  an 
ECG  for  a patient,  a technician  takes  the  portable 
ECG  recorder  to  the  patient’s  room  and  connects 
the  machine  to  a portable  telephone  jack.  After 
attaching  electric  leads  to  the  patient’s  chest,  the 
technician  places  a long-distance  telephone  call 
to  the  CEIS  center  in  Denver  and  codes  relevant 
patient  data  (such  as  name,  age,  weight,  medica- 
tions, etc.)  into  the  recorder  and  then  begins  the 
actual  recording  of  the  patient’s  heart  actions. 

As  the  reading  is  taken,  graphic  tracings  of 
the  ECG  are  produced  simultaneously  on  the  re- 
corder at  the  hospital  and  at  the  Denver  com- 
puter center,  and  information  is  fed  into  the  com- 
puter. Within  seconds,  the  computer  analyzes 
hundreds  of  measurements  of  a series  of  single 
heart  beats  and  records  the  data  in  tabular  form 
on  the  computer  printout. 

Based  on  the  measurements,  the  computer  de- 
cides whether  the  reading  is  normal  or  abnormal. 
If  the  computer  determines  that  the  ECG  is  ab- 
normal, it  lists  possible  diagnoses  for  considera- 
tion by  the  attending  physician.  The  computer 
findings  then  are  printed  out  on  the  teletype  re- 
ceiver at  the  hospital.  Both  the  ECG  tracing  and 
the  computer  diagnosis  are  placed  in  the  patient’s 
hospital  record  for  consideration  and  evaluation 
by  the  attending  physician. 

Although  the  computer  is  extremely  accurate 
in  interpreting  ECGs  physicians  do  not  depend 
upon  the  computer  “diagnosis”  alone.  This  is 
where  the  CSF  at  Memorial  Hospital  comes  into 
play. 

As  the  computer  interpretation  is  being  trans- 
mitted from  Denver  to  Cheyenne,  the  graphic 
tracing  of  the  ECG  is  reproduced  on  the  CSF 
printer  at  Memorial  Hospital  and  the  teletype 
there  records  the  computer  findings.  The  print- 
out and  the  tracing  are  retained  at  the  CSF  for 


later  evaluation  by  one  of  a rotating  panel  of 
eight  Cheyenne  internists  who  have  received 
specialized  training  in  electrocardiography.  The 
physician  either  confirms  or  modifies  the  com- 
puter’s diagnosis  and  notifies  the  patient’s  attend- 
ing physician. 

The  CSF  also  serves  as  a backup  to  the  com- 
puter installation  in  Rock  Springs.  Physicians 
there  can  have  patient  ECGs  channeled  through 
Cheyenne  if  the  Rock  Springs  internist  who  con- 
firms computer  interpretations  is  not  available. 

Each  of  the  two  Cheyenne  hospitals  is  using 
the  computer  system  for  all  ECGs,  except  those 
ordered  for  pediatric  patients,  and  each  is  trans- 
mitting an  average  of  250  ECGs  per  month  to 
Denver. 

The  teletype  terminal  at  Memorial  is  serving 
a dual  purpose,  in  that  it  also  links  the  hospital 
to  a second  computer  in  Denver  which  assists 
hospital  radiologists  plan  radiation  therapy  treat- 
ment for  cancer  patients. 

Dr.  Thomas  A.  Nicholas,  CWRMP  executive 
director,  said  that  CWRMP  first  became  inter- 
ested in  the  potential  of  CEIS  three  years  ago  and 
helped  two  Colorado  hospitals  join  the  system  as 
pilot  projects  to  see  how  well  CEIS  met  the 
needs  of  rural  hospitals. 

Affiliated  with  the  University  of  Colorado 
Medical  Center  and  funded  by  the  U.S.  Depart- 
ment of  Health,  Education  and  Welfare,  CWRMP 
is  one  of  56  similar  programs  working  to  improve 
the  quality  and  delivery  of  health  care  in  their 
respective  regions. 

CWRMP’s  efforts  are  directed  into  the  areas 
of  utilization  of  health  manpower,  continuing  pro- 
fessional education,  dissemination  of  health  in- 
formation for  the  public,  utilization  and  develop- 
ment of  health  services  and  improved  systems  of 
primary  health  care  delivery. 


PICKER  Medical  Products 

3890  ELM  STREET  — TEL.  388-5731  — DENVER,  COLORADO  80207 
Offices  also  in: 

Colorado  Springs,  Colorado  j.  , « « . 

2236  Clenwood  Circle,  635-8768  Medical  X-Ray  Equipment 

Salt  Lake  City,  Utah  Accessories  & Film 

21  Kensington  Street,  487-7519  Equipment 

Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 
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IMPORTANT  NOTICE!! 

THE  COLORADO  MEDICAL  SOCIETY  AND 
THE  EDITORIAL  OFFICES  OF  THE 

ROCKY  MOUNTAIN  MEDICAL  JOURNAL 

HAVE  MOVED 

OUR  NEW  ADDRESS  IS 

1601  E.  19th  AVENUE 

DENVER,  COLORADO  80218 

Our  New  Phene  Number  is  (303)  534-8580 


In  The 

Broadmoor  Manner, 
at  the 

center  of  Vail. 


Lodge  vlii 


A luxury  capsule  of 
excellence  in  the  high  Rockies,  ad- 
joining Vail  Village's  gondola  ter- 
minal— convenient  to  every  all-year 
sport,  shopping,  international  dining. 

The  Lodge  is  a total  vacation 
world,  with  its  own  heated  pool, 
unique  bar  and  lounge,  superb  res- 
taurants. 

For  reservations,  contact:  The 
LODGE  at  VAIL,  Donald  L.  Elisha, 
General  Manager,  Dept.  M J , Vail  , 
Colorado  8 I 657. 


■ l 


a legend  among 
the  great. 


Broadmoor 

Colorado  Springs,  Colorado  80901 


One  of  the  nicest  things 
its  present  is  its  past. 

The  grand 

tradition  touches 
uptempo  leisure  with  a 
special  flair.  The 
Broadmoor  offers 
every  sport — always 
with  elegance.  All-year 
golf  on  two  I 8-hole 
championship  courses, 
indoor/outdoor  tennis, 
its  own  chairlift-served 
ski  area,  swimming,  ice 
skating,  skeet  and  trap 
shooting,  horseback  riding  and  all  the  great  destinations  of  the 
Rockies'  Pikes  Peak  Region — within  a smiling  climate  that 
gentles  every  season. 

Award-winning  cuisine  in  a variety  of  settings.  Fashionable 
shops  and  boutiques.  Direct  jet  service  from  everywhere. 

Discover  how  much  more  a Broadmoor  vacation  can  hold. 

For  reservations  and  information,  contact:  The  Broadmoor, 

Dept.  MJ,  Colorado  Springs,  Colorado,  303/634-7711. 
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Insishts  Into  the  ulcer-prone 

This  man  governs  an  empire— the  section  of  beach 
that  he  combs— and  he  may  have  much  in  common  with 
a business  tycoon.  Both  may  be  ulcer-prone  for  similar 
reasons:  both  may  be  difficult  to  please— both  may  be 
demanding,  especially  of  themselves.  While  there  are 
many  types  of  duodenal  ulcer  patients,  it  has  been  noted* 
that,  characteristically,  these  individuals  are  not  easily 
satisfied. 

Measuring  oneself  against  one's  own  expectations  or 
against  those  of  society  may  be  equally  trying— equally 
anxiety-provoking.  It  is  hard  to  win  when  both  success 
and  failure  can  demand  a similar  price. 

If  the  ulcer  patient  were  to  modify  his  expectations,  he 
would  experience  less  anxiety— and  perhaps  fewer  ulcer 
attacks.  In  most  cases,  this  would  mean  altering  the  en- 
tire constellation  of  psychological  attitudes.  Many  are 
unwilling  to  do  so,  and  many  are  unable.  But  while  the 
patient  is  trying  to  make  his  best  adjustment  to  his  ulcer, 
he  often  needs  therapeutic  relief  for  both  the  undue 
anxiety  with  which  he  may  be  plagued  and  the  hyper-  ' 
secretion  and  hypermotility  that  cause  pain  and  spasm.  ' 

*Palmer,  E.  D.:  Clinical  Gastroenterology,  ed.  2,  New  York,  Hoeber  | 
Medical  Division,  Harper  & Row,  1963,  p.  206.  j 

Captain  of 
Industry 


ibrax  can  relieve  excessive 
inxiety.  thereby  helping  to  reduce 
)ain  and  spasm 

Jince  duodenal  ulcer  is  frequently  associated  with 
excessive  anxiety?  and  tension,  therapy  logically  demands 
■elief  from  both  the  psychic  and  the  somatic  discomfort, 
dbrax  can.  help  provide  this  dual  relief.  Only  librax  pro- 
ddes  in  a single  capsule  both  the  antianxiety  action  of 
ibrium®  (chlordiazepoxide  HCI)  and  the  antisecretory/ 
tntispasmodic  action  of  Quarzan®  (clidinium  Br).  With 
ibrax,  the  patient  usually  tends  to  react  less  strongly 
o anxiety-provoking  situations,  and  hypersecretion  and 
type,rmotility  are  also  reduced.  A reduction  of  asso- 
iated  pain  and  spasm  can  also  be  expected,  and  often 
iker  attacks  become  fewer  and  farther  between! 


Jp  to  8 capsules  daily 
n divided  doses 

3ptimum  therapeutic  response  can  be  achieved  with 
ndividuaiization  of  dosage— within  the  range  of  1 or  2 
:apsules,  3 or  4 tim,es  daily.  Man,y  patients  will  respond 
veil  to  1 capsule  t.i.d.  and  2 at  bedti,me.  Librax  can 
jften  be  relied  on  both  to  help  in  managing  the  acute 
ittack  and  to  help  the  patient  maintain  gains  in  therapy. 
Librax;  Initial  therapy,  Rx  #35,  Sig:  cap.-f  td.d.  ax. 
md-^f  h,s. 

mlIoW“Up  therapy,  R,x  #100,  Sig:  cap.-f  t.i.d.  a.c. 
md'ffh.s. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotisity 
ana  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chiorcliazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings;  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machiriery,  driving). 

Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  a.s  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharrfsacoiogic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
e.nce  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  ora!  anticoagulants;  ■ 
causa!  relationship  has  not  been  established  clinicaiiy. 

Adverse  Reactions:  No  side  effects  or  manifestations  net  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidaf 
symptoms,  increased  and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  oat- 
terris  (low-voftage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranuiocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  re.Dorted  with  Librax  are  typical  of  anticholinergic  agents, 
Le.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and  con- 
stipation. Constipation  has  occurred  most  often  when  Librax  t.her- 
apy  is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual  main- 
tenance dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals 
and  at  bedtime.  Geriatric  patients  — see  Precautions. 

How  Supplied;  Librax®  Capsules,  each  containing  5 mg  chlordiaz- 
epoxide  hydrochloride  (Librium®)  and  2,5  mg  clidinium  bromide 
(Quarzan®)  —bottles  of  100 and  500. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  inc. 

Nuttey,  N.J.  07110 


for  the 

anxiety-linked  symptoms 
of  duodenal  ulcer 
w •^adjunctive  " 

Librax^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 


The  defunct  defecation  reflex 


Inhibited  too  often  because  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  of  the 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex: 

■ provides  rapid  relief  of 
constipation,  usually  within  2 to 
5 minutes 

■ Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  laxatives  or  the  burning 
that  may  be  associated  with 
suppositories 

• Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■ Unique  construction  regu- 
lates flow— prevents  leakage 
and  reflux 

■ Anatomically  correct,  pre- 
lubricated rectal  tip  helps 
avoid  injury  to  bowel  wall 

■ Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications:  Do  not  use  when 
nausea,  vomiting,  or  abdominal,  pain  is 
present.  Warnings:  Frequent  or  prolonged 
use  of  enemas  may  result  in  dependence. 
Take  only  when  needed  or  when  pre- 
scribed by  a physician.  Precautions:  Do 
not  administer  to  children  under  two  years 
of  age  unless  directed  by  a physician. 
FREE  BOOKLET,  A supply  of  the  patient 
booklet.  The  Professional  Treatment  of 
Constipation,  is  available,  free  of  charge, 
on  request  to  C.  B.  FLEET  CO.,  INC. 

P,  O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet’  Enema 

The  professional  aid 
to  constipation  relief 


American  College  of  Emergency  Physicians 
and  Emergency  Department 
Nurses  Association 


American  College  of  Cardiology 
Continuing  Education  Programs 

AUSCULTATION,  PHONOCARDIOGRAPHY 
AND  PULSE  TRACINGS:  WORKSHOP 
Mountain  Shadows  Resort  Hotel,  Scottsdale,  Ariz. 

April  2-4,  1973 

Contact  Institute  for  Cardiovascular  Diseases, 
Good  Samaritan  Hosp.,  Phoenix,  Arizona. 


POSTGRADUATE  SEMINAR  ON 

EMERGENCY  MEDICINE 

Playboy  Plaza  Hotel,  Miami  Beach,  Florida 

March  21-24,  1973 

This  four-day  program  is  designed  to  present 
current  pertinent  and  practical  information  for 
those  most  intimately  involved  in  delivering  emer- 
gency medical  care.  The  latest  knowledge  and 
technology  in  emergency  medicine  will  be  sur- 
veyed by  the  guest  faculty. 

For  information  contact  J.  Clifford  Findeiss, 
M.D.,  Florida  Chapter,  American  College  of  Emer- 
gency Physicians,  Postgraduate  Seminar  on  Emer- 
gency Medicine,  11130  S.W.  173rd  Terrace,  Miami, 
Florida  33157. 


Intermountain  Pediatric  Society 
Annual  Conference 

PEDIATRIC  EMERGENCIES 

Caesar’s  Palace,  Las  Vegas,  Nevada 

April  2-4,  1973 

For  further  information  concerning  this  Con- 
ference, contact  Anthony  R.  Temple,  MD,  50  N. 
Medical  Dr.,  Salt  Lake  City,  Utah  84112. 


American  College  of  Surgeons 

TREATMENT  OF  THE  SERIOUSLY  INJURED 
OR  ILL  IN  THE  EMERGENCY  DEPARTMENT 
University  of  Colorado  Medical  Center,  Denver 
April  9-11,  1973 

Credit;  20  hours 
Registration  limited  to  300. 

For  further  information  contact  Dr.  J.  Cuthbert 
Owens,  University  of  Colorado  Medical  Center, 
4200  E.  9th  Avenue,  Denver,  Colorado  80220  (303) 
394-7673. 


Colorado  Chapter,  American 
College  of  Surgeons  (Annual  Meeting) 
and  Colorado  Division, 

American  Cancer  Society 

SPRING  MEDICAL  SURGICAL  CONFERENCE 

Broadmoor,  Colorado  Springs 

April  26-28,  1973 


CARDIOLOGY  FOR  THE  CONSULTANT 
Rancho  Santa  Fe  Inn,  Rancho  Santa  Fe,  California 

April  2-11,  1973 

Contact  American  College  of  Cardiology,  9650 
Rockville  Pike,  Bethesda,  Md.  20014. 

MANAGEMENT  OF  THE  CRITICALLY 
ILL  CARDIAC  PATIENT 
Methodist  Hospital,  Houston,  Texas 

April  4-6,  1973 

Contact  Methodist  Hospital  or  Baylor  College 
of  Medicine,  Texas  Medical  Center,  Houston,  Tex. 

NON-INVASIVE  TECHNIQUES  IN  THE 
DIAGNOSIS  OF  HEART  DISEASE 
Century  Plaza  Hotel,  Los  Angeles,  California 

April  14-15,  1973 

Contact  Cedars-Sinai  Medical  Center  or  UCLA, 
Los  Angeles,  Calif. 

CURRENT  CONCEPTS  IN  CARDIOLOGY  1973 
Caesar’s  Palace,  Las  Vegas,  Nevada 

April  30-May  3,  1973 

Contact  Sunrise  Hospital  Cardiovascular  De- 
partment, Las  Vegas,  Nevada. 


Colorado  Academy  of  Private  Practice, 
Southeastern  Chapter 

EMERGENCIES,  MEDICAL,  SURGICAL, 

AND  PEDIATRIC  (SYMPOSIUM) 

Minnequa  Club,  Pueblo,  Colorado 

April  29,  1973 

For  further  information,  contact  Samuel  Nel- 
son, MD,  129  Colorado  Avenue,  Pueblo,  Colo. 
81004. 


American  College  of  Sports  Medicine 

20TH  ANNUAL  MEETING 
Olympic  Hotel,  Seattle,  Washington 

May  7-9,  1973 

For  further  information  contact:  Donald  E. 
Herrmann,  Executive  Secretary,  American  Col- 
lege of  Sports  Medicine,  1440  Monroe  Street,  Mad- 
ison, Wisconsin  53706.  (608)  262-3632. 


for  March  1973 
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University  of  Colorado  Medical  Center 

NINETEENTH  ANNUAL  GENERAL 
PRACTICE  REVIEW 

YMCA  Conference  Center,  Estes  Park,  Colorado 
Third  1973  course,  June  11-16,  1973 

Contact  University  of  Colorado  Medical  Cen- 
ter, Information  Services,  4200  E.  Ninth  Avenue, 
Denver,  Colorado  80220  (303)  394-7701. 


American  Electroencephalographic  Society 

EIGHTH  ANNUAL  COURSE  ON 
CLINICAL  ELECTROENCEPHALOGRAPHY 
Statler-Hilton  Hotel,  Boston,  Massachusetts 
June  14,  1973 

Inquiries  should  be  addressed  to;  Dr.  Donald 
W.  Klass,  EEG  Course  Director,  Mayo  Clinic,  200 
First  Street  S.W.,  Rochester,  Minnesota  55901. 


Colorado  Medical  Society  and  Colorado 
Division,  American  Cancer  Society 

ROCKY  MOUNTAIN  CANCER  CONFERENCE 
Brown  Palace  Hotel,  Denver 
July  13-14,  1973 


World  Medical  Association,  Inc. 

CONFERENCE  ON  THE 
HUMAN  ENVIRONMENT 
Primosten,  Yugoslavia 
October  23-26,  1973 

This  conference  will  cover  not  only  pollution, 
but  the  effects  of  urbanization,  housing,  waste 
disposal,  water  supply,  nutrition,  radiation  and 
other  factors  on  humans. 

There  is  no  registration  fee  and  board  and 
lodging  will  be  under  $10  per  day.  Registration 
blanks  can  be  obtained  from  The  World  Medical 
Association  or  from  Mr.  Frank  Barton,  Council 
on  Environment  and  Public  Health  of  the  Amer- 
ican Medical  Association. 


Montana  Medical  Association 

26th  INTERIM  MEETING 

Colonial  Motor  Hotel,  Helena,  Montana 

April  6-7,  1973 


American  Medical  Association 

ANNUAL  CONVENTION 
New  York,  New  York 
June  23-28,  1973 
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The  unique 

potassium  chloride  supplement 
with  the  natural 
tomato  juice  flavor 

Kato>  Powder 

Potassium  Chloride  Supplement 


Description:  Spray-dricd  tomato  powder  containing  20  mEq 
potassium  (equivalent  to  1.5  Gm  KCl)  per  measured  dose  with  natural 
and  synthetic  flavors,  spices  and  colors.  Benzoic  acid  and  potassium  • 
benzoate  added  as  preservatives.  When  reconstituted  as  directed,  makes 
a pleasantly  flavored,  low  sodium  tomato  juice  drink 
Indications:  The  prevention  or  correction  of  potassium  deficit, 
particularly  when  accompanied  by  hypochloremic  alkalosis  in  conjunc- 
tion with  thiazide  diuretic  therapy,  in  digitalis  intoxication,  or  as  the 
result  of  long-term  corticosteroid  therapy,  low  dietary  intake  of  potas- 
sium, or  excessive  vomiting  or  diarrhea. 

Contraindications:  Potassium  is  contraindicated  in  severe  renal 
impairment  involving  oliguria,  anuria  orazotcmui;  in  untreated  Addi- 
son’s disease,  adynamia  episodica  hereditaria,  acute  dehydration,  heat 
cramps,  hyperkalemia  from  any  cause. 

Precautions:  Kato  Powder  is  a concentrate  and  should  be  taken  only 
after  reconstituting  with  water  as  directed.  Do  not  use  in  patients  with 
low  urinary  output  or  renal  decompensation  Administer  with  caution, 
it  is  impossible  accurately  to  assess  the  extent  of  potassium  depletion,  or 
the  daily  dose  required.  Excessive  dosage  mav  result  in  potassium  intoxi- 
cation. Frequent  checks  of  the  clinical  status  of  the  patient,  ECG  and/or 
plasma  potassium  level  should  be  made.  High  plasma  concentrations 
of  potassium  ion  mav  cause  death  through  cardiac  depression,  arrhyth- 
mias or  arrest.  Use  with  caution  in  patients  with  cardiac  disease. 
Adverse  Reactions:  Vomiting,  diarrhea,  nausea,  and  abdominal 
discomfort  may  occur.  Gross  overdosage  mav  prixluce  signs  and  symp- 
toms of  potassium  intoxication:  mental  confusion,  listlcssncss,  pares- 
thesia of  the  extremities,  weakness  and  heaviness  of  legs,  flaccid 
paralysis,  hyperkalemia,  ECG  abnormalities,  fall  in  blood  pressure, 
cardiac  arrhythmias  and  heart  block.  The  characteristic  changes  in  the 
ECG  arc  disappearance  of  the  P wave,  widening  and  slurring  of  QRS 
complex,  changes  of  the  S-T  segment,  tall  peaked  T waves,  etc. 
Toxicity:  Potassium  intoxication  may  result  from  overdosage  of 
potassium  or  from  therapeutic  dosage  in  conditions  stated  under 
’Contraindications."  Hyperkalemia,  when  detected,  must  be  treated 
immediately  because  lethal  levels  can  he  reached  in  a few  hours. 
Treatment  of  Hyperkalemia:  1.  Dextrose  solution  10%  or  25% 
containing  10  units  of  crystalline  insulin  per  20  Gm  dextrose,  given  I V. 
in  a dose  of  300cc  to  500cc  in  an  hour  2.  Adsorption  and  exchange  of 
potassium  using  sodium  or  ammonium  cycle  cation  exchange  resin, 
orally  or  as  retention  enema.  3.  Hemodialysis  or  peritoneal  dialysis. 

4.  Elimination  of  potassium-containing  foods  and  medicaments. 
Warning;  Digitalis  toxicity  can  he  precipitated  by  lowering  the  plasma 
potassium  concentration  too  rapidly  in  digitalized  patients. 
Administration  and  Dosage:  Mix  with  water  to  make  a pleasant 
tomato  )uice  drink.  The  unit  dose  packet  and  the  dose-measure  supplied 
in  the  can  each  provide  20  niEq  of  potassium.  Usual  adult  dose— 1 packet 
or  1 measure  of  Rato  Powder  mixed  with  about  2 ounces  of  water 
twice  daily— supplies  40  mEq  potassium  per  day.  Take  with  meals  or 
follow  with  Vi  glass  of  water.  Larger  doses  may  he  required,  but  should 
be  administered  under  close  supervision  because  of  the  possibility  of 
potassium  intoxication. 

How  Supplied: 


Carton  of  30  unit  dose  packets,  20  mEq  each 


8 oz  can  (40  doses)  with  20  mEq  dose-measure. 


Ingram  Pharmaceutical  Company  / San  Francisco,  Ca  94111 


in  potassium  therapy 

Kato  Is  a Natural 


I 


Kato  Powder  is  KCl 
blended  with  natural 
I tomato  powder  and  subtle 
i spices.  Mixed  with  a mere 
j 2 ounces  of  cold  water, 

, it  provides  a dose  of 
i potassium  chloride  in  a 
1 good  tasting  low  sodixim 
tomato  juice  drink. 
Refreshingly  dilferent. 
Patients  take  it  and  like  it! 


Colorado 

George  Byron  Packard,  Jr.,  MD,  one  of  the 
few  truly  great  men  of  our  medical  community, 
died  January  13,  1973,  at  his  home,  after  a long 
illness.  Dr.  George  B.  Packard,  Jr.,  Emeritus 
Professor  of  Surgery,  held  the  Chairmanship  of 
the  Department  of  Surgery  at  the  University  of 
Colorado  from  1941  until  1947.  The  appointment 
culminated  many  years  of  teaching  and  research 
which  commenced  with  the  completion  of  his  sur- 
gical training  at  Massachusetts  General  Hospital, 
Boston,  in  1917.  Doctor  Packard  volunteered  his 
services  to  the  United  States  Army  during  World 
War  I and  doubtless  developed  there  his  interest 
in  traumatic  surgery  which  remained  with  him 
throughout  his  entire  professional  life. 

He  was  a skillful,  innovative  surgeon,  a ded- 
icated student  and  a tireless  investigator.  He 
wrote  extensively,  reporting  on  a multitude  of 
conditions  from  fractures,  appendicitis  and  peptic 
ulcer  to  infections,  burns  and  cancer.  Many  of  his 
writings  are  classics  in  surgery  literature.  He  per- 
formed the  first  Ramstedt  pyloroplasty  done  in 
Denver.  In  the  preantibiotic  days  of  Medicine, 
Denver  was  thought  to  have  a climate  beneficial 
to  tuberculosis.  Our  sanitoria  were  filled  with 
health  seekers  who,  though  recovered  from  their 
acute  problems,  couldn’t  achieve  a complete  cure 
without  some  form  of  surgical  collapse  therapy  of 
their  chests.  Doctor  Packard  pioneered  in  this 
field,  and  later  with  the  evolution  of  antibiotic 
therapy  branched  into  lung  resections.  He  per- 
formed the  first  lobectomy  done  in  Denver,  and 
later  did  the  first  successful  ligation  of  a patent 
ductus  arteriosus  to  be  done  in  this  area. 

He  has  trained  a host  of  surgeons,  not  only  at 
the  University,  but  also  in  his  private  practice  as 
assistants.  Many  of  them  are  practicing  surgery 
in  our  community  following  the  precepts  taught 
them  by  this  great  teacher. 

Doctor  Packard’s  father.  Dr.  George  B. 
Packard,  Sr.,  was  a prominent  physician  prac- 
ticing in  Denver.  Doctor  Packard,  Sr.,  like  his 
son,  was  trained  in  the  East  where  George  B. 
Junior  was  born  (Hartford,  Connecticut)  in  1887. 
The  Junior  Doctor  Packard  received  his  prelim- 
inary education  in  Colorado.  After  receiving  a 
bachelor’s  degree  from  the  University  of  Colo- 
rado, he  attended  Harvard  University  Medical 
School,  Boston,  where  he  received  his  M.D.  de- 
gree in  1914.  He  went  directly  into  an  internship 
at  The  Massachusetts  General  Hospital  and  re- 
mained for  his  surgical  training  in  that  institu- 
tion. 


A brother.  Dr.  Robert  G.  Packard,  was 
prominent  in  orthopedic  circles  not  only  in  Den- 
ver but  throughout  the  United  States. 

Doctor  Packard  was  a member  of  the  Denver 
and  Colorado  Medical  Societies  and  the  American 
Medical  Association.  He  belonged  to  the  Associa- 
tion of  Surgery  for  Trauma  and  The  American 
Academy  of  Pediatrics  (Surgical  Section).  He  was 
an  active  Fellow  in  the  American  College  of  Sur- 
geons and  a past  President  of  the  Western  Asso- 
ciation of  Surgeons.  He  was  a member  of  the  In- 
ternational Surgical  Society. 

In  1923  he  was  married,  in  Denver,  to  Evelyn 
Summerton,  who  survives  him.  Three  daughters, 
Mrs.  Carol  Tempest,  Mrs.  Joan  Birkland  and  Mrs. 
Evelyn  McLagan,  and  five  grandchildren  also  sur- 
vive him. 

**♦*!{: 

Thomas  O.  Plummer,  MD,  prominent  Montrose, 
Colorado  physician,  died  in  the  Eventide  Nursing 
Home,  January  22,  1973.  Doctor  Plummer  had 
been  unable  to  practice  since  suffering  two  dis- 
abling strokes  in  the  past  year. 

He  was  born  in  Shelby,  Ohio,  May  15,  1907, 
and  moved  in  his  early  childhood  to  Anadarko, 
Oklahoma.  He  attended  both  Oklahoma  State  Uni- 
versity and  the  University  of  Oklahoma,  receiv- 
ing a Bachelor  Degree  in  Chemistry  from  the  lat- 
ter in  1930.  His  M.D.  Degree  was  awarded  by  the 
University  of  Oklahoma,  Oklahoma  City  in  1935. 
After  an  internship  at  Mercy  Hospital,  Denver, 
he  received  graduate  training  at  Glockner  Hos- 
pital in  Colorado  Springs,  Colorado. 

During  World  War  II  he  served  with  the  Army 
Medical  Corps  (1941-1946)  in  North  Africa,  Cor- 
sica, Italy  and  France.  In  1947  he  transferred  to 
the  United  States  Air  Force  as  a flight  surgeon. 
He  retired  from  the  military  as  a Lieutenant 
Colonel  after  33  years  of  active  and  reserve  duty. 

Doctor  Plummer  conducted  an  active  practice 
in  Montrose  since  1946.  He  was  formerly  Chief  of 
Staff  of  the  Montrose  Memorial  Hospital.  He  was 
a past-President  and  a Delegate  to  the  Colorado 
Medical  Society;  also  he  was  a member  of  the 
American  Medical  Association. 

In  addition  to  being  a dedicated  physician. 
Doctor  Plummer  was  an  accomplished  outdoors- 
man,  pilot  and  horseman.  He  served  on  the  Colo- 
rado State  Game  and  Fish  Commission  for  six 
years.  He  was  well  known  in  the  quarterhorse  cir- 
cles as  a breeder,  having  been  a member  of  the 
Western  Slope  and  American  Quarterhorse  Asso- 
ciations. Two  of  his  animals  won  racing  champion- 
ships and  a third  was  national  all-round  quarter- 
horse champion. 

He  pursued  his  interests  in  aviation  through- 
out his  active  life.  He  was  a member  of  the  Aero 
Medical  Association,  The  Civil  Aviation  Associa- 
tion and  was  Medical  Examiner  for  the  Federal 
Aviation  Authority. 
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Doctor  Plummer  married  Stella  Bonade  in 
Grand  Junction,  Colorado,  in  1960. 

He  was  a member  of  the  Baptist  Church,  the 
American  Legion,  the  Veterans  of  Foreign  Wars, 
the  Masonic  and  Elks  lodges. 

In  addition  to  his  widow,  he  is  survived  by  a 
daughter  Mrs.  Dewayne  Dunmire,  a son  Tom 
Plummer  — both  of  Denver,  Colorado,  and  a sis- 
ter and  brother. 

♦ ♦ * j}5 

Wilbur  F.  (Bill)  Manly,  MD,  nationally  known 
in  Obstetrical  and  Gynecological  circles,  died  of 
a heart  attack  at  his  home  in  Denver,  February 
2,  1973.  Born  in  Chicago,  Illinois,  March  15,  1913, 
the  son  of  Leonard  S.  Manly,  head  of  the  bac- 
teriological laboratory  of  the  McCormick  Institute, 
Chicago,  he  attended  the  public  schools  of  that 
city  and  later  Crane  Junior  College.  He  trans- 
ferred to  Loyola  University  from  which  he  sub- 
sequently received  both  Bachelor  of  Science  and 
M.D.  Degrees.  After  graduation  in  1937,  he  in- 
terned at  the  Norwegian  American  Hospital,  Chi- 
cago, where  he  met  Helen  Jean  Bahnson,  a nurse, 
whom  he  married  in  Louisville,  Kentucky  in  1940. 

Doctor  Manly  served  residencies  in  Obstetrics 
and  Gynecology  in  both  Chicago’s  Lying-in  Hos- 
pital and  the  University  of  Louisville  Hospital, 
Louisville,  Kentucky  between  July,  1938  and 
July,  1941.  He  volunteered  for  military  service 
in  August,  1941  and  served  as  a Major  in  the 
Army  Medical  Corps  at  Fitzsimons  General  Hos- 
pital, Denver.  He  bcame  attached  to  the  people 
and  geography  of  the  area,  and  after  discharge 
from  the  service  in  1946,  established  a practice  in 
Denver.  While  in  the  Army  he  became  a diplo- 
mate  of  the  American  Board  of  Obstetrics  and 
Gynecology. 

Doctor  Manly  was  dedicated  to  his  profession, 
always  upholding  all  that  was  good.  He  was 
moral,  ethical  and  did  all  he  could  to  benefit  man- 
kind. Among  the  many  things  to  which  he  was 
devoted,  eminent  was  medical  education.  He  was 
an  inspiring  as  well  as  an  inspired  teacher.  He 
held  teaching  appointments  at  the  University  of 
Colorado  from  1946  until  his  death  at  which  time 
he  was  Associate  Clinical  Professor  of  Obstetrics 
and  Gynecology.  Had  he  survived  until  July,  1973, 
he  would  have  been  full  Clinical  Professor.  He 
organized  a University  affiliated  teaching  pro- 
gram in  Obstetrics  and  Gynecology  at  Saint 
Luke’s  Hospital  encompassing  all  levels  of  med- 
ical education,  undergraduate,  graduate  and  con- 
tinuing. Invariably,  when  compared  with  their 
contemporaries,  his  students  excelled. 

Doctor  Manly  was  a member  of  the  Denver 
and  Colorado  Medical  Societies  and  the  American 
Medical  Association.  He  was  past-President  of  the 
Colorado  Society  of  Obstetrics  and  Gynecology 
and  was  a founding  Fellow  of  the  American  Col- 
lege of  Obstetrics  and  Gynecology.  He  was  Chair- 


man of  District  VIII  of  the  American  College  of 
Obstetrics  and  Gynecology  1966-1969.  District 
VHI  includes  all  of  continental  United  States  ex- 
tending westward  from  Colorado,  including  Ha- 
waii and  Alaska.  He  belonged  to  the  Central  As- 
sociation of  Obstetricians  and  Gynecologists  and 
was  a member  of  the  American  Board  of  Obstet- 
rics and  Gynecology. 

He  was  a consultant  to  the  Army  Fitzsimons 
General  Hospital  and  was  awarded  the  Outstand- 
ing Civilian  Service  Medal  by  the  Surgeon  Gen- 
eral of  the  United  States  Army. 

He  was  a member  of  the  Cherry  Hills  Country 
Club,  The  University  Hills  Country  Club,  and 
the  Rotary  Club. 

Doctor  Manly  is  survived  by  his  wife  Helen, 
a daughter  Mrs.  Jane  Manly  Gray  of  Denver,  and 
a sister  Mrs.  Bernice  Humphner  of  River  Forest, 
Illinois. 


Nevada 

Clare  C.  Wolf,  MD,  died  January  31,  1973  at 
the  age  of  58.  Doctor  Wolf  was  born  in  Lincoln, 
Nebraska. 

He  received  his  medical  education  at  the  Uni- 
versity of  Nebraska  College  of  Medicine,  served 
his  internship  in  Swedish  Hospital,  Seattle,  Wash- 
ington; a pathology  residency  in  Doctors  Hospital, 
Seattle  and  residency  in  obstetrics  and  gynecology 
at  Swedish  Hospital,  Seattle.  Also  a Fellowship  at 
Moore-White  Clinic. 

Doctor  Wolf  served  in  the  U.  S.  Army  from 
1941  to  1946,  and  practiced  obstetrics  and  gynecol- 
ogy in  Fallon,  Nevada  from  1946  to  1948  when  he 
moved  to  Reno. 

Doctor  Wolf  was  certified  by  the  American 
Board  of  Obstetrics  and  Gynecology  and  was  a 
Consultant  in  OB-Gyn  at  St.  Mary’s  Hospital  and 
Washoe  Medical  Center  in  Reno. 

He  is  survived  by  his  wife,  Dodie;  a son,  Steven 
of  Los  Angeles,  California;  brother,  Jean  of  Texas. 


The  Information  Center  for  Hearing,  Speech, 
and  Disorders  of  Human  Communication  an- 
nounces a new  publication;  Noise:  Potential  Dan- 
ger to  Man  — Price;  $3.00. 

This  comprehensive  bibliography  offering  1600 
references  to  books,  monographs,  reviews,  and 
journal  articles  from  1960-1972,  will  be  of  interest 
to  audiologists,  conservationists,  environmentalists, 
public  health  officials,  otologists,  and  anyone  in- 
terested in  or  concerned  with  noise. 

Available  through  Department  DS,  The  Johns 
Hopkins  University,  310  Harriet  Lane  Home,  The 
Johns  Hopkins  Medical  Institutions,  Baltimore, 
Maryland  21205. 
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from  rural  counties  has  remained  constant  in  the 
first  two  years  of  operation  of  the  School  of  Med- 
ical Sciences,  the  number  of  applicants  from  Clark 
and  Washoe  counties  has  varied.  The  size  of  the 
applicant  pool  from  Clark  County  has  been  con- 
sistently lower  than  the  pool  from  Washoe  County. 
However,  the  percentage  of  applicants  from  Clark 
and  Washoe  County  accepted  by  the  School  of 
Medical  Sciences  has  been  essentially  equal  over 
the  two-year  period;  46  per  cent  of  the  Clark 
County  applicants  were  accepted  and  44  per  cent 
of  the  Washoe  County  applicants  were  accepted, 
giving  Clark  County  a slight  advantage. 


The  difficult  task  of  determining  the  eligibil- 
ity of  applicants  for  admission  to  the  School  of 
Medical  Sciences  is  the  responsibility  of  the  Stu- 
dent Selection  Committee.  The  decisions  of  this 
committee  commit  the  School  of  Medical  Sciences 
to  its  final  obligation  of  training  students  judged 
most  competent  to  become  the  future  medical 
practitioners  caring  for  the  health  of  all  Nevadans. 

The  Student  Selection  Committee  is  composed 
of  the  following  persons: 

— Nine  faculty  members,  with  representation  from 
both  the  University  of  Nevada,  Reno  and  the  Uni- 
versity of  Nevada,  Las  Vegas. 

— Three  practicing  physicians,  representing  three 
medical  practice  specialties  from  Las  Vegas,  Reno 
and  Elko  appointed  each  year  by  the  President  of 
the  Nevada  State  Medical  Association. 

— Two  students,  one  elected  from  each  class  in  the 
School  of  Medical  Sciences. 

Candidates  for  admission  to  the  School  of  Med- 
ical Sciences  are  evaluated  by  the  following  cri- 
teria: 

— Academic  performance 

—Performance  on  the  Medical  College  Admission  Test 
(MCAT)  . , ^ ^ , 

—The  nature  and  depth  of  extracurricular  and  schol- 
arly activities  during  college  years 

— Academic  and  personal  letters  of  evaluation 

— Personal  interviews 

—Other  criteria  (i.e.,  age,  number  of  years  in  col- 
lege, etc.) 

Fluctuations  in  the  distribution  of  the  appli- 
cant pool  in  the  State  of  Nevada  are  indicated  in 
table  shown  here.  While  the  applicant  number 


During  the  first  year  of  operation  (1971-72), 
the  percentage  of  Clark  County  acceptances  was 
much  higher  than  Washoe  Coimty  (63  per  cent  of 
the  applicants  from  Clark  County  were  accepted, 
compared  to  40  per  cent  from  Washoe  County).  In 
the  second  year  (1972-73),  the  trend  reversed  it- 
self, as  46  per  cent  of  Washoe  applicants  were  ac- 
cepted, and  33  per  cent  from  Clark  were  accepted. 
The  applicants  from  rural  counties  fared  better 
than  those  from  Clark  and  Washoe  counties  as  63 
per  cent  of  rural  Nevada  applicants  have  been 
accepted. 

Forty-eight  per  cent  of  Nevadans  applying  to 
the  School  of  Medical  Sciences  have  been  given 
acceptances.  This  ratio  of  1:2.1  is  well  above  the 
national  average  of  one  acceptance  for  every  2.7 
applications,  or  37  per  cent.  To  our  knowledge, 
no  Nevada  resident  denied  admission  to  the  School 
of  Medical  Sciences  has  been  accepted  to  enter 
any  other  public  or  private  accredited  American 
medical  school. 

This  data  indicates  that  acceptances  to  the 
School  of  Medical  Sciences  are  judged  without 
regard  to  the  applicant’s  county  of  residence.  Dif- 
ferences in  numbers  of  acceptances  relative  to 
particular  geographical  areas  in  Nevada  are  de- 
pendent upon  the  size  of  the  respective  applicant 
pools,  together  with  their  qualifications. 


TRENDS  IN  APPLICATIONS  AND  ACCEPTANCES  AT  THE 
SCHOOL  OF  MEDICAL  SCIENCES  1971-1973 


Class  of  1971-72 
(Class  size:  32  students) 

Class  of  1972-73 
(Class  size:  45  students) 

Total 

for  Period 

Class  of 
1973-741 
(Class  size: 
1971-73  48  anticipated 

Residence 

Applicant 

Number 

Acceptances  Proportion 
Issued^  Accepted" 

Applicant 

Number 

Acceptances 

Issued" 

Proportion 

Accepted" 

Applicant  Acceptances 
Number  Issued" 

Proportion 

Accepted" 

Applicant 

Number 

Clark  County 

24 

15 

63% 

30 

10 

33% 

54 

25 

46% 

34 

Washoe  County 

30 

12 

40% 

61 

28 

46% 

91 

40 

44% 

46 

Rural  Nev.  Co. 

15 

11 

73% 

15 

8 

53% 

30 

19 

63% 

15 

Total  Nevada 

69 

38 

55% 

106 

46 

43% 

175 

84 

48  %5 

95 

Non-Resident 

703 

1* 

0.14% 

894 

4'» 

0.45% 

1597 

5“ 

0.3% 

682 

Total  Applicants 

772 

39 

5% 

1,000 

50 

5% 

1772 

89 

5% 

777 

'Estimates  for  the  class  of  1973-74  are  based  on  information  available  January  20,  1973. 

^“Acceptances  issued”  includes  a small  number  accepted  by  the  School  of  Medical  Sciences  who  elected  to  attend  out- 
of-state  degree-granting  medical  schools. 

3The  "proportion  of  applicants  accepted”  means  the  percentage  of  applicants  from  each  residence  area  accepted  by  the 
School  of  Medical  Sciences. 

■»Non-residents  accepted  by  the  School  of  Medical  Sciences  to  date  have  strong  family  ties  in  Nevada  or  are  from  small 
rural  communities  adjacent  to  Nevada,  or  are  from  WICHE  states  lacking  a medical  school. 

"One  of  every  2.1  Nevadans  who  apply  to  the  School  of  Medical  Sciences  has  been  accepted  to  enter  a Medical  .School 
compared  with  a national  average  of  one  in  2.7.  ITiere  has  been  no  Nevada  resident  denied  permission  to  the  School 
of  Medical  Sciences  who  has  been  accepted  at  another  accredited  American  Medical  School. 
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In  1971-72,  the  mean  grade  point  average  for 
the  entering  class  of  32  students  was  3.24,  and  the 
average  Medical  College  Admissions  Test  score 
was  557.  The  class  of  45  students  entering  in 
1972-73  had  a mean  grade  average  of  3.34,  and  an 
average  MCAT  score  of  525. 

Those  Nevada  students  who,  in  the  judgment 
of  the  Selection  Committee,  demonstrate  the  best 
capacity  to  complete  their  medical  training  and 
to  successfully  engage  in  the  practice  of  medicine 
are  chosen  for  admission  to  the  School  of  Medical 
Sciences.  It  has  been  the  policy  of  the  School  of 
Medical  Sciences,  and  must  continue  to  be  the  pol- 
icy, to  admit  and  train  the  best  qualified  students 
in  the  State  of  Nevada,  regardless  of  their  county 
of  residence.  This  policy  is  in  accord  with  the  na- 
tional standards  of  medical  school  accreditation 
and  practice,  and  is  consistent  with  the  recom- 
mendations of  the  faculty,  the  Student  Selection 
Committee  and  the  School’s  statewide  Advisory 
Board. 

George  T.  Smith,  M.D.,  Dean, 

School  of  Medical  Sciences 
Thomas  R.  Kozel,  Ph.D., 

Director  of  Medical  Admissions  Selection 

* 3}J  sfs  * Jje 

Blood  Donation 

The  voluntary  donation  of  one  pint  of  blood 
was  part  of  instruction  for  first  year  students  re- 
cently in  the  hematology  course  at  the  School  of 
Medical  Sciences.  Several  volunteer  students 
made  the  blood  donation  at  the  Reno  Blood  Serv- 
ices office. 

“As  the  students  were  studying  blood  systems, 
we  thought  it  would  be  relevant  for  them  to  vol- 
unteer to  give  a pint  of  blood  for  use  in  the  Reno 
community  hospitals,”  said  Thomas  E.  Hall,  M.D., 
Associate  Professor  of  pathology,  and  Coordinator 
for  the  course.  More  than  half  the  class  of  45  stu- 
dents gave  blood.  Dr.  Hall,  who  also  donated 
blood,  said  the  environment  at  the  Reno  office 
made  giving  “very  easy  and  comfortable.” 

“These  young  men  and  women  will  be  prac- 
ticing physicians  in  the  near  future  and  will  de- 
pend on  their  local  blood  bank  to  supply  them 
with  adequate  high  quality  blood  for  care  of  their 
patients,”  he  said.  “The  students  were  able  to 
learn  of  the  acute  shortage  of  blood  in  the  com- 
munity and  nation,  and  to  become  acquainted 
with  the  operation  and  facilities  of  the  Reno 
Blood  Services  Center.” 

Richard  J.  Ramage,  the  new  District  Director 
of  Blood  Service  in  Northern  Nevada  and  sections 
of  Northeast  California,  said  the  Reno  center  is 
drawing  an  average  of  650  pints  a month  and  that 
approximately  55  per  cent  of  the  donors  in  Reno 
are  volunteer  givers. 

The  Reno  Blood  Services,  established  in  1956, 
and  now  part  of  a network  of  community  blood 
banks  in  25  cities,  serves  some  20  hospitals  in 
Northern  Nevada  and  Northern  California,  in- 


cluding Washoe  Medical  Center,  St.  Mary’s  Hos- 
pital and  the  Veterans  Administration  Hospital 

in  Reno. 

“We  really  appreciate  what  the  medical  stu- 
dents did,”  said  Ramage.  “We  have  found  that 
students  at  the  University  of  Nevada  have  con- 
tinually been  one  of  our  top  donor  groups.” 

Ramage  said  that  blood  donated  at  the  Reno 
center  generally  is  used  in  the  Reno  area.  “We 
have  an  obligation  to  provide  our  community  with 
an  adequate  blood  supply,”  he  said. 

There  has  been  enthusiastic  response  to  an  in- 
surance program  called,  “Bloodplan,”  available 
to  donors.  By  giving  a pint  of  blood  every  six 
months,  an  individual  is  eligible  for  “Bloodplan” 
coverage,  which  insures  the  donor  and  his  im- 
mediate family  for  all  the  blood  that  may  be 
needed  during  that  year.  A donor  may  safely  give 
blood  every  eight  weeks. 

If  the  donor  chooses  not  to  participate  in  the 
“Bloodplan,”  he  may  designate  how  he  wants  the 
blood  donation  credited  for  present  or  future  use: 
For  himself,  for  a favorite  charity,  for  a patient 
in  a hospital,  or  for  the  Community  Service  Fund. 

The  non-volunteer  donor  receives  $5  for  a 
blood  donation.  A donor  must  weigh  at  least  110 
pounds;  age  limitation  is  between  18  and  65. 
Those  with  backgrounds  of  certain  diseases  are 
not  permitted  to  donate. 

Shelf  life  of  a pint  of  blood  is  21  days,  but  the 
Blood  Services  network  maintains  a constant  in- 
ventory of  8,000  units  of  blood  in  case  of  major 
disasters  or  emergencies. 

9N  « « * * 

Johnson  Foundation  grant 

The  Robert  Wood  Johnson  Foundation  recently 
announced  a grant  of  $1,051,000  to  the  University 
of  Nevada,  Reno,  to  support  a pioneering  pro- 
gram of  clinical  education  in  the  use  of  teams  of 
medical  personnel  to  provide  family-centered 
health  care.  The  grant  will  enable  the  University 
to  develop  a nine-member  faculty  team  that  will 
include  a physician,  nurse,  medical  technologist, 
community  health  specialist,  clinical  psychologist, 
social  worker,  nutritionist,  physical  therapist,  and 
health  educator. 

This  model  health  team  will  have  the  dual 
role  of  teaching  students  enrolled  in  the  final 
two  years  of  the  University’s  four-year  under- 
graduate Health  Sciences  Program  while  simul- 
taneously delivering  health  care  within  a com- 
munity setting. 

The  Director  of  the  Health  Sciences  Program  is 
DeWitt  C.  Baldwin,  Jr.  M.D.,  who  had  been  Di- 
rector of  the  Behavioral  Sciences  Division  at  the 
School  of  Medical  Sciences  at  the  Reno  campus. 
Co-Director  is  Marjorie  Elmore,  R.N.,  Ed.D.,  for- 
mer Dean  of  the  University’s  Orvis  School  of 
Nursing. 

The  grant  provides  three-year  support  for  the 
Health  Sciences  Program. 
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University  of  Colorado  Medical  Center 

Dr.  Riley  Appointed 
Associate  Dean  for  Admissions 

Conrad  M.  Riley,  M.D.,  has  been  appointed 
Associate  Dean  for  Admissions  for  the  University 
of  Colorado  School  of  Medicine.  Dr.  Riley  will 
continue  his  joint  appointment  as  Professor  of 
Pediatrics  and  Professor  of  Preventive  Medicine. 
He  has  served  on  the  “Committee  for  Admission 
and  Re-Admission”  at  the  Medical  School  since 
1960. 

University  of  New  Mexico 
School  of  Medicine 
Dermatology  Residency  Program 

A full,  three-year  residency  program  in  der- 
matology has  been  approved  for  the  University  of 
New  Mexico  School  of  Medicine  affiliated  hos- 
pitals — making  it  one  of  only  two  approved  pro- 
grams between  the  midwest  and  the  west  coast. 

“There  are  approximately  80  dermatology  resi- 
dency programs  in  the  nation,  and  the  only  other 
one  in  our  area  is  at  the  hospitals  of  the  Univer- 
sity of  Colorado,”  said  Dr.  Edgar  B.  Smith  who 
will  have  the  primary  teaching  responsibility  for 
the  program.  Dr.  Smith  is  associate  professor  of 
medicine  at  UNM  and  chief  of  the  dermatology 
section  at  Bernalillo  County  Medical  Center  and 
the  Veterans  Administration  hospitals. 

“We  plan  to  take  one  new  resident  each  year 
for  a total  of  three  residents,”  Dr.  Smith  said. 
“Under  the  affiliated  program,  residents  will  ro- 
tate between  BCMC,  the  VA  hospital,  and  Bataan 
Memorial  hospital,  and  also  will  attend  clinics  at 
the  U.S.  Public  Health  Service  Indian  Hospital 
and  at  the  Kirtland  Air  Force  Base  Hospital  as 
part  of  their  training.” 

In  addition  to  the  full-time  faculty,  nearly  all 
of  the  practicing  dermatologists  in  Albuquerque 
are  members  of  the  voluntary  faculty  and  will 
participate  in  the  teaching  of  the  residents.  Mem- 
bers of  the  UNM  faculties  of  pathology,  radiology, 
and  other  members  of  the  department  of  med- 
icine will  be  teaching  in  special  areas  such  as  im- 
munology, dermalpathology,  radiation  physics  and 
micology  (the  study  of  fungi). 

♦ * ♦ ♦ * 

UNM’s  Radiopharmacy 

At  the  University  of  New  Mexico’s  radiophar- 
macy located  in  the  Bernalillo  County  Medical 
Center,  a crew  of  radiopharmacists,  technicians 
and  interns  go  into  action  before  dawn  every  day, 
seven  days  a week,  preparing  radioactive  phar- 
maceuticals for  shipment  by  air  to  hospitals  all 
over  the  state.  By  noon  the  team  can  relax  a lit- 
tle — but  not  much,  because  the  job  they  do  is 
unique  in  New  Mexico  and  close  to  unique  in  the 
entire  nation. 

Until  very  recently,  the  UNM  radiopharmacy 
was  the  only  one  in  the  country  and  is  currently 
one  of  two.  Of  the  approximately  35  radiophar- 


macists in  the  United  States,  two  are  at  the  UNM 
facility  which  began  operation  on  July  1,  1972. 
This  team,  along  with  student  interns,  forms  the 
major  supply  line  by  which  the  state’s  medical 
facilities  receive  radiopharmaceuticals  — essen- 
tial for  today’s  sophisticated  new  diagnostic  pro- 
cedures such  as  brain,  liver  and  lung  scans. 

With  the  UNM  centralized  radiopharmacy’s 
cooperative  setup,  16  hospitals  in  Albuquerque, 
Roswell,  Espanola,  Las  Cruces,  Los  Alamos  and 
Farmington  are  able  to  share  the  cost  of  services. 

The  radioactive  isotopes  are  dispensed  in  unit 
doses  — one  dose  to  each  patient  — for  the  sake 
of  safety  and  for  preservation  purposes  and  also 
cuts  down  on  users’  costs  by  providing  better 
utilization  of  the  isotopes,  which  decay  rapidly. 
The  major  benefit  of  the  radiopharmacy  is  to  the 
patient  as  he  will  no  longer  have  to  go  to  a large 
city  to  be  serviced. 

The  radiopharmacy’s  second  function  is  as  a 
teaching  facility  for  UNM  pharmacy  students. 
Pharmacy  is  a five-year  program  and,  under  a 
new  system  soon  to  be  effective,  students  will  be 
able  to  specialize  in  one  area,  such  as  radiophar- 
macy. Because  of  the  immediate  need  for  trained 
radiopharmacists,  five  students  currently  are  in- 
terning “full-time”  in  the  facility,  with  a dozen 
others  “rotating  through”  as  part  of  their  overall 
pharmacy  training. 

Since  opening  last  year,  colleges  of  pharmacy 
all  over  the  country  have  expressed  interest  in 
starting  similar  programs. 


University  of  Utah  Medical  Center 

Research  Award  to 

University  of  Utah  Medical  Student 

Robert  Terashima,  a sophomore  student  at  the 
University  of  Utah  College  of  Medicine,  was 
awarded  a $250  cash  prize  and  a plaque  at  the 
annual  meeting  of  the  American  Federation  for 
Clinical  Research— Western  Section,  held  in  Car- 
mel, California,  January  31-February  2. 

In  a special  student  subsection  of  the  meeting, 
Mr.  Terashima  read  the  research  abstract  that 
won  him  the  recognition.  His  paper,  which  ex- 
plores the  mechanisms  that  regulate  the  produc- 
tion by  the  kidneys  of  a group  of  hormones 
known  as  prostaglandins,  was  selected  as  the  2nd 
best  piece  of  student  research  work  submitted  by 
the  students  of  the  14  medical  schools  in  the 
western  states. 

Although  cash  prizes  for  student  research  were 
not  awarded  beyond  1st  and  2nd  place,  a number 
of  other  student  papers  were  accepted  for  pres- 
entation at  the  convention.  Of  the  12  abstracts 
read  in  the  student  subsection,  five  were  given 
by  University  of  Utah  students.  Two  Utah  stu- 
dents also  presented  papers  in  the  gastroenterol- 
ogy subsection,  one  in  the  metabolism  subsection, 
and  one  in  the  infectious  disease  subsection. 
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Colorado  Medical  Society 

OFFICERS — 1972-1'3 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

President:  William  A.  H.  Rettberg,  Denver. 

President-elect:  Kenneth  A.  Kahn,  Boulder. 

Vice  President:  Richard  L.  Davis,  La  Junta. 

Treasurer:  Dwight  C.  Dawson,  Colorado  Springs. 

Constitutional  Secretary:  Stanley  J.  Sontag,  Lakewood. 
Delegates  to  the  A.M.A.:  Gatewood  C.  Milligan,  Englewood, 
Dec.  31,  1973;  Robert  E.  McCurdy,  Denver,  Dec.  31,  1973;  flay 
G.  Witham,  Craig,  Dec.  31,  1974. 

Alternate  Delegates  to  the  A.M.A.:  R.  Neil  Chisholm,  Denver, 
Dec.  31,  1973;  William  Y.  Takahashi,  Boulder,  Dec.  31,  1973; 
John  M.  Wood,  Englewood,  Dec.  31,  1974. 

Speaker,  House  of  Delegates:  Joseph  S.  Pollard,  Jr.,  Colorado 
Springs. 

Vice  Speaker,  House  of  Delegates:  Joseph  L.  Kovarik,  Denver. 
Foundation  Advocate:  Charles  B.  Kingry,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Carl  H.  McLauthlin, 

Denver. 

Scientific  Editor  Emeritus,  Rocky  Mountain  Medical  Journal: 

Douglas  W.  Macomber,  Denver. 

Executive  Director:  Mr.  Donald  G.  Derry,  1601  E.  19th  Ave., 
Denver  80218.  Telephone  (3031  534-8580. 


Montana  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Meeting  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Meeting. 

President:  Hollis  K.  Lefever,  Lewistown. 

President-elect:  John  R.  Burgess,  Jr.,  Helena. 

Vice  President:  John  R.  Halseth,  Great  Falls. 
Secretary-Treasurer:  Robert  P.  Yost,  Missoula. 

Assistant  Secretary-Treasurer:  David  Gregory,  Glasgow. 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Alternate  Delegate  to  the  A.M.A.:  Mark  B.  Listerud,  Wolf 
Point. 

Executive  Committee:  Hollis  K.  Lefever,  Lewistown;  John  R. 
Burgess,  Jr.,  Helena;  John  R.  Halseth,  Great  Falls;  Robert  P. 
Yost,  Missoula;  David  Gregory,  Glasgow;  Herbert  T.  Cara- 
way, Billings;  Mark  B.  Listerud,  Wolf  Point;  John  Pfaff,  Jr., 
Great  Falls;  Edward  L.  King,  Manhattan. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical 
Journal:  Gerald  A.  Diettert,  Missoula. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  L. 
Russell  Hegland,  Helena. 

Executive  Secretary:  Mr.  L.  Russell  Hegland,  2021  11th  Ave- 
nue, Suite  12,  Helena,  Montana  59601.  Telephone  (406)  443-4000. 


Nevada  State  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

President:  John  P.  Sande,  Reno. 

President-elect:  Thomas  K.  Hood,  Elko. 

Secretary-Treasurer:  John  W.  Callister,  Reno. 

Immediate  Past  President:  William  D.  O’Gorman,  Las  Vegas. 
Delegate  to  A.M.A.:  Hugh  C.  Follmer,  Las  Vegas. 

Alternate  Delegate  to  A.M.A.:  G.  Norman  Christensen,  East 
Ely. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Med- 
ical Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Nelson 
B.  Neff,  Reno. 

Executive  Director:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno  89502.  Telephone  (7021  825-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  at  the  1973  Annual  Session. 

President:  Don  R.  Clark,  Roswell. 

President-Elect:  Armin  T.  Keil,  Raton. 

Vice  President:  U.  G.  Hodgln,  Albuquerque. 
Secretary-Treasurer:  Ronald  V.  Dorn,  Albuquerque. 

Immediate  Past  President:  Vaun  T.  Floyd,  Albuquerque. 
Speaker,  House  of  Delegates:  W.  J.  Hossley,  Demlng. 

Vice  Speaker,  House  of  Delegates:  Rex  G.  Quigley,  Hobbs. 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis. 

Alternate  Delegate  to  A.M.A.:  Emmit  M.  Jennings,  Roswell. 

Councilors  for  Three  Years:  Samuel  E.  Neff,  Clovis,  District 
IV;  Walter  J,  Hopkins,  Lovington,  District  V;  Jack  L.  Coats, 
Farmington,  District  VII. 

Councilors  for  Two  Years:  Adrian  H.  Bodelson,  Santa  Fe, 
District  II;  John  J.  Smoker,  Raton,  District  I. 

Councilors  for  One  Year:  William  C.  Gorman,  Albuquerque, 
District  III;  John  M.  McGuire,  Alamogordo,  District  VI. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 

Journal:  Marcus  J.  Smith,  Santa  Fe. 

Assistant  Scientific  Editor  for  New  Mexico,  Rocky  Mountain 
Medical  Journal:  William  S.  Curran,  Albuquerque. 

Associate  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Mr.  Ralph  R.  Marshall,  Albuquerque. 

Executive  Director:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vista 
Boulevard  NE,  Albuquerque  87106.  Telephone  (505)  265-8494. 

Assistant  Executive  Director:  Mr.  Thomas  A.  Bodnar,  Albu- 
querque. 


Utah  State  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Session. 

President:  William  R.  Christensen,  Granger. 

President-elect:  J.  Louis  Schricker,  Jr.,  Salt  Lake  City. 

Past  President:  Merrill  C.  Daines,  Logan. 

Honorary  President:  Stanley  M.  Clark,  Provo. 

Secretary:  Howard  G.  McQuarrie,  Salt  Lake  City. 

Treasurer:  Scott  M.  Smith,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Alan  R.  Nelson,  Salt  Lake  City. 
Speaker,  House  of  Delegates:  William  Knox  Fitzpatrick,  Salt 
Lake  City. 

Vice  Speaker,  House  of  Delegates:  John  W.  Emmett,  Logan. 
Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Hoyt 

W.  Brewster,  Salt  Lake  City. 

Executive  Director:  Mr.  Hoyt  W.  Brewster,  42  South  Fifth  East 
Street,  Salt  Lake  City  84102.  Telephone  (801)  355-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1973 — Terms  of  Officers  and  Committeemen  ex- 
pire December  31,  1973.  Terms  of  office  (with  the  exception 
of  Delegate  and  Alternate  Delegate  to  AMA)  expire  at  the 
end  of  the  calendar  year  rather  than  at  the  Annual  Session. 
President:  Donald  F.  Mahnke,  Casper. 

President-elect:  Paul  R.  Yedinak,  Rock  Springs. 

Vice  President:  Donald  B.  Hunton,  Cheyenne. 

Secretary:  Patrick  D.  Nolan,  Buffalo. 

Treasurer:  Goode  R.  Cheatham,  Jr.,  Casper. 

Delegate  to  A.M.A.:  Fenworth  M.  Downing,  Sheridan. 
Alternate  Delegate  to  A.M.A.:  John  J.  Corbett,  Casper. 
Speaker  of  the  House:  Theodore  L.  Johnston,  Cheyenne. 

Vice  Speaker  of  the  House:  David  F.  Cook,  Jackson. 
Immediate  Past  President:  William  G.  Erickson,  Lander. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Robert  Smith,  Cheyenne. 

Executive  Secretary:  Mr.  Robert  Smith,  P.O.  Box  1387, 
Cheyenne,  Wyoming  82001.  Telephone  (307)  634-7305. 
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WANT  ADS 


GENERAL  PRACTITIONERS  NEEDED  for  solo  or  group 
practice  opportunities  in  9,000  population  community  in  the 
center  of  the  Great  Lakes  of  Nebraska,  with  new  hospital 
under  construction.  Present  hospital  staff  includes  eight  gen- 
eral practitioners  one  general  surgeon,  two  orthopedic  sur- 
geons, two  pathologists,  one  radiologist,  one  urologist,  and  one 
cardiologist.  Contact  Medical  Recruitment  Council,  Box  337, 
McCook,  Nebraska  69001,  (3081  345-3200, 273-3-3B 

COLORADO  LICENSED  CLINICAL  PATHOLOGIST  seeks  ap- 
pointment as  supervisor  of  a hospital  transfusion  service. 
Capable  of  organizing  new  department.  Available  immediately. 
References  and  curriculum  vitae  may  be  obtained  by  con- 
tacting Box  273-6-2B,  Rocky  Mountain  Medical  Journal,  1601 
E.  19th  Ave,,  Denver,  Colorado  80218. 273-6-2B 

MEDICAL  DIRECTOR,  Director  of  Medical  Education,  age 
41,  board  certified  ENT,  completing  M,S,  in  health  admin- 
istration University  of  Colorado  Medical  Center,  seeks  200- 
500  bed  progressive  hospital  in  future  oriented  community 
in  west,  southwest  or  Rocky  Mountain  states.  Write  Doctor, 
6424  East  Mississippi,  Denver,  Colorado  80222,  373-6-3 

OCCUPATIONAL  PHYSICIAN  — Reside  in  Las  Vegas;  40- 
hour  week;  competitive  starting  salary;  office  space  and 
all  equipment  supplied  by  employer;  laboratory  and  x-ray 
facilities  available.  Will  join  a staff  of  five  physicians  in 
providing  emergency  treatment  of  illness  and  injuries  and 
overseeing  health  of  employees  at  the  Nevada  Test  Site, 
Liberal  fringe  benefits  including  insurance,  retirement  plan, 
vacations,  sick  leave,  advancement  opportunities,  interview 
and  relocation  allowance;  must  be  a U.S,  citizen  and  must 
become  licensed  in  Nevada.  Replies  held  strictly  confiden- 
tial. Send  resume  to;  L.  W.  Bennett,  Reynolds  Electrical  and 
Engineering  Co.,  Inc.,  P,0,  Box  14400,  Las  Vegas,  Nevada 
89114.  Equal  Opportunity  employer  — ■ M/F.  373-5-3B 

SURGEON,  NEUROLOGIST,  ORTHOPEDIST,  PEDIATRI- 
CIAN, ALLERGIST,  CARDIOLOGIST,  and  PSYCHIATRIST 
needed  in  new  multispecialty  building  near  completion  im- 
mediately adjacent  to  the  new  St.  Anthony’s  North  Satellite 
Hospital.  Occupancy,  July,  1973.  This  is  a burgeoning  new 
practice  opportunity.  James  W.  Langley,  M.D.,  940  Oak 

Place,  Denver  80229.  (3031  287-5551. 373-2-4B 

PRACTICE  OPPORTUNITY  AVAILABLE.  Completion  of 
new  outstanding  service  facility  center  plus  an  adjacent 
medical  clinic  building  affords  unusual  opportunity  to  phy- 
sicians desiring  practice.  Community  living  advantages.  Out- 
standing potential  practice  development.  Any  interested  phy- 
sician can  contact  E.  E.  Tennant,  M,D..  President,  Northeast 
Colorado  Medical  Society,  522-3477,  or  write  Box  1432, 
Sterling,  Colorado  80751.  373-3-1 

OTOLARYNGOLOGIST  WANTED  — Certified  or  eligible, 
solo  practice  in  Clovis,  New  Mexico.  Population  30,000  with 
additional  40,000  drawing  area,  completely  unopposed,  ac- 
credited hospital.  excellent  living  conditions,  schools, 
churches,  present  ENT  must  retire  because  of  age  and  over- 
work. Potential  gross  first  year  $80-100,000.  Write  or  call 
J.  H.  Cameron,  M.D.,  2900  Main,  Clovis,  N.  M.  88101,  (505) 
762-2341  or  Lyn  Abshere,  M.D.,  (505)  762-4455.  373-4-3 

PATHOLOGIST  SEEKS  DIRECTORSHIP  of  Patholo^  Serv- 
ice  for  200  beds  or  Clinical  Pathology  practice  in  large 
service;  University  trained;  PA-CP  certified.  Experience;  4 
yrs.  General  Practice  Medicine;  2'/2  yrs.  Dir.  Lab.  150  beds; 
1 yr.  Assoc.  Path.  550  bed  hosp.;  License;  Ohio,  Oregon, 
Colorado,  California.  F.  R.  Cushman,  M.D.,  F.A.C.P,,  Good 
Samaritan  Hospital,  Portland,  Oregon  (503)  229-7432.  373-1-lB 

200-BED  HOSPITAL  needs  third  Emergency  Department  phy- 
sician. City  of  80,000  close  to  Yellowstone  Park.  Guaranteed 
minimum.  Contact  Charles  A.  Kaczmarek,  Administrator, 
St.  Vincent's  Hospital,  Box  2505,  Billings,  Montana  59103. 
Telephone  (406)  262-2121.  373-7-2B 


CHOICE  LAKEWOOD,  COLORADO  LOCATION  for  medical 
and  dental  offices.  Completed  by  February  1973.  Call  (303) 
455-7545.  1172-6-TFB 


WILL  SUBLET  OFFICE  SPACE;  900  sq.  ft.,  completely  car- 
peted, well  decorated,  with  or  without  equipment.  Three 
examining  rooms,  doctor’s  and  receptionist  offices,  waiting 
room,  x-ray  or  lab,  private  restroom.  Also  x-ray  equipment 
for  sale.  Call  (303)  333-1587  between  8;30  and  5;00,  or  write 
E.  J.  Horsley,  MD,  1633  Fillmore  Street,  Denver,  Colorado 
80206.  1272-7-4B 


PHYSICIAN  EDUCATION  PROGRAM  IN  FAMILY  PLAN- 
NING at  UCLA.  Sponsored  by  the  American  College  of 
Obstetrics  and  Gynecology.  Approved  for  credit  by  the  Amer- 
ican Academy  of  General  Practice.  Six  (6)  courses  for  six  (6) 
physicians  each  from  January  through  June  1973.  Seven-day 
individualized  program  with  a “core”  curriculum  and  elective 
courses.  Didactic,  clinical,  surgical,  and  community  experience 
in  family  planning.  For  more  information  contact  Irvin  M. 
Cushner,  MD,  OB-GYN  Department,  UCLA,  Center  for  Health 
Sciences,  Los  Angeles,  California  90024.  Telephone;  (213) 
825-1046.  273-1-4B 


PSYCHIATRIST  NEEDED  in  private  practice  in  academic 
community  located  in  the  mountains  of  Northern  New  Mex- 
ico. Associate  with  multi-specialty  group  of  23  MD’s.  Assume 
established  practice  of  psychiatrist  returning  to  academic 
post.  Anticipated  annual  income  over  $40,000.  (Contact;  Richard 
Honsinger,  Jr.,  MD,  Chief  of  Staff,  or  Robert  D.  Hill,  Adminis- 
trator, Los  Alamos  Medical  Center,  Los  Alamos,  New  Mexico 
87544,  (505)  662-4201.  173-5-3 


FOR  RENT  in  Southeast  Denver:  1,000  sq.  ft.  in  new  office 
with  three  pediatricians.  Available  about  April  1.  Good 
parking.  Call  (303)  355-2359.  173-4-3B 


DUKE  MEDICAL  STUDENT  with  one  year  basic  science,  one 
year  clinical  experience,  desires  to  work  and  learn  with 
general  practitioner  or  group.  Available  between  April  and 
September  1973.  Please  write:  R.  Zaino,  Box  2893,  Duke  Hos- 
pital, Durham,  North  Carolina  27706.  273-2-3B 


SALT  LAKE  CITY,  UTAH:  New  medical  building,  comple- 
tion Fall  1973;  sizes  and  decor  finished  to  suit.  Excellent 
location  in  Granger  suburb  of  Salt  Lake,  with  population  in 
excess  of  80,000.  Valley  West  Hospital  is  within  one  block, 
with  expansion  report  of  66  beds  to  108  beds  this  year.  TAX 
SHELTER/CONDOMINIUM  possible,  or  leasing.  Contact  Jim 
Rice,  P.O.  Box  15926,  Salt  Lake  City,  Utah  84115.  Phone 
(801)  486-9371.  373-11-lB 


INTERNIST  with  nephrology  subspecialty,  32,  military  serv- 
ice completed,  seeks  practice  opportunity  in  Midwest  or 
mountain  states.  Box  373-10-3B,  Rocky  Mountain  Medical 
Journal,  1601  E.  19th  Ave.,  Denver  80218.  373~10-3B 


FOR  SALE — Coles  cautery,  hyfrecator,  two  instrument  cab- 
inets, centrifuge,  other  miscellaneous.  Call  (303)  333-4740. 
Mrs,  B.  E.  Grossman,  708  Forest  Street,  Denver  80220. 

373-9-1 


CONDOMINIUM  FOR  RENT — Powderridge  at  Breckenridge. 

Near  Tiger  Run  Ski  Slope.  3 bedroom,  new,  sleeps  eight. 
Inside  parking  — sauna  — steam  room.  Rent  for  Yz  price 
direct  from  owner.  Call  (303  ) 798-0849  or  322-6964.  373-8-2B 


SUBSTANTIAL  GUARANTEE  PLUS  RELOCATION  EX- 
PENSE; General  practitioner,  OB  GYN,  Internist.  Write  or 
call  collect  (406)  563-5262,  Administrator,  Community  Hospital 
of  Anaconda,  600  Oak  Street,  Anaconda,  Montana  59711. 

373-12-3B 


ARTIFICIAL  EYES 

PAUL.  S.  TOLTZ 

Real  Estate  Consultant 

Realtor 

Plastic  eyes  ana  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 

In  business  since  1906. 

Write  or  ohone  for  full  details. 

Commercial  i385  so.  Colorado  Blvd.,  Suite  600 

Investment  Denver,  Colorado  30222 

Exchange  Phone  (303)  758-6633 

DENVER  OPTIC  COMPANY 

330  University  BWg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  dipheno!| 
late  HCI  is  theoretically  possible  at  high  dosage,  f . 
not  exceed  recommended  dosages.  Administer  wl  * 
caution  to  patients  receiving  addicting  drugs  , t 
known  to  be  addiction  prone  or  having  a history.  ' 
drug  abuse.  The  subtherapeutic  amount  of  atropi 
is  added  to  discourage  deliberate  overdosac! 
strictly  observe  contraindications,  warnings  and  pf 
cautions  for  atropine;  use  with  caution  in  childri 
since  signs  of  atropinism  may  occur  even  with  t) 
recommended  dosage. 

Adverse  reactions:  Atropine  effects  include  drynej 
of  skin  and  mucous  membranes,  flushing  -and  u 
nary  retention.  Other  side  effects  with  Lomotil 
elude  nausea,  sedation,  vomiting,  swelling  of  V 
gums,  abdominal  discomfort,  respiratory  depressio 
numbness  of  the  extremities,  headache,  dizzine: 
depression,  malaise,  drowsiness,  coma,  lethark 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ot  overdosage  or  individual  hypersensitiv- 
ity. reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Respiratory  depression  may  recur  in  spite  of  an 
initial  response  to  Nalline®  (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Many 
things 
can  canse 
diarrhea. 


The  causes  of  diarrhea  are  as 
varied  as  man’s  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea. 


>1  exia,  restlessness,  euphoria,  pruritus,  angioneu- 
c edema,  giant  urticaria  and  paralytic  ileus. 

) 3ge  and  administration:  Lomotil  is  contraindi- 
sd  in  children  less  than  2 years  old.  Use  only 
■'Otil  liquid  for  children  2 to  12  years  old.  For 
I'i  2 to  5 years.  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years, 
:*l.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
IIS  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
lots  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (ID 
h 5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
Has  one  fourth  of  the  initial  dosage.  Make  down- 
1 1 dosage  adjustment  as  soon  as  initial  symptoms 
l.:ontrolled. 

.! 'dosage;  Keep  the  medication  out  of  the  reach 
I hildren  since  accidental  overdosage  may  cause 
I 're,  everi  fatal,  respiratory  depression.  Signs  of 
I dosage  include  flushing,  lethargy  or  coma,  hypo- 
reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
n la  and  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  'h  ml.  (total  capacity.  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


LOMOTIL 

TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 


Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
Atropine  sulfate 0.025  mg. 


SEARLE  & CO. 
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MINOCIN*  made  the  difference  in  just  eight  days*. 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HOI  Cap- 
sules, 100  mg:  200  mg  stat,  100  mg  every  12 
hours.  Medication  began  Sill ll^.  By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None. t 


Minocycline  is  a tetracycline  with  activity  against  a wide 
range  of  gram-negative  and  gram-positive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings;  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yel- 
low-gray-brown).  This  is  more  common  during  long-term  use 
but  has  been  observed  following  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines, 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated.  In 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and,  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines. Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia,  hyper- 
phosphatemia, and  acidosis.  Pregnancy:  In  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  in  fetal  tissues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  in  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established. 
Newborns,  infants  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue.  Pre- 
matures, given  oral  doses  of  25  mg. /kg.  every  6 hours,  dem- 
onstrated a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk 
of  lactating  women  who  are  taking  a drug  of  this  class.  Safe 


Semisynthetic 


MINOQM 

MINOCYCLINE  HO 

Capsules,  100  mg:  2 stat,  1 q 12  h. 


use  has  not  been  established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Patients  on  anticoagulant 
therapy  may  require  downward  adjustment  of  such  dosage. 
Test  for  organ  system  dysfunction  (e.g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group  A beta  hemo- 
lytic streptococcal  infections  for  at  least  10  days.  Avoid  giv- 
ing tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopapular' and 
erythematous  rashes.  Exfoliative  dermatitis  (uncommon). 
Photosensitivity  is  discussed  above  ("Warnings").  Renal 
toxicity:  rise  in  BUN,  dose-related  (see  “Warnings”).  Hyper- 
sensitivity reactions:  urticaria,  angioneurotic  edema,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in  high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands;  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age, disappearing  rapidly  when  drug  was  discontinwed. 
Blood:  hemolytic  anemia,  thromibocytopenia,  neutropenia, 
eosinophilia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  MINOCIN  is  not  notably  in-fluenced  by  foods  and  dairy 
products. 


’’^Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  teslii\g  recommended.  Tetracyclines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection. 

fCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories.  ‘ 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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What  should  a 


medication  for  sleep 


be  expected 

PtXMde?^: 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows; 
Indications:  Effective  m all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and,  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient 
and  intermittent,,  prolonged  administra- 
tion is  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  <e.g,,  operating 
machinery,  driving)  Use  in  wgmen  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years. 


of  age  Though  physical  and  psycho'k 
dependence  have  not  been  reportic 
recommended  doses,  use  caution  in 
ministering  to  addiction-prone  indiv 
or  those  who  might  increase  dosage 
Precautions:  In  elderly  and  debiiitat,! 
initial  dosage  should  be  limited  to  IS 
to  preclude  oversedation,  dizziness 
or  ataxia  If  combined  with  other  drc 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  e 
Employ  usual  precautions  in  patien 
who  are  severely  depressed,  or  with 


for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane.  Insomnia  patients  given  one  30-mg  capsule  of  Dalmane 
at  bedtime,  on  average;  fell  asleep  within  17  minutes,  had  fewer  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency— no  waning  of  therapeutic 
effectiveness 

Over  multiple  nights  of  therapy,  no  waning  of  drug  effectiveness  was  noted. 
There  was  consequently  no  need  to  increase  dosage  during  the  study  periods. 

It  stands  to  reason  that  the  fewer  repeat  or  incremental  doses  needed  to  sustain 
sleep,  the  lower  the  total  cost  of  the  sleep  medication.  Consistent  effectiveness 
is  the  measure  of  Dalmane  economy. 


with  relative  safety 

Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane 
(flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  function  was  noted 
in  patients  administered  recommended  or  higher  doses  for  as  long  as  90  con- 
secutive nights.  In  most  instances  when  adverse  reactions  were  reported  they 
were  mild,  infrequent  and  seldom  required  discontinuance  of  therapy.  Morning 
“hang-over" with  Dalmane  has  been  relatively  infrequent.  Dizziness,  drowsiness, 
lightheaded  ness  and  the  like  have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep  medication, 
consider  Dalmane— a single  entity  nonnarcotic,  nonbarbiturate  agent  proved 
effective  and  relatively  safe  for  relief  of  insomnia. 


When  restful  sleep  is  indicated 


,'W^ 


Si 


One  30-mg  capsule  /i.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  A?. s.  — initial  dosage  for  eiderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


3nrt  depression  or  suicidal  tendencies, 
'lodic  blood  counts  and  liver  and  kid- 
/ function  tests  are  advised  during 
leated  therapy.  Observe  usual  precau- 
iis  in  presence  of  impaired  renal  or 
iatic  funGtion. 

’|i/erse  Reactions:  Dizziness,  drowsi- 
r>s,  lightheadedness,  staggering,  ataxia 
d falling  have  occurred,  particularly 
elderly  or  debilitated  patients.  Severe 
jlation.  letihargy,  disortentation  and 
na,  probably  indicative  of  drug  intoler- 
;e  or  overdosage,  have  been  reported 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability,, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech, 


confusion,  restlessness,  hal'lucinations. 
and  elevated  SGOT  SGPT.  total  and  direct 
bilirubins  and  alkaline  phosphatase 
Paradoxical  reactions,  e.g..  excitement, 
stimulation  and  hyperactivity,  have  also 
beein  reported  in  rare  instances. 

Dosage;  lindividualize  for  maximum  bene- 
ficiat  affect.  Adults:  30  mg  usual  dosage; 
15  mg  may  suffice  in  some  patients. 
Elderly.or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


^fiewon’t  r(bist 
ing  better 


Mylanta 

§cause  the  taste  is  good. 


^ D promptly  relieves  hyperacidity 
□ also  relieves  fullness  and  bloating 
nbn^onstipating 
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TABLET 


aluminum  and  magnesium  hydroxides  with  simethicone 
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The  defunct  defecation  reflex 


tnhibited  too  often  because  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  ofthe 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex; 

■ Provides  rapid  relief  of 
constipation,  usually  within  2 to 
5 m:iniUtes 

■ Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  laxatives  orthe  burning 
that  may  be  associated  with 
suppositories 

■ Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■ Unique  construction  regu- 
lates flow— prevents  leakage 
and  reflux 

■ Anatomically  correct,  pre- 
lubricated rectal  tip  helps 
avoid  injury  to  bowel  wall 

■ Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications:  Do  not  use  when 
nausea,  vorniting,  or  abdominal  pain  is 
present.  Warnings:  Frequent  or  prolonged 
use  of  enemas  may  result  in  dependence. 
Take  only  when  needed  or  when  pre- 
scribed by  a physician.  Precautions:  Do 
not  administer  to  children  under  two  years 
of  age  unless  directed  by  a physician. 
FREE  BOOKLET.  A supply  of  the  patient 
booklet,  The  Professional  Treatment  of 
Constipation,  is  available,  free  of  charge, 
on  request  to  C.  B.  FLEET  CO.,  INC. 

P.  O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet'  Enema 

The  professional  aid 
to  constipation  relief 


Whatitmeans 
to  live  and  work  ir 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


l ~ 1 Persons  without  solar  keratoses  IH  Persons  with  solar  keratoses 

•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


olar,  actinic,  senile  keratoses 

ailed  by  many  names,  the  t5rpical  lesion  is  flat 
• slightly  elevated,  brownish  or  reddish  in 
)lor,  papular,  dry,  adherent,  rough,  sharply 
jfined;  usually  multiple  lesions,  chiefly  on 
iposed  portions  of  the  skin, 

equence/selectivity  of  response 

rythema  in  areas  of  lesions  may  begin  after 
veral  days  of  therapy;  height  of  reaction 
»nly  in  affected  areas)*  usually  occurs  within 
/o  weeks,  declining  after  discontinuation  of 
erapy.  Since  this  response  is  so  predictable, 
sions  that  do  not  respond  should  be  biopsied 
rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

osmetic  results  are  highly  favorable.  Inci- 
:nce  of  scarring  is  low-important  with  multi- 
e facial  lesions.  Efudex  should  be  applied 
ith  care  near  the  eyes,  nose  and  mouth. 

% cream-a  Roche  exclusive 

nly  Roche  formulates  the  5 % cream . , . 
gh  in  patient  acceptability . . . high  in  clinical 
ficacy,  especially  for  lesions  of  hands  and 
rearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  if  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  lO-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5% fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/sdlution 


snpuc  X Laboratories 

RQUHl  y Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


A DOUBLE-Diny  DIURETIC 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  IHEmrER  OUT 
IH  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 
IN  HYPERTENSION* 

SFARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

^Indications;  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazide’,  check  serum  potassium  frequently —both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions;  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions;  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


Hair  styles  come  and  go, 

but  Selsun*  ^(SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2V2%,  w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume  301411R 
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KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms; 

□ belladonna  alkaloids —for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Ck)ntraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/  sedative/  antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  {Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size . . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


THE  PRICE  OF 

LETTER’  <m  LEHRKMlets 
Aimotr  brand  of  I4 

HAS  BEEN  CUT  BY30%. 


Wouldn’t  it  be 
a good  idea 
to  start  your  new 
hypothyroid 
patients 
on  Letter*? 


• New  scored  tablets  for  easy 
dosage  adjustment. 

• color  coded  and  potency  marked 
tablets  for  quick  identification. 

• 6 potencies. 


-A- 

Llc'  

0 025  mg  0 05  mg  0 1 mg 


0 2 rr 


Indications:  Hypothyroid  conditions. 
Contraindications:  Thyrotoxicosis,  acute 
myocardial  infarction  and  in  the  presence  of 
uncorrected  adrenal  insufficiency  because  it 
increases  the  tissue  demands  for  adrenocortical 
hormones  and  may  cause  an  acute  adrenal  crisis. 
Warnings:  Should  be  used  with  caution  in  patients 
with  cardiovascular  disease,  including  hypertension 
Development  of  chest  pain  or  other  aggravation  of 
cardiovascular  disease  will  require  a decrease  in 
dosage. 

Injection  of  epinephrine  in  patients  with  coronary 
artery  disease  may  precipitate  an  episode  of 
coronary  insufficiency.  This  may  be  enhanced  in 
patients  receiving  thyroid  preparations.  Careful 
observation  is  required  if  catecholamines  are 
administered  to  patients  In  this  category.  Patients 
with  coronary  artery  disease  should  be  carefully 
observed  during  surgery,  since  the  possibility  of 
precipitating  cardiac  arrhythmias  may  be  greater  in 
those  treated  with  thyroid  hormones. 

Thyroid  replacement  may  potentiate  antico- 
agulant effects  with  agents  such  as  warfarin  or 
bishydroxycoumarin  and  reduction  of  one-third  in 


anticoagulant  dosage  should  be  undertaken  upon 
initiation  of  LETTER'  [sodium  levothyroxine, 
Armour^  tablets  therapy.  Subsequent  anticoagulant 
dosage  adjustment  should  be  made  on  the  basis  of 
frequent  prothrombin  determinations. 

In  patients  whose  hypothyroidism  is  secondary  to 
hypopituitarism,  adrenal  insufficiency  will  probably 
also  be  present  When  adrenal  insufficiency  and 
hypothyroidism  coexist,  the  adrenal  insufficiency 
should  be  corrected  by  corticosteroids  before 
administering  thyroid  hormone. 

Precautions:  Patients  with  hypothyroidism,  and 
especially  myxedema,  are  particularly  sensitive  to 
thyroid  preparations  so  that  treatment  should  begin 
with  small  doses  and  increments  should  be  gradual. 

In  patients  with  diabetes  mellitus,  addition  of 
thyroid  hormone  therapy  may  cause  an  increase  in 
the  required  dosage  of  insulin  or  oral  hypoglycemic 
agents.  Conversely,  decreasing  the  dose  of  thyroid 
hormone  may  possibly  cause  hypoglycemic 
reactions  if  the  dosage  of  insulin  or  oral 
hypoglycemic  agents  is  not  adjusted. 

Adverse  Reactions:  Excessive  dosage  of  thyroid 
medication  may  result  in  symptoms  of  hyper- 


thyroidism. Since,  however,  the  effects  do  not 
appear  at  once,  the  symptoms  may  not  appear  for 
one  to  three  weeks  after  the  dosage  regimen  is 
begun.  The  most  common  signs  and  symptoms  of 
overdosage  are  weight  loss,  palpitation,  nervous- 
ness, diarrhea  or  abdominal  cramps,  sweating, 
tachycardia,  cardiac  arrhythmias,  angina  pectoris, 
tremors,  headache,  insomnia,  intolerance  to  heat 
and  fever.  If  symptoms  of  overdosage  appear, 
discontinue  medication  for  several  days  and 
reinstitute  treatment  at  a lower  dosage  level. 
Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg 
daily.  This  may  be  increased  in  small  Increments 
every  1 to  3 weeks  until  proper  metabolic  balance 
IS  achieved. 

Available:  Bottles  of  100  tablets,  in  6 potencies; 
0.025  mg.  [violet],  0.05  mg.  [peach],  0.1  mg, 
[pink],  0.2  mg.  [green],  0.3  mg,  [yellow],  and 
0.5  mg.  [white]. 


Armour  Pharmaceutical  Company 
Phoenix,  Arizona  85077 


Bio-Science  Reports 


The  Venereal  Disease 
Epidemic: 

How  To  Use  The  Laboratory 

In  our  newly  revised  “Laboratory  Aid”  (see  below) 
devoted  to  diagnosis  and  treatment  of  syphilis  and  gonor- 
rhea we  quote  Dr.  Sidney  Olansky:  “Therefore,  we  have 
reached  the  point  where  the  serologic  problems  associ- 
ated with  syphilis  almost  always  can  be  resolved  with  the 
proper  use  of  two  tests:  the  VDRL  slide  test  and  the  FTA- 
ABS  test.”  (“Serodiagnosis  of  Syphilis”  in  The  Medical 
Clinics  of  North  America  56:1145,  1972.)  From  our  broad 
experience  in  laboratory  services  devoted  to  the  diagnosis 
and  follow-up  of  syphilis  we  know  that  the  “almost  always” 
part  of  Dr.  Olansky’s  statement  describes  those  situations 
which  are  most  troublesome  to  physicians. 

The  VDRL  test  is  somewhat  insensitive  in  very  early 
syphilis.  Thus  the  FTA-ABS  test,  not  ordinarily  considered 
a screening  procedure,  may  sometimes  be  the  test  of 
choice  in  those  instances  when  the  physician  suspects 
early  syphilis  in  the  face  of  a “Non-reactive”  VDRL  test. 

When  a diagnosis,  of  syphilis  has  been  made,  the  effi- 
cacy of  treatment  should  be  checked  by  periodic  quanti- 
tative VDRL  tests— not  by  the  FTA-ABS  test,  which  may 
remain  reactive  for  life  even  in  cured  syphilis. 

False  positive  VDRL  tests  are  usually  transient  and  of 
low  titer.  If  reactivity  persists,  the  clinician  should  suspect 
an  underlying  “auto-immune”  disturbance,  perhaps  SLE. 
Although  not  as  frequent,  false  positive  FTA-ABS  tests 
also  occur,  usually  because  there  is  another  disease 
involved;  however,  final  resolution  may  not  be  possible 
until  autopsy,  if  at  ail.  The  question  of  whether  or  not  to 
start  antibiotic  therapy  becomes  strictly  a clinical  decision. 

A recently  described  modification  of  the  FTA  test  using 
CSF  is  available  from  our  laboratos^'  and  may  be  of  help 
for  physicians  faced  with  the  possibility  of  neurosyphilis 
in  older  patients  with  sero-negative  VDRL  and  reactive 
FTA-ABS  tests.  (Brit.  J.  Ven.  Dis.  48:97, 1972.) 


Some  Words  on  Gonorrhea 


Unfortunately,  a simple  inexpensive  screening  test 
analogous  to  the  VDRL  is  not  yet  available  for  gonorrhea. 
Transgrow  Collection  Kits  make  the  services  of  our  refer- 
ence laboratory  available  to  any  physician  seeking  “bac- 
teriological” confirmation  of  GC. 

The  Complement  Fixation  test  for  N.  gonorrhoeae  may 
be  of  value  in  uncovering  “hidden”  GC  in  the  relatively 
asymptomatic  female  and  in  the  Asian  variety  of  gonorrhea. 

In  Summary 

Bio-Science  Laboratories  offers  an  exceptionally  com- 
plete array  of  tests  to  aid  in  the  diagnosis  of  both  syphilis 
and  gonorrhea;  our  new  booklet,  “Laboratory  Aids  for  the 
Diagnosis  and  Treatment  of  Gonorrhea  and  Syphilis,”  is 
available  at  no  cost  or  obligation  to  guide  clinicians  in  the 
selection  of  the  appropriate  tests  and  in  the  interpretation 
of  test  results. 

Pertinent  Tests  Available  at 
Bio-Science  Laboratories 

VDRL,  qualitative,  quantitative,  and  pre-marital 

FTA-ABS 

FTA,  modified,  for  cerebrospinal  fluid 
Darkfield  examination  (local  clients) 

Direct  FA  stain  for  7.  pallidum 
(for  mailed  specimens) 

Gram  stain  and/or  FA  stain  for  N.  gonorrhoeae 
Complement-fixation  Test  for  antibodies  to 
N.  gonorrhoeae 

Routine  culture  for  GC  (local  clients) 

Transgrow  Collection  Kit  for  GC  cultures 
(for  mailed  specimens) 


Bio-Science 

Laboratories 


Main  Lab;  7600  Tyrone  Ave 
Van  Nuys,  California  91405 
Philadelphia  Branch: 

116  So.  Eighteenth  St. 
Philadelphia,  Pa.  19103 
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Bio-Science  Laboratories 

7600  Tyrone  Avenue 

Van  Nuys,  California  91405  Dept.  D 

Philadelphia  Branch: 

116  So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 


Gentlemen:  Please  send  me  — 

□ A copy  of  your  booklet  on  LABORATORY 
AIDS  FOR  THE  DIAGNOSIS  AND  TREATMENT 
OF  GONORRHEA  AND  SYPHILIS. 

□ A STARTER  LAB  PACK  containing  a small 
supply  of  postage-paid  mailing  containers  and 
FEE  SCHEDULE. 

Name 

Address 


FREE^  Laboratory  Aids  for 

the  Diagnosis  and  Treatment 
of  Gonorrhea  and  Syphilis 


City 


State 


Zip 


This  12-page  booklet,  written  by 
Drs.  Olitzky  and  Blaker  of 
the  staff  of  Bio-Science 
Laboratories,  contains 
a clear  and  graphic 
summary  of  the  value 
and  limitations  of  labo- 
ratory technics  in  the 
assessment  of  these  ve- 
nereal disease  problems. 
You  will  find  it  to  be  a quick 
and  ready  reference  to  update 
yourself  in  this  important  area 
of  laboratory  medicine.  Copies 
are  available  to  physicians  and  lab 
personnel  without  obligation.  Simply 
fill  out  and  mail  this  coupon. 


insights  Into  the  ulcer-prone 

This  man  governs  an  empire—the  section  of  beach 
that  he  combs —and  he  may  have  much  in  common  with 
a business  tycoon.  Both  may  be  ulcer-prone  for  similar 
reasons:  both  may  be  difficult  to  please— both  may  be 
demanding,  especially  of  themselves.  While  there  are 
many  types  of  duodenal  ulcer  patients,  it  has  been  noted* 
that,  characteristically,  these  individuals  are  not  easily 
satisfied. 

Measuring  oneself  against  one's  own  expectations  or 
against  those  of  society  may  be  equally  trying— equally 
anxiety-provoking.  It  is  hard  to  win  when  both  success 
and  failure  can  demand  a similar  price. 

If  the  ulcer  patient  were  to  modify  his  expectations,  he 
would  experience  less  anxiety —and  perhaps  fewer  ulcer 
attacks.  In  most  cases,  this  would  mean  altering  the  en- 
tire constellation  of  psychological  attitudes.  Many  are 
unwilling  to  do  so,  and  many  are  unable.  But  while  the 
patient  is  trying  to  make  his  best  adjustment  to  his  ulcer, 
he  often  needs  therapeutic  relief  for  both  the  undue 
anxiety  with  which  he  may  be  plagued  and  the  hyper- 
secretion and  hypermotility  that  cause  pain  and  spasm. 

*Palmer,  E.  D. : Clinical  Gastroenterology,  ed.  2,  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  1963,  p.  206. 

Captain  of 
Industry 


Librax  can  relieve  excessive 
anxiety,  thereby  helping  to  reduce 
pain  and  spasm 

Since  duodenal  ulcer  is  frequently  associated  with 
excessive  anxiety  and  tension,  therapy  logically  demands 
relief  from  both  the  psychic  and  the  somatic  discomfort. 
Librax  can  help  provide  this  dual  relief.  Only  Librax  pro- 
vides in  a single  capsule  both  the  antianxiety  action  of 
Librium®  (chlordiazepoxide  HCl)  and  the  antisecretory/ 
antispasmodic  action  of  Quarzan®  (clidinium  Br).  With 
Librax,  the  patient  usually  tends  to  react  less  strongly 
to  anxiety-provoking  situations,  and  hypersecretion  and 
hypermotility  are  also  reduced.  A reduction  of  asso- 
ciated pain  and  spasm  can  also  be  expected,  and  often 
ulcer  attacks  become  fewer  and  farther  between! 

Up  to  8 capsules  daily 
in  divided  doses 

Optimum  therapeutic  response  can  be  achieved  with 
individualization  of  dosage— within  the  range  of  1 or  2 
capsules,  3 or  4 times  daily.  Many  patients  will  respond 
well  to  1 capsule  t.i.d.  and  2 at  bedtime.  Librax  can 
often  be  relied  on  both  to  help  in  managing  the  acute 
attack  and  to  help  the  patient  maintain  gains  in  therapy. 
Librax:  Initial  therapy,  Rx  #35,  Sig:  cap.-f  t.i.d.  a.c. 
and-^  h.s. 

Follow-up  therapy,  Rx  #100,  Sig;  cap.-f"  t.i.d.  a.c. 
and  yF  h.s. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications;  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving). 

Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  ail  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido  — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and  con 
stipation.  Constipation  has  occurred  most  often  when  Librax  ther- 
apy is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual  main- 
tenance dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals 
and  at  bedtime.  Geriatric  patients  — see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlordiaz- 
epoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide 
(Quarzan®)  — bottles  of  100  and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


for  the 

anxiety-linked  symptoms 
of  duodenal  ulcer 
w •^adjunctive  *'  ** 

Librax^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 


Now  culture  for 
6 common  pathogens 
right  in  your  office! 


Staph  Aureus 

. ■'  i 

N.  Gonorrhoeae 
Candida 

I [Monilia] 

Beta  Hemolytic 
Throat  Organisms 

Urirrary  Bacteria 

Pseudomonas  Aeruginosa 

with  the  compact,  economical 

Cliniculf 

Diagnostic  Culturing  System 


Swab...  Incubate...  Read  Results... 


■ No  Media  Preparation 

■ No  Streaking  Inoculum 

■ Most  Cultures  Easily 

Identified  in  24-48  Hours 

■ No  Specialized  Training  Needed 

Phone  {21 5)  LO  4-2400 

To  order  or  for  more  information,  mail  coupon  or  call  collect. 


SMITH  KLINE  DIAGNOSTICS  I 

Dept.  E 42  I 

1500  Spring  Garden  St.,  Philadelphia,  Pa.  19101  I 

Please  send  me:  I 

dozen  'Cliniculf  tests  for i 

N.  gonorrhoeae,  $28.20  per  dozen;  all  others  $23.40  per  dozen.  i 

'Cliniculf  incubator,  $25  each;  8 test  capacity;  fully  guaranteed  i 

More  information  on 'Cliniculf  i 


Name 


Address 


City 


State 


Zip 


Decubitus  Ulcers  Yield  to 


Travase"  Ointment 

brand  of  Sutilains 


After  six  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


djunctive  Therapy— Observe  Its  Effects  in  48  hours 

fhen  the  recommended  nursing  technique  is 
tllowed  without  deviation,  this  procedure  can 
erterate  visible  improvement  within  48  hours  of 
^tment.  If  no  dissolution  of  slough  occurs  by  then, 
ifther  application  is  unlikely  to  be  rewarding 
echeck  for  break  in  procedure,  usually  due  to  use 
f cleansing  or  antiseptic  agents  which  impair  the 
ffectiveness  of  the  enzyme  in  TRAVASE). 
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I BUSINESS  REPLY  MAIL  Postage  stamp  Necessary 

{ If  Mailed  in  the  United  States 


First  Class 
Permit  No.  39 
Deerfield,  III. 


linical  observation  and  photos  by  Kathleen  Brough 
Idham,  M.D.,  Marion  County  Home,  Indianapolis.  Ind. 


phase  see  next  page  for  prescribing  information 
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I Flint  Laboratories 

I Division  of  Travenol  Laboratories,  Inc. 

! 200  Wilmot  Road 

! Deerfield,  Illinois  60015 

I 


Travase®  Ointment  brand  of  Sutilains 


APPLICATION  TECHNIQUE:  TRAVASE  Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for  biochemical  debridement.  It 
dissolves  and  facilitates  the  removal  of  necrotic  tissues  and  purulent 
exudates. 


TRAVASE  enzymes  are  selective.  Virtually  inactive  on  viable  tissue. 

When  this  recommended  nursing  technique  is  followed  without  deviation, 
this  procedure  can  generate  visible  improvement  within  48  hours  . . . 


With  a sterile  cotton  swab  or 
finger  cot,  apply  a very  thin 
layer  of  TRAVASE  Ointment. 
The  ointment  spreads  easily 
and  only  a small  amount  is 
needed  (a  small  dab  of 
ointment  will  cover  an  area 
as  big  as  the  back  of  a hand). 

Be  sure,  though,  to  rub  the 
ointment  well  into  every  crack 
or  crevice  of  the  wound  and 
overlap  the  surrounding  skin 
one-fourth  to  one-half  inch 
beyond  the  area  to  be 
debrided — to  be  sure  of 
complete  coverage. 


(Ulcer  being  irrigated) 
Thoroughly  cleanse  and 
irrigate  the  wound  area  using 
only  sterile  water  or  sodium 
chloride  solution.  Be  sure  to 
cleanse  the  wound  of  any 
antiseptics  or  heavy-metal 
antibacterial  agents  which 
may  interfere  with  the 
enzyme  activity. 


Thoroughly  soak  the  wound 
area.  Where  practical,  tubbing 
or  showering  is  suitable.  Or 
wet  soaks  with  gauze  pads 
may  be  used.  Remember  to 
avoid  chemical  cleansing 
agents  which  may  interfere 
with  the  therapy. 


Apply  loose,  wet  dressings, 
thoroughly  soaked  in  sodium 
chloride  solution  or  sterile 
water  to  the  area  to  be 
debrided  only. 


Cover  the  moist  dressings 
with  an  occlusive  wrap 
(Saran  wrap,  Telfa  Pads,  or 
other  plastic  wrappings)  to 
keep  wound  site  moist.  Do  not 
extend  occlusive  wrap  over 
1/2  inch  beyond  area  to 
be  debrided. 


When  changing  dressing, 
gently  wipe  away  the 
dissolved  material.  Repeat  the 
complete  dressing  procedure, 
including  application  of 
TRAVASE  Ointment,  four 
times  daily. 


The  ulcer  shown  in  these  photos  is  simulated  on  a model  in  order  to  demonstrate 
the  correct  TRAVASE  application  technique. 


To:  FLINT  LABORATORIES 

Division  of  Travenol  Laboratories, 
200  Wilmot  Road 
Deerfield,  Illinois  60015 


Name . 
Title 


Inc. 


Institution . 
Street 


City state Zip j 

Please  send:  [ 

Additional  Information  on  TRAVASE®  Ointment  (brand  of  Sutilains)  ! 

In-service  training  program  j 


DESCRIPTION:  TRAVASE®  (brand  of  sutilains)  Ointment  is  a sterile 
preparation  of  proteolytic  enzymes,  elaborated  by  Bacillus  subtilis,  in  i 
hydrophobic  ointment  base  consisting  of  95%  white  petrolatum  and  5^ 
polyethylene.  One  gram  of  ointment  contains  approximately  82,000  cas 
units*  of  proteolytic  activity. 

ACTION:  TRAVASE  Ointment  selectively  digests  necrotic  soft  tissues  b 
proteolytic  action.  It  dissolves  and  facilitates  the  removal  of  necrotic 
tissues  and  purulent  exudates  that  otherwise  impair  formation  of 
granulation  tissue  and  delay  wound  healing  (4). 

At  body  temperatures  these  proteolytic  enzymes  have  optimal  activity  I 
the  pH  range  from  6.0  to  6.8. 

INDICATIONS:  For  wound  debridement  (1,2) — ^TRAVASE  Ointment  is 
indicated  as  an  adjunct  to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following  lesions: 

Second  and  third  degree  bums. 

Decubitus  ulcers, 

Incisional,  traumatic,  and  pyogenic  wounds, 

Ulcers  secondary  to  peripheraT  vascular  disease. 


CONTRAINDICATIONS:  Application  of  TRAVASE  (brand  of  sutilains) 
Ointment  is  contraindicated  in  the  following  conditions: 

Wounds  communicating  with  major  body  cavities. 

Wounds  containing  exposed  major  nerves  or  nervous  tissue. 
Fungating  neoplastic  ulcers. 

Wounds  in  women  of  child-bearing  potential— because  of  lack  of 
laboratory  evidence  of  effects  of  TRAVASE  upon  the  developing  fe 

Do  not  permit  TRAVASE  Ointment  to  come  into  contact  wit 
the  eyes.  In  treatment  of  burns  or  lesions  about  the  head  or  neck,  shoi 
the  ointment  inadvertently  come  into  contact  with  the  eyes,  the  eyes  si 
be  immediately  rinsed  with  copious  amounts  of  water,  preferably  steril 

PRECAUTIONS:  A moist  environment  is  essentiai  to  optimal  activity  of 
enzyme.  Enzyme  activity  may  also  be  impaired  by  certain  agents.  In  vi 
several  detergents  and  antiseptics  (benzalkonium  chloride, 
hexachlorophene,  iodine,  and  nitrofurazone)  may  render  the  substrate 
indifferent  to  the  action  of  the  enzyme  (3).  Compounds  such  as  thimen 
containing  metallic  ions  interfere  directly  with  enzyme  activity  to  a 
slight  degree,  whereas  neomycin,  sulfamylon-streptomycin,  and  penicil 
do  not  affect  enzyme  activity.  In  cases  where  adjunctive  topical  therap 
has  been  used  and  no  dissolution  of  slough  occurs  after  treatment  will 
TRAVASE  Ointment  for  24  to  48  hours,  further  application,  because  of 
interference  by  the  adjunctive  agents,  is  unlikely  to  be  rewarding. 

In  cases  where  there  is  existent  or  threatening  invasive  infection, 
appropriate  systemic  antibiotic  therapy  should  be  instituted  concurrent 

Although  there  have  been  no  reports  of  systemic  allergic  reaction  in 
humans,  studies  have  shown  that  there  may  be  an  antibody  response  11 
humans  to  absorbed  enzyme  material. 

ADVERSE  REACTIONS:  Adverse  reactions  consist  of  mild,  transient  pa 
paresthesias,  bleeding  and  transient  dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  analgesics.  Side  effects  severe 
enough  to  warrant  discontinuation  of  therapy  occasionally  have  occun 

If  bleeding  or  dermatitis  occurs  as  a result  of  the  application  of  TRAV 
(brand  of  sutilains)  Ointment,  therapy  should  be  discontinued.  No  sysl 
toxicity  has  been  observed  as  a result  of  the  topical  application  of 
TRAVASE  Ointment. 

Dosage  and  Administration 

STRICT  ADHERENCE  TO  THE  FOLLOWING  IS  REQUIRED  FOR  EFFEC 
RESULTS  OF  TREATMENT 

1.  Thoroughly  Cleanse  and  Irrigate  Wound  Area  with  sodium  chi 
or  water  solutions.  Wound  MUST  be  cleansed  of  antiseptics  o 
heavy-metal  antibacteiials  which  may  denature  enzyme  or  alM 
substrate  characteristics  (e.g.,  Hexachlorophene,  Silver  Nitrat 
Benzalkonium  Chloride,  Nitrofurazone,  etc.). 

2.  Thoroughly  moisten  wound  area  either  through  tubbing,  show* 
or  wet  soaks  (e.g.,  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer  assuring  intimate  co 
with  necrotic  tissue  and  complete  wound  coverage  extending 
Va  to  Vz  inch  beyond  the  area  to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per  day  for  best  results 

How  Supplied 

3P3002  TRAVASE  Ointment  is  supplied  sterile  in  one-half  ounce  tub 
(14.2  g.)  containing  82,000  casein  units  of  sutilains  per  gran 
hydrophobic  ointment  base. 

The  ointment  must  be  stored  under  refrigeration  at  2°  to  10°  C 
(35°  to  50°  F). 
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*A  casein  unit  is  the  amount  of  enzyme  required  to  produce  the  same 
optical  density  at  275  m/i  as  that  of  a solution  of  1.5  meg.  tyrosine/ti 
after  the  enzyme  has  been  incubated  with  35  mg.  of  casein  at  37°  C. 
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When  prescribed— Bennett's  AP  series  makes 
air  IPPB  therapy  simple  and  efficient! 


They’re  easy  to  use.  Simple,  non-interacting 
controls  make  the  AP  ideal  for  patient  use 
at  home.  They’re  also  widely  used  in  doc- 
tors’ offices,  clinics  and  in  hospitals. 

Bennett’s  AP  units  are  therapeutically  ef- 
ficient. The  famous,  flow-sensitive  Bennett 
Valve — the  valve  that  “breathes”  with  the 
patient — gives  proper  control  of  pressure 
patterns.  The  Bennett/Twin  Nebulizer  (in- 
cluded with  all  AP  Models)  provides  opti- 
mum volume  and  particle  size  for  medica- 
tion and  humidification.  Oxygen  enrichment 
may  be  added  with  other  Bennett  accessories. 


Bennett  makes  two  AP  models— the  reliable 
AP-5,  as  shown,  and  its  self-contained  port- 
able teammate,  the  AP-4  (inset).  Both  are 
electrically  operated,  quiet,  compact  and 
quality  built. 

Get  full  information  on  the  Bennett  AP 
Series  from  your  Puritan  representative. 
He’ll  also  tell  you  about  patient  rental  plans. 

Bennett  IPPB  equipment  is  sold  or  rented 
only  on  prescription  by  a physician  or  on 
order  of  a hospital  or  other  recognized  med- 
ical institution. 
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EDITORIALS 


Over  two  months  ago,  the  AM  A,  through 
a letter  by  Dr.  Ernest  B.  Howard,  formally 
requested  from  N.B.C.  equal  time  for  re- 
buttal of  statements  made  in  the  television 
N.B.C.  special  “What  Price  Health”.  To  date 
this  request  for  equal  time  has  been  refused. 

“What  Price  Health”  was  presented  De- 
cember 19,  1972  by 
Edwin  Newman,  a 
senior  journalist  of  the 
N.B.C.  staff.  The 
theme  of  this  nation- 
wide, one  hour,  broadcast  was  that  Ameri- 
cans pay  too  much  for  far  too  little  medical 
care.  The  program  was  billed  as  a “docu- 
mentary”. Webster  defines  documentary  as 
the  “depicting  in  artistic  form  a factual  and 
authoritative  presentation,  as  of  an  event  or 
a social  or  cultural  phenomenon”.  Yet,  every 
physician  of  our  acquaintance  who  saw  this 
“documentary”  was  amazed  at  the  biased 
presentation  and  was  angered  by  the  obvious 
misrepresentations  and  inaccuracies. 

AM  A Update"^'  devoted  its  first  issue  of 
1973  to  setting  the  record  straight.  AMA  Up- 
date is  published  by  the  Communications 
Division  of  the  AMA  as  an  information  ser- 
vice to  its  readers.  Under  the  heading  “What 
Price  Deception”,  in  sixteen  or  more  in- 
stances, statements  made  by  Mr.  Newman 
are  proved  to  be  false  by  statistical  data  pri- 
marily obtained  from  sources  that  are  in  the 
public  domain — i.e.  Bureau  of  Labor  Sta- 
tistics, Social  Security  Administration,  U.S. 
Public  Health  Service,  Department  of  HEW, 
etc. 

For  example,  the  statement  of  N.B.C.  News 
that  the  U.S.  ranks  22nd  in  life  expectancy  for 
men  and  13th  in  infant  mortality  is  refuted  by 
comparison  of  these  criteria  of  level  of  health 
with  those  nations  whose  life  style  is  similar  to 
ours.  Death  rate  and  infant  mortality  is  essen- 
tially the  same  as  that  in  the  six  nations  of  the 
common  market  and  the  nine  nations  of  the  Euro- 
pean Free  Trade  Association. 

Mr.  Newman’s  assertion  that  the  AMA  for 
30  years  has  practiced  “professional  birth  con- 
trol” is  refuted  by  the  fact  that  the  population 
of  physicians  has  been  growing  about  three  times 
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faster  than  the  U.S.  population  as  a whole.  We 
would  not  expect  Mr.  Newman  to  accept  that  we 
know  that  the  AMA  in  our  lifetime  has  never 
had  a policy  limiting  production  of  physicians. 

Mr.  Newman  claimed  that  doctors’  incomes 
have  more  than  tripled,  largely  as  a result  of  this 
policy  of  limiting  production  of  doctors.  However, 
statistics  of  Social  Security  Administration  show 
that  from  1965  to  1970  doctors’  incomes  rose  an 
average  of  7.5  per  cent  a year,  and  this  increase 
was  largely  from  payment  through  Medicare  of 
fees  that  would  not  have  previously  been  paid — 
or  perhaps  even  billed. 

Regrettably  there  is  not  space  for  more 
examples  of  statements  from  this  N.B.C. 
special  which  were  not  accurate  or  true. 
However,  to  quote  Mr.  Peter  Van  Note,  Edi- 
tor of  AMA  Update,  “more  serious,  and  more 
subtle,  was  the  overall  intellectual  dishonesty 
of  the  broadcast”.  Editing  of  the  program 
drowned  out  the  words  of  a patient  when  he 
began  to  express  his  gratitude  that  his  life 
had  been  saved.  N.B.C.  told  their  story  of 
four-year-old  Kristy  Knapp,  who  had  a heart 
condition  for  which  she  needed  an  operation, 
but  operation  was  delayed  because  her  par- 
ents had  insufficient  insurance  and  money. 
Kristy’s  case  was  investigated.  N.B.C.  grossly 
distorted  the  case  report. 

Diagnosis  of  cardiac  abnormality  was  made 
when  Kristy  was  three  months  old.  Tetralogy  of 
Fallot.  The  operation  was  delayed  to  age  four  by 
her  cardiologist  for  medical  reasons,  generally 
accepted  for  this  abnormality.  She  was  seen 
regularly  by  her  cardiologist,  and  she  underwent 
open  heart  surgery  November  8,  1972 — all  at 
Children’s  Hospital,  Cleveland.  Kristy’s  medical 
and  hospital  coverage  was  provided  by  her  father’s 
health  insurance,  there  were  no  financial  prob- 
lems, and  if  there  had  been,  Kristy  was  eligible 
for  the  Ohio  Crippled  Children’s  Program. 

Dr.  Alex  Gerber,  whose  book  was  re- 
peatedly photographed  and  was  repeatedly 
quoted  during  the  show,  wrote  a letter  to  the 
Editor  of  the  American  Medical  News.  “I 
do  not  apologize  for  the  quotes  from  my 
book,  nor  regret  my  remarks  about  medical 
care  quality  in  the  U.S.,  . . . but  I do  apolo- 
gize for  my  appearance  on  the  program.  . . . 
Mirroring  medical  care  through  the  eyes  of 
unhappy  patients  paraded  before  a TV 
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camera  is  irresponsible  and  errant  non- 
sense”. 

This  N.B.C.  special  seems  to  have  been 
proved  to  be  irresponsible  journalism.  For 
thousands  of  physicians  and  medically  knowl- 
edgeable people  N.B.C.  has  destroyed  the 
credibility  of  their  documentary  program — 
and  maybe  more.  The  gross  distortion  and 
flagrant  inaccuracy  of  “What  Price  Health” 
makes  NBC  suspect  of  motivations  other 
than  to  present  the  truth  about  the  problem 
of  health  care  in  America. 

The  television  leadership  have  been  vocal 
and  vehement  in  presenting  their  right  of 
editorial  privilege  without  government  su- 
pervision. They  have  repeatedly,  righteously 
proclaimed  their  objectivity  in  all  television 
reporting.  They  proudly  promote  their  pro- 
visions for  “equal  time”.  This  week,  Senator 
Hughes  was  given  equal  time  to  present  the 


rebuttal  of  the  Democratic  party  to  the  re- 
cent State  of  the  Union  message  of  President 
Nixon  focused  on  crime  and  drugs. 

It  is  one  thing  to  give  equal  time  to  op- 
posing camps  or  parties.  It  is  another  to  give 
equal  time  to  critics  of  a television  “docu- 
mentary”. And  yet  to  millions  of  people 
what  they  see  on  television  is  the  irrefut- 
able truth.  An  editorial  in  this  journal,  April, 
1970,  points  out  the  consequent  awesome  re- 
sponsibility of  the  TV  journalist.  This  huge 
powerful  conglomerate  cannot  be  allowed 
to  be  autonomous.  It  must  be  responsible 
either  to  the  government  or  to  the  people! 

Mr.  President  of  N.B.C.,  most  of  us  prefer 
responsibility  to  the  people.  Equal  time  is 
our  only  practical  avenue  to  the  huge  audi- 
ence of  television.  Much  damage  has  already 
been  done,  but  we  still  make  the  request. 
How  about  it? 


If  the  AMA  didn’t  speak 

for  the  profession,  who  would? 


Who  would  speak  for  our  profession  on  the 
more  than  2,500  medical  and  health  bills  sub- 
mitted to  Congress  every  session? 

Who  would  state  our  views  on  national  health 
insurance?  HMO's?  Peer  review?  Maternal  and 
Child  Care  programs?  Health  manpower? 
Emergency  medical  services?  Regulations  on 
federal  health  programs? 

Who  would  provide  the  scientific  input  and  the 
practitioner's  experience  and  knowledge  so 
essential  to  legislation  on  drug  abuse,  cancer, 
heart  disease,  communicable  diseases? 

The  fact  is,  there  is  only  one  organization  that 
can  . , . and  does  . . . speak  for  the  profession  as 


a whole— the  AMA. 

It  does  so  to  retain  the  basic  principles  of 
private  practice  in  any  government  health 
program  that  might  be  enacted  and,  equally 
important,  to  promote  legislation  for  more  and 
better  health  care  for  the  public. 

The  AMA's  voice  can  only  be  as  strong  as  all  of 
us,  members  of  the  profession,  choose  to  make 
it.  Together,  we  can  more  effectively  represent 
ourselves  and  our  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N.  Dearborn  St./Chicago,  III.  60610 
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Castration  in  treatment  of  sex  offenders: 

An  appraisal 


Theodore  J.  Gaensbauer,  MD,  Denver* 


The  recent  surgical  castration  of  a sex  of- 
fender in  Denver  has  aroused  considerable 
controversy,  even  though  the  offender,  a 
42-year-old  man  convicted  of  child  molesting, 
consented  to  the  operation.  The  attention  of 
the  court  had  been  drawn  to  Campbell’s  rec- 
ommendation of  emasculation  as  a treat- 
ment modality  for  violent  sex  offenders.^  The 
purpose  of  this  article  is  to  evaluate  the 
available  scientific  evidence  on  the  therapeu- 
tic efficacy  of  castration  on  sex  offenders.  No 
attempt  will  be  made  to  review  the  impor- 
tant legal,  moral,  and  ethical  considerations. 

In  reviewing  the  literature,  five  questions 
were  formulated  which  seemed  to  require 
answers  before  any  conclusions  could  be 
drawn  about  the  usefulness  of  this  procedure. 
In  this  paper  the  questions  will  serve  as  an 
outline,  with  each  question  followed  by  a 
discussion  based  on  the  literature  review. 

Does  the  etiology  of  sex  deviation  provide 

theoretical  justification  for  castration? 

The  determinants  of  both  normal  and  de- 
viant sexuality  are  complex.  Current  re- 
search implicates  multiple  interacting  de- 
terminants in  the  process  of  development,  in- 
cluding genetic  factors,  prenatal  influences, 
neuro-anatomical  and  neuro-endocrine  inter- 
relationships, early  childhood  experiences, 
familial  role  expectations,  and  cultural  at- 
titudes. Also  important  for  understanding  the 
motives  for  any  given  sexual  act  are  the  im- 
mediate factors  at  play  in  the  situation  in 
which  the  sexual  behavior  occurs,  such  as 
the  mood  of  the  individual,  the  nature  and 
availability  of  sexual  objects,  and  so  on. 

*Dr.  Gaensbauer  is  resident  in  Psychiatry,  University  of 
Colorado  Medical  Center,  Denver. 


Despite  such  multiple  factors,  Gadpaille 
in  an  excellent  review,  recently  concluded 
that  psychosocial  factors  expressed  through 
early  child  rearing  comprised  “the  major  in- 
fluence determining  sexual  adaptation  and 
maladaptation.”^  Research  on  sex  offenders 
confirms  the  predominant  role  of  psychologic 
factors.  Guttmacher,^  Gebhard,^  and  others 
have  shown  that  repeating  sex  offenders 
have  a marked  tendency  to  recommit  the 
same  offense,  suggesting  that  their  deviant 
behavior  is  a product  of  a fixed  neurotic  or 
characterologic  pattern,  rather  than  a bio- 
logically driven,  indiscriminant,  uncontrol- 
lable sex  drive.  Research  which  has  at- 
tempted to  distinguish  deviants  from  normals 
purely  on  the  basis  of  physical  factors,  such 
as  genetic,  anatomical,  or  hormonal  abnor- 
malities, has  not  to  date  been  fruitful.®  Cur- 
rent thinking  about  individuals  with  biologic 
disturbances  in  their  sexual  makeup  is  that 
they  can  be  considered  “populations  at  risk” 
with  a somewhat  greater  likelihood  of  de- 
veloping aberrant  sexual  behavior  patterns 
than  the  normal  population,  in  the  presence 
of  potentially  disturbing  environmental  in- 
fluences.® 

Research  has  also  called  into  question 
many  of  the  myths  regarding  sexual  offend- 
ers, including  the  idea  that  these  individuals 
have  abnormally  strong  sex  drives.  On  the 
contrary,  these  individuals  frequently  have 
grave  doubts  about  their  sexual  adequacy, 
and  in  practice  may  have  lower  frequencies 
of  sexual  behavior  than  the  population  in 
general.'*'^''®  Additionally,  sex  offenders  have 
been  shown  to  be  by  no  means  a homogen- 
eous group.  Though  thrown  together  by  a 
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legal  or  psychiatric  definition,  this  in  no  way 
implies  a common  etiologic  factor.  Almost  all 
workers  in  the  field  have  emphasized  the 
highly  idiosyncratic  backgrounds  and  moti- 
vations of  sex  offenders,  and  the  need  to  in- 
dividualize therapeutic  approaches.®'^ 

The  rationale  for  castration  is  that  it  will 
reduce  an  individual’s  sex  drive  so  that  he 
can  achieve  the  degree  of  control  over  his 
sexual  impulses  demanded  by  society.  How- 
ever, the  fact  that  sexual  deviancy  is  not 
simply  a matter  of  a strong  sex  drive  over- 
whelming an  individual’s  impulse  control, 
but  the  product  of  complex  biologic,  psy- 
chologic, and  situational  factors,  should 
caution  against  undue  optimism  about  a pro- 
cedure which  affects  primarily  the  hormonal 
contribution  to  sexual  behavior.  It  is  not 
clear  what  effect  castration  will  have  on  the 
major  etiologic  factors  in  sex  deviation, 
namely  the  individual’s  personality  organi- 
zation resulting  primarily  from  early  psycho- 
social experiences.  Also,  given  the  variability 
in  individual  sex  offenders,  the  response  in 
any  given  individual  may  be  very  difficult 
to  predict. 

What  is  the  effect  of  castration 
on  sexual  behavior? 

As  has  been  noted  by  many  authors  who 
have  reviewed  the  literature  on  the  effects 
of  castration,  the  reports  in  general  have 
been  confusing  and  imprecise.  In  a summary 
of  this  material.  Money®  states; 

“.  . . The  obvious  and  most  significant  gen- 
eralization to  be  drawn  from  the  literature 
on  castration  is  that  the  effect  of  the  con- 
dition on  sexual  desire  and  erotic  function- 
ing in  men  is  extremely  variable.  In  some 
instances,  loss  of  both  potency  and  desire 
follow  castration.  The  loss  may  be  rapid  or 
insidious  over  a period  of  months.  In  some 
cases  the  castrate  loses  potency  and  the 
capacity  for  genital  gratification,  but  con- 
tinues to  experience  sexual  desire.  In  a few 
instances,  both  potency  and  desire  remain 
and  the  castrate  continues  to  copulate  suc- 
cessfully for  months  or  even  years,  though 
with  lessened  frequency.” 

Indeed,  there  are  case  reports  in  the  litera- 
ture of  persons  whose  desire  and  potency 
were  unaffected  and  even  increased  follow- 
ing castration.^°'”'^“ 

Money  does  not  attempt  to  give  estimates 
of  the  per  cent  of  individuals  who  would  fall 
in  these  various  categories,  since  from  the 


published  data  such  estimates  cannot  be 
made.  Existing  studies  consist  of  either  a few 
cases  reported  in  detail  or  a large  number 
of  cases  with  a notable  lack  of  detail.  In  none 
of  the  studies  have  there  been  adequate  psy- 
chological investigations.  The  studies  which 
have  included  a large  enough  sample  to  per- 
mit generalizations  have  generally  been 
retrospective  and  dependent  on  either  incom- 
plete records  or  patients’  subjective  reports, 
both  of  inconsistent  reliability.  Indeed,  much 
of  the  European  literature  on  castration  de- 
scribes individuals  emasculated  for  sexual  of- 
fenses. Many  of  these  men  may  not  have  been 
reliable  informants,  particularly  because  of 
the  strong  incentive  to  attest  to  the  effective- 
ness of  the  operation  to  avoid  legal  retribu- 
tion. (On  this  basis  alone,  Tauber  dismissed 
all  the  studies  reported  from  Germany  and 
Switzerland  prior  to  1940  as  being  unre- 
liable.'®) Additionally,  the  studies  have  gen- 
erally failed  to  take  into  consideration  such 
variables  as  previous  frequencies  of  sexual 
activity,  age  at  time  of  castration,  and  the 
natural  decline  in  sexual  activity  with  in- 
creasing age;  they  have  thus  failed  to  show 
to  what  extent  low  frequencies  of  sexual  ac- 
tivity were  actually  the  results  of  the  opera- 
tion. 

There  are  two  reported  studies  which  may 
give  some  general  idea  of  what  to  expect 
from  the  operation.  In  perhaps  the  most  ex- 
tensive and  reliable  of  the  early  studies  of 
castration,  Lange'®  reported  on  242  men  cas- 
trated as  the  result  of  World  War  I trau- 
matic injuries.  According  to  his  figures,  52 
per  cent  lost  potency  immediately,  22  per 
cent  lost  potency  gradually,  and  26  per  cent 
retained  some  degree  of  potency  at  the  time 
of  observation,  fifteen  years  after  their  in- 
juries. Lange  noted  that  the  sexual  desire 
and  erotic  imagery  of  many  exceeded  their 
potency.  A more  recent,  thorough  study  by 
Bremer  of  castrated  sexual  offenders  re- 
ported roughly  similar  results.'®  Of  157  cases, 
74  (47  per  cent)  were  asexualized  shortly 
after  castration,  23  (15  per  cent)  in  the  course 
of  the  first  year,  54  (34  per  cent)  showed  a 
certain  sex  interest  and  reactivity  for  more 
than  a year,  and  in  13  (8  per  cent)  cases  po- 
tency was  retained  1-16  years  after  castra- 
tion. 
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In  summary,  though  the  literature  in  the 
past  has  tended  to  overestimate  the  inhibit- 
ing  effects  of  castration  on  sexual  behavior, 
it  is  nevertheless  safe  to  assume  that  a ma- 
jority of  individuals  castrated  do  experience 
a diminished  sexuality,  particularly  in  regard 
to  sexual  potency.  At  the  same  time  a signifi- 
cant number,  anyv/here  from  10  to  25  per 
cent,  if  the  studies  cited  are  accurate,  retain 
physiologic  potency  to  varying  degrees  and 
for  varying  periods  beyond  one  year,  and  a 
much  larger  number  retain  some  level  of 
sexual  desire, 

Does  castration  reduce  the  likelihood  of 

committing  a subsequent  sexual  crime, 
a subsequent  non-sexual  crime, 
or  violent  behavior? 

On  the  basis  of  the  studies  to  date  it  can- 
not be  accepted  as  proven  that  castration  will 
effectively  reduce  subsequent  sexual  re- 
cidivism. Though  many  of  the  articles  cite 
impressive  statistics,  there  are  so  many  basic 
flaws  in  the  methodology  of  the  studies  that 
their  conclusions  are  rendered  unjustified. 
Though  there  is  a large  literature,  there  is 
no  methodologically  valid  study.  Methodo- 
logical defects  which  have  characterized  the 
studies  include:  (1)  lack  of  control  groups; 
(2)  lack  of  incidence  studies  for  comparable 
groups;  (3)  inadequate  knowledge  of  the 
sample  populations;  (4)  failure  to  isolate 
other  relevant  variables;  (5)  lack  of  inde- 
pendent or  objective  judges;  (6)  use  of  legal 
figures  which  frequently  are  incomplete  and 
also  are  a poor  reflection  of  the  actual  inci- 
dence of  a behavior;  and  (7)  follow-ups  of 
short  duration,  often  less  than  three  years. 

The  importance  of  control  groups  is  high- 
lighted when  one  considers  that  the  proba- 
bility that  a sex  offender  will  repeat  his  of- 
fense is  extremely  low  (between  seven  to  11 
per  cent  as  reported  in  studies  from  countries 
as  diverse  as  the  United  States,®  Canada, 
England,^®  and  Denmark^®) , while  at  the  op- 
posite extreme  the  likelihood  that  an  indi- 
vidual with  a history  of  both  prior  sex  and 
non-sexual  offenses  will  commit  another  sex- 
ual offense  can  increase  to  as  high  as  55 
per  cent.^°  Overall  recidivism  for  a random 
group  of  sex  offenders  has  been  determined 
to  be  in  the  range  of  13  to  17  per  cent.^°  These 
figures  have  several  implications.  First,  an 


adequate  control  group  or  incidence  study  is 
mandatory,  since  the  expected  rate  of  recid- 
ivism may  vary  so  greatly  between  samples; 
unless  the  expected  rate  of  recidivism  for  a 
similar  control  group  is  known,  there  is  no 
basis  on  which  to  compare  outcomes.  Sec- 
ondly, since  rates  are  so  low  to  begin  with, 
it  is  difficult  to  prove  that  any  particular 
form  of  treatment  has  made  a significant  im- 
pact on  the  incidence  of  recidivism. 

For  example,  Stiirup  summarized  five 
series  from  Denmark,  Germany,  Holland, 
Norway,  and  Switzerland,  with  rates  of  re- 
cidivism ranging  from  1.1  per  cent  to  7 per 
cent.^^  Many  German  reports  show  rates  of 
three  to  five  per  cent.^^  These  studies  usually 
do  not  report  in  detail  the  subject’s  previous 
records.  However,  at  the  time  that  most  of 
these  studies  were  done  (in  the  1930’s  and 
early  1940’s) , castration  was  liberally  ap- 
plied, particularly  in  Germany  where  it  was 
compulsory  for  all  convicted  sex  offenders.®^ 
Thus,  these  studies  included  a large  number 
of  sex  offenders  whose  likelihood  of  recid- 
ivism was  low,  whether  or  not  they  had  been 
castrated.  Since  the  per  cent  in  many  of 
these  studies  are  minimally  different  from 
the  expected  low  figures  for  either  a group 
of  first  offenders  or  for  a random  group,  the 
influence  of  castration  in  lowering  recid- 
ivism cannot  be  considered  proved. 

Perhaps  the  most  reliable  and  thorough 
data  on  castrated  sex  offenders  has  been  col- 
lected by  Stiirup  and  his  colleagues  at  Her- 
stedvester,  the  Danish  institution  for  the 
criminally  insane.  Stiirup  has  reviewed  the 
cases  of  199  sex  criminals  treated  at  Her- 
stedvester  between  1943  and  1948.®®  Of  the 
199,  175  were  released  of  whom  117  were  cas- 
trated and  58  were  not.  From  the  castrated, 
five.  (4.3  per  cent)  repeated.  From  the  non- 
castrated, 25  (43  per  cent)  repeated.  Yet 
these  figures,  too,  must  be  viewed  with  cau- 
tion. It  is  quite  clear  from  Stiirup’s  writings 
that  though  castration  is  “voluntary”,  there 
is  a considerable  amount  of  social  pressure 
from  the  staff,  both  indirect  and  at  times 
direct,  as  well  as  a very  real  legal  pressure, 
in  that  castration  clearly  enables  the  of- 
fender to  obtain  an  early  probation.^®  Those 
who  refuse  castration  have,  for  all  practical 
purposes,  opted  for  a long  incarceration,  and 
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have  expressed  a defiance  towards  institu- 
tional expectations.  Thus,  one  might  postu- 
late a vast  difference  in  prognosis  between 
a group  self-selected  on  a basis  of  willingness 
to  cooperate  with  the  authorities  and  de- 
sirous of  a rapid  return  to  society,  as  opposed 
to  a group  acting  in  defiance  of  institutional 
expectations,  and  opting  for  long  institu- 
tionalization, independent  of  the  effects  of 
castration  per  se.  The  need  for  a controlled 
study  is  again  emphasized. 

As  for  non-sexual  criminality,  there  is  no 
evidence  that  castration  has  any  effect  one 
way  or  the  other,  a conclusion  shared  by 
Bremer^®  and  Langeliiddeke.-'  There  is  also  a 
lack  of  evidence  about  the  effects  of  castra- 
tion on  violent  behavior,  either  in  sexual  or 
non-sexual  contexts.  In  recent  years  links 
between  testosterone  and  aggressive  behavior 
have  been  investigated  in  lower  animals, 
with  some  evidence  suggesting  that  certain 
animals  exhibit  less  fighting  behavior  after 
castration. This  work  is  in  the  earliest 
stages,  and  is  very  far  from  shedding  light 
on  the  relationship  between  androgens  and 
aggression  in  man.  The  belief  that  castration 
may  have  an  effect  of  general  pacification 
has  led  to  its  use  in  patients  displaying  ag- 
gressive, disruptive  behavior.  In  noting  the 
complete  absence  of  any  therapeutic  effect 
in  such  patients,  Bremer  stated  “No  general 
effect  of  pacification  has  been  encountered 
at  all,  no  sedative  influence  on  exaggerated 
affections,  no  harmonization  of  emotional 
life,  no  ‘resocializing’  influence  on  asocial 
or  antisocial  behavior  beyond  the  sexual 
sphere.”^® 

Are  there  harmful  physical  or  psychological 
side  effects  from  castration? 

On  the  physical  side  the  results  in  gen- 
eral seem  relatively  mild,  and  include  de- 
creased protein  anabolism,  decreased  muscle 
tone,  altered  fat  distribution,  decreased 
growth  of  body  hair,  hot  flashes  and  sweat- 
ing, and  decreased  calcium  bone  deposi- 
tion.Nevertheless,  Bremer  concluded 
that  in  his  series  of  215  castrates,  “there  is 
the  possibility  that  castration  [was]  responsi- 
ble for  an  ostensible  reduction  in  somatic 
health  or  for  death  in  at  least  13  per  cent  of 
the  cases. ”^®  This  group  included  a two  per 


cent  operative  mortality,  plus  individuals 
who  manifested  a decline  in  strength  and/or 
general  health  following  the  operation,  and 
individuals  with  endocrine  disturbances 
which  either  had  their  onset  or  became  worse 
following  the  operation. 

Of  the  psychologic  and  social  impact  of 
castration,  we  know  relatively  little.  In  few 
studies  have  detailed  psychiatric  histories 
been  done,  and  usually  only  superficial  ad- 
justment measures  have  been  applied.  Yet  it 
is  clear  that  a depression  of  varying  duration 
and  severity  is  a common  initial  sequel  to 
the  operation. ^®*^®  In  addition,  many  authors 
have  described  permanent  feelings  of  sexual 
inadequacy,  inferiority,  and  frustration  over 
the  disparity  between  sexual  desire  and  po- 
tency.Severe  depressions  with  suicidal 
ideation  can  occur;  for  example,  of  284  cas- 
trated individuals  treated  at  Herstedvester 
between  1935  and  1967  there  have  been  five 
suicides,  or  roughly  two  per  cent.^®  Stump 
states  that  the  suicide  rate  for  sex  offenders, 
in  general  is  high  although  he  does  not  give  a 
figure  for  non-castrates  from  the  institution. 
Another  serious  complication  of  the  opera- 
tion is  psychosis.  Although  the  incidence  of 
this  is  not  known,  that  it  is  not  rare  is  con- 
firmed by  the  case  reports  cited  below.  From 
the  cases  reported  in  the  literature,  it  is  evi- 
dent that  a broad  range  of  emotional  sequal- 
lae  are  possible,  frequently  involving  the 
emergence  or  exacerbation  of  already  exist- 
ent unhealthy  personality  traits.  Some  of  the 
reactions  cited  by  Bremer  include  paranoid 
thinking  with  ideas  of  reference,  chronic  em- 
bitterment  with  increased  hostility,  anxiety 
reactions,  alcoholism,  and  multiple  psychoso- 
matic complaints. 

Further,  castration  obviously  permanently 
impairs  a person’s  ability  to  successfully 
achieve  a normal  sexual  relationship  in  mar- 
riage and  to  have  children.  Of  the  12  indi- 
viduals in  Bremer’s  series  who  married  fol- 
lowing castration,  “five  have  since  been  di- 
vorced or  separated,  and  most  of  the  other 
marriages  have  a doubtful  prognosis.”^®  In 
the  social  sphere,  castration  does  not  seem  to 
interfere  with  a person’s  ability  to  work  or 
participate  in  social  functions  except  where 
an  impairment  in  his  emotional  health  might 
interfere  with  his  social  role.^^ 
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In  order  to  completely  evaluate  the  ef- 
fects of  castration,  thorough  case  studies  on 
large  numbers  of  subjects  would  be  required. 
Besides  Bremer’s  report,  the  most  detailed 
records  are  Stiirup’s  report  of  39  rapists 
treated  at  Herstedvester  between  1935-1948. 
Because  such  case  reports  are  so  rare,  it 
seemed  worthwhile  to  summarize  them  in 
some  detail.  The  results  certainly  justify 
concern  about  detrimental  repercussions 
from  the  operation. 

Of  39  cases,  18  were  castrated  and  21  were 
not  castrated.  Among  the  castrated  group, 
there  was  one  subsequent  sexual  recidivism, 
while  in  the  non-castrated  group  there  were 
two  recidivisms.  However,  of  the  18  castrated 
individuals,  17  of  whom  would  be  considered 
successes  on  the  basis  of  no  subsequent  arrests, 
at  least  15  of  them  had  serious  emotional 
and/or  legal  problems  subsequently.  These 
problem  cases  included  three  individuals  who 
subsequently  were  convicted  repeatedly  for 
theft.  At  least  four  individuals  had  difficulties 
in  their  family  life:  one  individual  required 
hospitalization  after  finding  out  that  because 
of  his  impotency  his  wife  had  had  a child 
by  another  man;  another  formerly  incestuous 
individual  had  to  be  hospitalized  on  more  than 
one  occasion  for  spying  on  his  daughters  and 
assaulting  their  boyfriends;  a third  made  sev- 
eral unsuccessful  marital  attempts  before 
succeeding;  and  a fourth  had  a “peculiar 
family  life”  and  a son  who  was  later  arrested 
for  an  indecency  to  a 10-year~old  girl.  There 
were  two  suicide  attempts:  one  individual  at- 
tempted suicide  immediately  following  the 
operation,  while  the  recidivist  committed  sui- 
cide in  jail.  At  least  three  individuals  (two 
with  previous  histories  of  psychosis)  became 
grossly  and  permanently  psychotic  immedi- 
ately following  the  procedure;  another  indi- 
vidual was  arrested  for  arson  seven  years 
later,  and  became  grossly  psychotic  and  phys- 
ically aggressive  in  jail  “with  erotic  expres- 
sions predominating”;  another  was  “un- 
balanced briefly”  following  the  operation; 
another  chronic  schizophrenic  believed  he  had 
ear  problems  caused  by  “sex  pressures”  which 
could  not  be  released  because  of  his  castra- 
tion. 

Of  the  21  who  were  not  castrated,  besides 
the  two  sex  recidivisms,  there  were  two 
non-sexual  recidivisms,  three  chronic  schizo- 
phrenics and  one  individual  who  became  psy- 
chotic in  jail  but  who  was  later  released,  two 
for  whom  there  was  insufficient  data,  and 
ten  who  after  varying  lengths  of  imprison- 
ment made  adjustments  at  least  comparable 
to  the  non-recidivists  in  the  castrated  group. 


In  short,  there  appeared  to  be  little  to 
choose  from  between  the  two  groups.  The 
major  impression  from  the  reports  was  that 
these  39  rapists  comprised  a group  of  severely 
emotionally  disturbed  individuals,  who 
would  have  had  grave  difficulties  in  adjust- 
ment whether  castrated  or  not.  Far  from  be- 
ing a panacea,  for  many  of  these  emotionally 
handicapped  individuals,  castration  had  a dis- 
ruptive effect  on  their  emotional  stability, 
adding  a further  stress  to  their  already  mar- 
ginal coping  abilities.  The  experience  of  un- 
desirable emotional  complications  of  the  sort 
reported  is  probably  to  be  expected.  For  ex- 
ample, in  his  1950  review,  Tappan  reported 
that  castration  had  been  discontinued  in  The 
Netherlands  because  of  the  “excessive  per- 
sonality changes.”^® 

Are  there  other  less  irreversible  means  of 
accomplishing  the  intended  desirable  effects 
of  castration? 

There  are  a number  of  drugs  available 
which  produce  a functional  yet  reversible 
castration  equivalent  to  that  accomplished 
by  surgical  castration,  with  no  obvious  de- 
leterious side  effects.  Estrogens  have  been 
used  since  the  1940’s  and  have  been  reported 
to  be  quite  effective  in  reducing  sexual  libido 
and  potency.^®'^®'®^  More  recently,  progestinic 
agents  have  been  used  for  the  same  effect. 
Both  of  these  agents  appear  to  work  by  in- 
hibiting the  hypothalamic-pituitary  release 
of  gonadotrophin-releasing  hormone,  with 
consequent  marked  lowering  of  plasma  test- 
osterone levels.  The  effectiveness  of  this 
functional  castration  is  attested  to  in  another 
context:  in  the  treatment  of  androgen-re- 
sponsive cancer,  such  as  cancer  of  the  pros- 
tate, castration  and  estrogen  administration 
are  of  equal  effectiveness  in  reducing  the 
tumor’s  growth  rate.®^  The  major  objection 
to  the  use  of  estrogen  has  been  the  associated 
gynecomastia.  Recently,  Money  has  reported 
on  the  use  of  a long-acting  progestinic  agent, 
medroxyprogesterone  acetate*  which  he  be- 
lieves is  consistently  effective  in  reducing 
sexual  arousal  and  potency.®®  He  believes  it 
has  a central  nervous  system  effect  as  well, 
producing  a general  tranquilization,  and  has 
the  added  advantage  that  the  dose  can  be  ad- 
justed in  a way  that  provides  the  therapist 
with  some  flexible  control  over  the  intensity 

*Depo-Provera,  Upjohn. 
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of  the  patient’s  sexual  drives.  Another  anti- 
androgenic  steroid  recently  discovered  is 
cyproterone  acetate,  which  both  lowers 
plasma  testosterone  levels  and  serves  as  a 
blocking  agent  at  androgen  target-organ  re- 
ceptor sites.  A small  number  of  clinical 
studies  of  this  agent  have  been  reported  from 
Europe,  notably  Germany. This  drug  has 
not  yet  been  released  by  the  Food  and  Drug 
Administration  (FDA)  for  use  in  this  coun- 
try. Although  all  these  agents  appear  to  hold 
promise,  their  use  is  subject  to  many  of  the 
same  criticisms  applied  to  surgical  castration. 
The  literature  to  date  consists  of  individual 
investigators  reporting  in  anecdotal  fashion, 
their  personal  experiences  with  a small  num- 
ber of  patients;  no  systematic  or  controlled 
studies  have  been  done,  and  the  role  of  these 
agents  remains  to  be  clarified. 

Summary 

The  available  literature  does  not  support 
the  hypothesis  that  castration  has  a thera- 
peutically valuable  effect  on  sexual  deviancy. 


The  fact  that  in  terms  of  etiology,  castration 
is  a simplistic  and  non-specific  approach  to 
sexual  deviancy,  the  fact  that  castration  does 
not  consistently  eliminate  sexual  arousal  or 
potency,  the  lack  of  methodologically  valid 
studies  showing  that  castration  is  effective 
in  reducing  sexual  recidivism,  the  fact  that 
castration  is  irreversible  and  can  have  many 
serious,  disabling  side  effects,  particularly  in 
the  psychologic  sphere,  all  preclude  the  con- 
clusion that  castration  is  a proved  mode  of 
treatment.  Additionally,  the  fact  that  there 
are  a number  of  drugs  available  which  will 
accomplish  the  same  effects  as  surgical  cas- 
tration but  with  fewer  serious  complications 
seems  to  be  further  cause  for  hesitation  be- 
fore proceeding  to  use  this  extreme  measure. 

On  the  basis  of  this  review  of  the  existing 
literature,  my  own  conclusion  is  that  the 
therapeutic  potential  is  so  limited  that,  in 
light  of  the  legal  and  ethical  issues  which  it 
also  raises,  castration  offers  little  promise  in 
the  treatment  of  sex  offenders.  • 
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Sterilization  of  the  female* 


Horace  E.  Thompson,  MD,  Albert  D.  Haverkamp,  MD, 
and  Vera  E.  Drose,  BA,  Denver** 


Human  sterility  has  long  been  acknowl- 
edged a naturally  occurring  event.  Nature, 
recognizing  the  undesirability  of  reproduc- 
tion in  advancing  years,  renders  the  female 
sterile  after  the  menopause.  Such  conditions 
as  endometriosis,  pelvic  inflammatory  dis- 
ease, pelvic  tumors,  congenital  abnormalities 
and  endocrine  disorders  may  also  produce 
sterility.  Approximately  10  per  cent  of  mar- 
riages are  infertile. 

Only  during  the  past  century,  with  the 
development  of  modem  surgical  technics,  has 
surgical  sterilization  become  a factor  in  limit- 
ing reproduction,  either  by  necessity  or  by 
choice.  Albeit  this  short  history  and  the  fact 
that  various  forms  of  contraception  have 
been  known  and  practiced  for  centuries, 
sterilization  and  abortion  now  account  for 
the  aversion  of  more  births  in  less  developed 
countries  than  all  other  contraceptive  means 
combined.  Of  the  780  million  fecund  women 
in  the  world,  approximately  20  million  (three 
per  cent)  are  protected  by  sterilization  either 
of  the  woman  or  her  sexual  partner.^® 

As  the  world  population  problem  becomes 
more  acute,  the  role  of  medical  and  surgical 
methods  of  both  male  and  female  steriliza- 
tion becomes  a major  factor  in  birth  avoid- 
ance after  a desired  family  size  has  been 
attained.  Contraceptives  and  abortion  are  the 
main  methods  to  consider  in  family  planning 
and  child  spacing,  but  sterilization  must 
play  the  major  role  in  fertility  termination. 

World  data  on  sterilization  is  sketchy  and 
hard  to  obtain.  In  most  countries  it  is  an  ac- 
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ceptable  means  of  birth  limitation,  and  in 
some,  such  as  Puerto  Rico  and  India,  it  is 
encouraged.  In  some  Latin  American  coun- 
tries, it  is  not  legal  but  is  still  practiced  to 
a limited  degree.  Reasonably  accurate  data  is 
available  from  India  where  about  1.7  million 
of  the  8.5  million  total  sterilizations  are  fe- 
male operations.  In  the  United  States,  data 
from  a 1965  survey  reveals  that  approxi- 
mately four  million  women  have  been  ren- 
dered sterile  by  surgical  means,  approxi- 
mately one-half  solely  for  fertility  control.^'’ 
Approximately  one-half  of  the  total  sterili- 
zation operations  now  done  in  the  United 
States  are  on  the  female.  Approximately  13 
per  cent  of  the  white  married  couples  be- 
tween the  ages  of  20  to  39  have  had  sterili- 
zation operations.® 

The  legal  considerations  of  surgical  steril- 
ization arise  from  common  law.  Few  states 
and  countries  have  specific  legislation  deal- 
ing with  this  subject.  On  the  other  hand, 
rarely  has  it  been  challenged  in  court.  Con- 
necticut and  Utah  have  laws  limiting  the  use 
of  sterilization  to  medical  necessity.  Virginia, 
Georgia,  North  Carolina,  California  and  Colo- 
rado have  positive  laws  permitting  steriliza- 
tion for  convenience  with  some  regulations. 
In  1971  the  Colorado  Legislature  passed  a 
liberal  contraception  and  sterilization  law 
which  allows  a person  age  18  or  older  to  be 
sterilized  at  her  own  request  without  con- 
sent of  parent  or  spouse.  The  new  law  is 
particularly  helpful  in  allowing  the  separated 
but  not  divorced  patient  to  obtain  a sterili- 
zation at  her  own  request. 

Fifty  years  ago  sterilization  was  rarely 
done  except  for  strong  medical  indications. 
Gradually  the  indications  have  been  relaxed 
to  include  grand  multiparity  and  socioeco- 
nomic reasons.  Even  now  there  are  strong 
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pockets  of  conservatism  in  the  medical  com- 
munity. As  late  as  1965  the  American  College 
of  Obstetricians  and  Gynecologists  officially 
suggested  standards  of  three,  four,  and  five 
living  children  for  those  over  35,  30  and  25 
years  of  age  respectively. 

From  a practical  standpoint,  sterilization 
as  a population  control  procedure  has  many 
limitations  as  well  as  some  advantages.  The 
initial  cost  of  the  procedure  is  moderately 
high  as  it  necessitates  use  of  hospital  facili- 
ties, close  postoperative  care  and  the  skills  of 
a trained  surgeon.  The  patient’s  activities  are 
limited  for  a few  days  which  may  tempo- 
rarily interfere  with  social  and  economic  pro- 
ductivity. Once  accomplished,  no  further 
costs  are  involved  and  few  late  complications 
develop.  Initial  motivations  must  be  high, 
but  no  continued  motivation  is  needed.  Post- 
partum tubal  ligations  are  particularly  ap- 
plicable as  motivation  is  usually  high  at  that 
time,  the  procedure  rarely  extends  the  period 
of  physical  inactivity,  and  postoperative  ob- 
servation coincides  with  postpartum  care. 

Following  female  sterilization,  the  preg- 
nancy rate  drops  to  .04  to  .08  per  100  women 
years.®  This  is  by  far  the  most  effective 
method  available.  Other  methods  such  as  the 
“pill”  require  continuous  usage.  Therefore, 
their  effectiveness  is  much  reduced.  Although 
sterilization  is  an  effective  means  of  limiting 
births,  its  lateness  of  use  both  in  terms  of 
age  and  parity  limit  its  ultimate  use  as  a 
means  of  population  control. 

The  mortality  rate  for  tubal  sterilization 
is  approximately  25  per  100,000  operations® 
which  is  very  close  to  the  risk  of  death  from 
pregnancy  and  childbirth.  This  is  greater 
than  the  risk  of  death  for  legal  abortion  and 
for  use  of  the  pill,  approximately  three  per 
100,000.  The  tubal  sterilization  patient  is  sub- 
jected to  risk  only  once  (providing  the  pro- 
cedure is  successful) . The  risk  may  ulti- 
mately be  less  than  for  use  of  the  pill  and 
repeated  abortions.  The  mortality  rate  for 
male  sterilization  very  nearly  approaches 
zero  and  is  considered  the  safest  of  all  meth- 
ods. Morbidity  from  sterilization  is  difficult 
to  assess  and  even  more  difficult  to  compare 
with  morbidity  from  the  use  of  contracep- 
tives, childbirth  and  abortions.  All  are  as- 
sociated with  a variety  of  complications. 


Indications 

The  indications  can  be  divided,  into  four 
categories:  Eugenic,  punitive,  therapeutic 
and  contraceptive.  At  the  turn  of  the  century 
a number  of  states  passed  legislation  allow- 
ing or  requiring  sterilization  for  eugenic  rea- 
sons. This  was  promptly  challenged  in  the 
courts  and  in  most  instances  was  ruled  un- 
constitutional. 

Sterilization  for  punitive  reasons  was  used 
mostly  in  the  past  in  the  form  of  castration 
of  criminals.  This  was  imposed  against  the 
male  criminal  and  was  seldom,  if  ever,  used 
on  the  female.  Legislation  has  been  proposed 
in  recent  years  to  control  birth  of  illegitimate 
children,  mainly  by  sterilization  of  prosti- 
tutes and  women  who  have  had  many  chil- 
dren out  of  wedlock.  This  concept  has  not 
been  well  accepted. 

A differentiation  of  sterilization  between 
therapeutic  and  contraceptive  is  not  easily 
made.  Therapeutic  implies  the  purpose  of 
correcting  a physical  disorder  which  may  or 
may  not  be  related  to  reproduction.  It  is  also 
considered  therapeutic  when  sterilization  is 
done  to  preserve  the  health  of  the  mother 
where  pregnancy  might  result  in  serious 
physical  injury  or  death.  Contraceptive  is  a 
more  inclusive  word  and  covers  all  indica- 
tions for  birth  limitations  both  medical  and 
personal. 

Methods 

The  technics  of  accomplishing  female 
sterilization  are  adequately  described  in  a 
number  of  medical  texts  and  periodicals. 
There  have  been  over  one  hundred  varia- 
tions of  procedures  for  female  sterilization 
described  in  the  literature,  but  only  a few, 
probably  five  or  six,  are  commonly  in  use 
today. 

On  the  surface,  it  would  appear  that  af- 
fecting permanent  closure  of  the  fallopian 
tube  would  be  relatively  simple.  However, 
experience  has  demonstrated  that  the  fallo- 
pian tube  has  a remarkable  capacity  to  re- 
generate and  recannulize.  The  mere  occlusion 
of  the  tube  by  applying  a ligature,  clip,  or 
producing  an  inflammatory  reaction  along 
its  course  does  not  necessarily  result  in  per- 
manent obstruction.  For  this  reason,  a multi- 
tude of  methods  have  been  developed  to  pro- 
duce occlusion  of  the  fallopian  tube.  As  in 
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most  cases  where  many  procedures  are  de- 
scribed, there  is  no  one  procedure  that  is 
perfect. 

The  first  procedures  used  were  cornual 
resection  and  salpingectomy.  These  may  re- 
sult in  some  impairment  of  the  circulation  to 
the  ovary  if  not  carefully  done.  The  preg- 
nancy rate  is  approximately  1:35.  For  these 
reasons  they  are  seldom  the  procedures  of 
choice  today. 

Probably  the  most  commonly  used  pro- 
cedure is  the  Pomeroy  method  or  one  of  its 
modifications.  It  is  relatively  simple  and  very 
effective  with  a failure  rate  of  approximately 
1:300.  It  can  be  done  either  vaginally  or  ab- 
dominally, but  plain  surgical  catgut  should 
be  used  and  a loop  of  the  tube  excised  if 
good  results  are  to  be  obtained.  The  Mad- 
lener  technic  was  popular  in  the  1920’s  and 
is  still  used  by  some  surgeons.  The  preg- 
nancy rate  is  approximately  1:70.  The  Irving 
and  the  Uchida  technics  are  similar.  In  the 
Irving,  one  cut  end  of  the  tube  is  buried  in 
the  uterus  and  the  other  end  in  the  broad 
ligament.  In  the  Uchida,  the  proximal  end 
only  is  buried.  From  both  of  these  technics 
the  pregnancy  incidence  approaches  zero. 

The  fimbriectomy,  a relatively  new  pro- 
cedure described  by  Kroener®  in  1969,  has  a 
reported  failure  rate  of  near  zero.  The  fail- 
ure rate  in  our  hands  for  this  procedure  has 
been  approximately  1:50.  The  procedure  is 
simple  to  accomplish  both  from  the  ab- 
dominal and  the  vaginal  approach  and  the 
likelihood  of  surgical  complications  is  low. 

Bilateral  oophorectomy  accomplishes  ster- 
ilization but  for  obvious  reasons  is  to  be 
avoided  unless  there  are  other  indications 
and  a hysterectomy  is  done  at  the  same  time. 
During  the  past  decade  hysterectomy  has 
been  used  more  frequently  as  a sterilization 
procedure.  Vaginal  hysterectomy  is  the  pro- 
cedure of  choice  when  other  pathology  such 
as  pelvic  relaxation  is  present.  Abdominal 
hysterectomy  may  be  done  at  the  time  of 
cesarean  section,  in  the  postpartum  period,  or 
as  an  interval  procedure  and  is  especially  ap- 
propriate when  intra-abdominal  pathology 
exists.  The  drawbacks  to  hysterectomy  are 
obvious  since  it  is  a major  operation  requir- 
ing extended  hospitalization  and  a long  re- 
covery period. 


Anatomical  Approach 

The  abdominal  approach  to  sterilization 
is  the  most  common  in  the  immediate  post- 
partum period  and  when  other  pathology  in 
the  abdomen  is  to  be  corrected.  Many  interim 
sterilizations  where  other  pathology  does  not 
exist  are  done  vaginally  through  a colpotomy 
incision,  the  fimbriectomy,  the  Pomeroy  and 
Madlener  procedures  can  be  accomplished 
easily  by  this  approach.  More  complex  pro- 
cedures such  as  the  Irving  and  Uchida  are 
better  accomplished  through  an  abdominal 
incision.  The  vaginal  route  is  less  debilitating 
to  the  patient  and  usually  requires  fewer 
days  of  hospitalization. 

For  more  than  a century,  attempts  have 
been  made  to  effect  tubal  occlusion  by  the 
transcervical  approach.  As  early  as  1849, 
Froriep  applied  silver  nitrate  to  the  uterine 
cornua  through  the  uterine  cavity,  and  other 
investigators  have  reported  varying  success 
using  electrocautery.  A single  cauterization 
of  the  uterine  cornua  results  in  approxi- 
mately 50  per  cent  tubal  occlusion,  and  re- 
peat cauterization  results  in  a somewhat 
higher  occlusion  rate.  This  suggests  that  oc- 
clusion of  the  tube  requires  a chronic  or  re- 
peated insult  to  destroy  the  regenerative 
ability  of  the  tubal  epithelium.  The  efforts 
in  our  own  laboratory  to  produce  a useful 
electrocautery  device  for  transcervical  use 
have  been  no  more  successful  than  others. 
We  have  developed  such  a device  with  an  ex- 
panding cautery  surface  and  with  controlled 
power  output,  but  the  uniformity  of  the 
cauterized  area  has  been  poor,  and  it  has  not 
been  used  in  vivo. 

Zipper'"  has  worked  extensively  with  in- 
trauterine chemicals  and  reports  approxi- 
mately 84  per  cent  tubal  occlusion  by  the  in- 
stillation of  a saturated  aqueous  solution  of 
quinacrine  into  the  uterine  cavity  on  two  oc- 
casions four  weeks  apart.  A single  applica- 
tion results  in  approximately  65  per  cent 
occlusion.  Little  work  has  been  done  in  this 
country  using  quinacrine  and  reports  at  this 
time  are  sparse.  Corfman,'  using  methyl  2- 
cyanoacrylate  monomer  (a  tissue  adhesive) 
introduced  by  catheter  surgically  inserted 
into  the  oviduct  of  animals,  showed  evidence 
of  tubal  occlusion  from  one  to  six  weeks 
later.  RicharU  surveyed  the  effectiveness  of 
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various  agents  including  tissue  adhesives  in 
the  tubal  lumen  of  rabbits  and  monkeys  and 
reported  a high  failure  rate.  Rakshit’’  re- 
ported short  term  success  with  an  intra- 
uterine injection  of  silastic  forcing  the  ma- 
terial under  pressure  into  the  oviduct,  but 
again,  the  failure  rate  was  reported  high. 

Since  1968,  in  our  laboratory  we  have  at- 
tempted to  produce  tubal  occlusion  by  inject- 
ing paraformaldehyde  crystals  in  alcohol  sus- 
pension into  the  musculature  in  the  area  of 
the  uterotubal  orifice.  Paraformaldehyde  is  a 
known  tissue  irritant  and  produces  a lesion 
which  heals  slowly.  This  material  injected 
into  the  uterine  cornua  of  monkeys  has  re- 
sulted in  a chronic  lesion  which  has  been 
demonstrated  microscopically  after  sacrific- 
ing the  animal  at  varying  intervals  up  to  six 
weeks.^  This  material  has  been  introduced 
into  the  cornua  of  the  human  uterus  by  using 
a specially  designed  curved  cannula  with  a 
retractable  needle.  The  preliminary  work 
with  this  instrument  has  shown  that  it  is 
highly  accurate  in  locating  the  uterotubal 
junction  and  placing  the  chemical  in  close 
proximity  to  the  tubal  orifice.”  At  this  point, 
only  a limited  number  of  human  subjects 
have  been  subjected  to  this  technic,  and  its 
effectiveness  has  not  been  established. 


Other  investigative  work  is  currently 
under  way  to  introduce  sclerosing  and  oc- 
cluding agents  directly  into  the  tubal  orifice 
by  the  transcervical  approach.  A special  in- 
strument using  a contrast-pressure  technic 
has  been  designed  for  this  purpose.  The 
uterine  cavity  is  isolated  from  the  fallopian 
tube  orifice  by  the  use  of  a balloon  filled  with 
CO.  under  pressure  and  the  agent  to  be  in- 


troduced into  the  fallopian  tube  is  forced 
into  the  tubal  lumen  at  a lesser  pressure 
through  a central  cannula.  This  instrument 
has  been  used  only  in  the  removed  uterus 
with  limited  success.  Some  failures  we  feel 
have  been  due  to  tissue  and  mucous  changes 
in  the  removed  specimen  thus  resulting  in 
temporary  blockage  of  the  fallopian  tube. 

The  use  of  cryodestruction  of  the  endo- 
metrial tissue  as  a means  of  causing  sterility 
has  been  attempted  by  Droegemueller.®  This 
method  appears  promising.  Minimal  research 
has  been  done  in  this  area  and  the  results 
are  inconclusive. 

More  recently,  emphasis  has  been  placed 
on  the  use  of  the  endoscope  both  abdominally 
and  through  the  cul-de-sac.  Using  the  lap- 
aroscope with  a fiberoptic  light  source,  a 
number  of  investigators  have  reported  suc- 
cessful tubal  sterilization  using  electrocau- 
tery and  removal  of  a small  segment  of  the 
tube.  This  can  be  done  either  with  a single 
instrument  or  by  the  double  instrument  ap- 
proach. The  pregnancy  rate  following  this 
procedure  is  approximately  0.5  per  cent.  This 
method  can  be  done  with  a minimal  amount 
of  anesthesia  and  as  an  outpatient  procedure; 
the  complication  rate  is  low,  and  postopera- 
tive discomfort  is  minimal. 

Culdoscopic  tubal  ligation  is  also  becom- 
ing more  popular.  Gutierrez'^  reported  1,305 
cases  with  a low  complication  rate.  The  Pom- 
eroy or  Madlener  technic  is  carried  out  by 
this  method  after  bringing  the  fallopian  tubes 
into  the  vaginal  canal.  Electrocautery  can 
also  be  used  as  well  as  the  hemoclip.  The 
culdoscopic  technic  can  be  done  in  an  outpa- 
tient setting,  and  the  discomfort  and  mor- 
bidity are  minimal. 

Sterilization  at  Denver  General  Hospital 

At  the  Denver  General  Hospital  during 
the  past  ten  years,  there  has  been  a four-fold 
increase  in  the  number  of  female  steriliza- 
tions performed.  This  data  is  summarized  in 
Fig.  1.  This  increase  is  also  reflected  in  the 
ratio  of  sterilization  to  deliveries,  which  has 
increased  almost  three-fold,  as  is  demon- 
strated in  Fig.  2.  This  increase  in  steriliza- 
tion procedures  has  occurred  along  with  the 
development  of  a large  family  planning  pro- 
gram. The  drop  in  the  number  of  steriliza- 
tion procedures  in  1966  (Fig.  1)  reflects  the 
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Fig. 2 


shortage  of  staff  on  the  obstetrical,  gyneco- 
logical and  anesthesia  services.  In  1968,  the 
slight  decline  in  the  number  of  procedures 
reflects  inadequate  anesthesia  coverage  and 
insufficient  operating  room  space  and  time. 
A full-time  anesthesiology  service  was  estab- 
lished early  in  1969.  Since  that  time  there 
has  been  a marked  increase  in  the  number  of 
sterilization  operations.  In  1971,  occupation 
of  the  new  hospital,  with  improved  operating 
room  space  and  facilities,  resulted  in  a 50  per 
cent  increase  in  the  number  of  female  steri- 
lizations. 

Postpartum  tubal  ligation  has  been  a com- 
mon sterilization  procedure.  From  1962  to 
1969  most  of  these  were  done  by  the  Pomeroy 
technic.  From  1969  through  1971  fimbriec- 
tomy  was  the  procedure  of  choice.  In  review- 
ing 247  consecutive  fimbriectomies  done  dur- 
ing this  time,  there  were  five  known  failures 
making  a failure  rate  of  1:50.  Because  this  is 
an  unacceptably  high  failure  rate,  this  pro- 
cedure has  been  discontinued  and  the  Pome- 
roy technic  is  again  being  used. 

Hysterectomy  is  being  used  more  com- 
monly as  a sterilization  procedure.  The  num- 
ber of  hysterectomies  on  women  under  the 
age  of  45  for  the  past  ten  years  is  seen  in 
Fig.  3.  This  increase  reflects  a more  liberal 
attitude  in  regard  to  the  use  of  hysterectomy 
as  a means  of  sterilization,  especially  when 
other  pathology  such  as  pelvic  relaxation 
exists. 

In  1970  we  began  doing  tubal  sterilizations 
through  the  laparoscope  with  electrocautery 
and  removal  of  a section  of  the  fallopian 
tubes.  In  the  beginning  the  patients  were 
hospitalized  for  a period  of  24  to  48  hours 
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following  the  procedure.  During  the  past 
year  this  procedure  has  been  carried  out 
principally  as  an  outpatient  function.  The 
morbidity  has  been  low,  and  there  have  been 
few  complications.  This  procedure  now  ac- 
counts for  the  major  part  of  interim  steriliza- 
tions. Prior  to  that  time,  the  vaginal  approach 
was  most  common. 

Postoperative  morbidity  is  difficult  to 
evaluate  since  many  sterilization  procedures 
are  done  either  in  the  postpartum  period  or 
in  conjunction  with  other  operative  pro- 
cedures. For  tubal  ligation  in  the  postpartum 
period  or  for  interim  ligation  the  mortality 
rate  has  been  zero. 
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Summary 

Female  sterilization  plays  an  ever  in- 
creasing role  in  birth  avoidance  and  family 
planning  each  year  throughout  the  world.  It 
is  one  of  the  most  economical  and  lifetime 
means  of  birth  limitation  known  today.  Al- 
though there  is  a significant  mortality  rate 
from  the  procedure,  it  is  not  as  great  as  the 
use  of  birth  control  pills  or  repeat  abortion. 
In  properly  motivated  patients  it  is  an  in- 


creasingly acceptable  means  of  terminating 
childbearing  when  a desirable  family  size 
has  been  realized.  A multitude  of  operative 
procedures  have  been  developed  for  the  pur- 
pose of  effecting  tubal  occlusion  for  sterili- 
zation of  the  female.  The  most  commonly 
used  procedures  are  discussed  and  evaluated 
and  new  and  experimental  methods  that  ap- 
pear to  be  promising  are  reviewed.  The  sta- 
tistics at  Denver  General  Hospital  are  re- 
viewed and  discussed.  • 
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Maybe  the  patient’s  self-diagno- 
sis is  riglit.  He  could  have  hay 
fever.  But  that  Ijright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  be  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rliini- 
tis,  the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extextabs®.  They’re  formulated 
to  lelieve  these  symjitoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  jjatients  will  appreciate  the 
24-hour  relief  they  ean  get  from 
just  one  taldet  every  12  hours. 
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Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
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Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbanoes,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPI  lED:  Light  blue  Extentabs  in 
bottles  of  1 00  and  500. 

A.  H,  Robins  Company.  Richmond.  Va,  23220 


when  pain  goes  on...  and  on...  and  on 


For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree.  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
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Phenaphen  with  Codeine  No.  2,  3,  or  4 contains-  Phenobarbital  (’/«  gr.).  16  2 mg.  (warning: 
may  be  habit  forming);  Aspirin  (2V2  gr),  162.0  mg.;  Phenacetin  (3  gr),  194.0  mg.;  Codeine 
phosphate,  Va  gr.  (No.  2).  V2  gr.  (No  3)  or  1 gr  (No.  4)  (warning-  may  be  habit  forming) 


Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No.  2 and  No,  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 


see  product  literature. 

Phenaphen  with  Codeine  is  now  classified  in  Schedule  III.  Controlled  Sub- 
UL  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A.  H Robins  Company.  Richmond.  Va, 
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Constrictive  coxsackie  pericarditis 


Rudolphe  Ruffy,  MD,  James  Conrad,  MD,  Richard  Pyle,  MD, 
and  Frank  M.  Mowry,  MD,  Albuquerque,  New  Mexico* 


Report  of  a case  of  constrictive 
pericarditis  developing  in  an  adult  one 
month  after  the  onset  of  a Coxsackie 
B virus  infection. 


Coxsackie  pericarditis  is  usually  a benign, 
self-limited  illness.  This  report  serves  to 
demonstrate  that,  on  occasion,  Coxsackie 
pericarditis  can  result  in  severe  life-threat- 
ening constriction  requiring  urgent  surgical 
intervention. 

CASE  REPORT 

A 41-year-old  male  was  admitted  to  the  hos- 
pital for  evaluation  of  an  acute  illness  character- 
ized by  arthralgias,  generalized  myalgia,  mild 
anterior  chest  pain  increased  by  inspiration,  and 
fever  of  one  week’s  duration.  Physical  examina- 
tion showed  an  acutely  ill  patient  with  a heart 
rate  of  90,  blood  pressure  of  124/78,  and  tempera- 
ture of  100°  F.  The  neck  veins  were  distended 
and  venous  hypertension  was  confirmed  by  a 
central  venous  pressure  of  21  cm.  of  water.  A 
II/VI  short  early  systolic  murmur  was  heard 
along  the  left  sternal  border  and  at  the  apex. 
There  was  no  hepatosplenomegaly  or  peripheral 
edema.  There  was  no  significant  adenopathy,  skin 
rash  or  objective  joint  changes.  X-ray  of  the  chest 
showed  cardiomegaly  without  evidence  of  selec- 
tive chamber  enlargement,  and  bilateral  minimal 
pleural  effusion.  The  electrocardiogram  showed 
diffuse  ST  segment  elevation  except  in  lead  AVR. 
The  PPD  intermediate  strength  (TWEEN-80  sus- 
pended) was  non-reactive  at  48  and  72  hours. 
Sputums  were  initially  negative  for  acid-fast  ba- 
cillus on  smear  and  subsequently  negative  on  cul- 
ture. Cold  agglutinin  titer  was  less  than  1:8  and 
the  ASO  titer  was  1:100  Todd  units.  A specimen 
for  acute  viral  titers  was  drawn  on  admission. 

On  a conservative  program  of  bed  rest,  salt 
restriction  and  intermittent  diuretics,  the  patient 
demonstrated  marked  subjective  and  objective 
improvement  with  diminution  in  heart  size  and 
clearing  of  the  effusions.  The  cardiogram  taken 

*From  the  Department  of  Internal  Medicine,  Section  of 
Cardiology,  Lovelace-Bataan  Medical  Center,  Albuquer- 
que, New  Mexico. 


on  the  day  of  discharge  showed  return  of  the  ST 
segment  to  the  isoelectric  line  except  for  slight 
continued  elevation  in  precordial  leads  V2 
through  V4.  Approximately  10  days  following 
discharge  the  patient  returned,  complaining  of 
pain  in  the  right  upper  quadrant  of  the  abdomen. 
Physical  examination  showed  a blood  pressure  of 
90/70,  heart  rate  of  80  and  regular.  There  was 
striking  paradoxical  character  to  the  peripheral 
pulses.  The  temperature  was  99°  F.  The  neck 
veins  were  distended  and  a Kussmaul’s  Sign  was 
thought  to  be  present  by  some  observers.  A sys- 
tolic murmur  was  again  heard  along  the  left  ster- 
nal border  at  the  apex.  No  rub  or  gallop  was 
noted;  however,  dullness  to  percussion  was  noted 
in  both  lung  bases  posteriorly.  A rounded  and 
tender  liver  edge  was  palpable  7 cm.  below  the 
right  costal  margin.  There  was  a trace  of  ankle 
edema.  Laboratory  examination  showed  a hemo- 
globin of  13.5  gm.%,  white  cell  count  of  15,000 
with  88%  neutrophiles,  9%  lymphocytes,  3% 
monocytes.  The  urinalysis  showed  1+  protein  and 
100  red  blood  cells  per  high-powered  field.  Spot 
urine  specimen  contained  2 mEq.  of  sodium  per 
liter.  The  serum  bilirubin  was  2.9  mg.%,  uric 
acid  5.3  mg.%,  BUN  64  mg.%,  LDH  2000  units, 
the  SCOT  4,000  units,  and  the  alkaline  phospha- 
tase 24  King-Armstrong  Units.  The  ASO  titer  was 
unchanged  from  the  previous  hospitalization.  The 
x-ray  showed  recurrent  pleural  effusions  and 
moderate  cardiomegaly.  The  cardiogram  was  un- 
changed from  the  tracing  taken  prior  to  dis- 
charge. Convalescent  Coxsackie  neutralizing 
antibody  titers  were  drawn  and  showed  a four- 
fold increase  in  the  Coxsackie  B3  titer  when  com- 
pared to  the  acute  specimen  drawn  on  the  prior 
admission. 

A central  venous  catheter  was  inserted  and  the 
initial  venous  pressure  was  15  cm.  of  water.  The 
patient  was  placed  on  a 2 gram  sodium  diet, 
fluids  were  restricted  to  1,000  cc  a day,  digitaliza- 
tion was  undertaken  and  diuretics  were  adminis- 
tered. Nevertheless,  the  patient’s  condition  con- 
tinued to  deteriorate  over  the  next  three  days 
characterized  by  increasing  tachypnea  and  tachy- 
cardia, a rising  central  venous  pressure,  decreased 
systemic  arterial  pressure  as  well  as  pulse  volume 
and  decreasing  urinary  output.  Repeated  attempts 
at  pericardiocentesis  were  unsuccessful.  The  pa- 
tient became  anuric,  semicomatose  and  did  not 
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respond  to  a brief  trial  of  intravenous  Isuprel, 
calcium  and  volume  expanders.  The  central 
venous  pressure  reached  34  cm.  of  ■water,  the 
BUN  108  mg.%. 

The  patient  was  taken  to  the  operating  room 
where,  upon  opening  the  chest,  cardiac  action 
could  barely  be  perceived.  The  parietal  pericar- 
dium was  5 to  7 mm.  thick.  Upon  opening  the 
parietal  pericardium,  an  intermediate  layer  of 
yellow-tan  caseous  material  with  a small  amount 
of  serous  fluid  was  encountered.  After  removing 
most  of  the  parietal  pericardium  and  the  caseous 
material,  cardiac  action  was  still  considerably  re- 
duced. The  visceral  pericardium  was  then  opened 
and  was  found  to  be  approximately  2 mm.  thick. 
Upon  opening  the  visceral  pericardium  over  the 
left  ventricle,  the  ventricle  immediately  herniated 
through  the  small  opening  and  it  was  apparent 
that  considerable  constriction  had  taken  place. 
Microscopic  examination  of  both  the  parietal  and 
visceral  pericardium  showed  a dense  collagenous 
connective  tissue  with  islands  of  granulation  tis- 
sue, hemorrhage  and  fibrinous  exudate.  The 
caseous  material  found  between  the  visceral  and 
parietal  pericardium  had  an  amorphous  pattern 
but  did  show  clusters  of  partly  degenerated  leu- 
kocytes. Cultures  of  the  intrapericardial  material 
for  common  bacteria,  acid  fast  bacilli  and  fixngi 
were  negative.  Viral  cultures  were  not  obtained. 

The  postoperative  course  was  unremarkable 
except  for  a persistent  hyponatremia  thought  to 
be  due  to  inappropriate  antidiuretic  hormone  se- 
cretion. Twenty-six  days  after  operation,  the  pa- 
tient was  discharged  and  has  remained  well  now 
for  two  years. 

Discussion 

Coxsackie  viruses  are  found  the  -world 
over  and  are  common  causes  of  upper  res- 
piratory infection,  gastroenteritis  and  other 
clinical  syndromes.  Until  1957  Coxsackie 
heart  disease  was  regarded  as  a neonatal 
disease  with  epidemics  of  neonatal  myo- 
carditis being  reported  from  various  centers 
throughout  the  world.  It  is  now  recognized 
that  adult  Coxsackie  heart  disease  is  not 
rare.  The  first  report  came  from  Northern 
Ireland  in  1957.^  In  1968  Sainani  and  others 
reviewed  the  literature  and  found  45  patients 
over  the  age  of  12  with  Coxsackie  heart  dis- 
ease.- They  added  22  patients  to  this  list. 
Then  in  1970,  Smith  reported  42  additional 
cases  of  adult  Coxsackie  heart  disease  spo- 
radically admitted  to  the  hospital  over  a 
seven  year  period.® 

Although  Coxsackie  disease  of  the  heart 
most  often  presents  clinically  as  pericarditis, 
an  element  of  myocarditis  is  nearly  always 


present.  Acute  Coxsackie  pericarditis  in  the 
adult  usually  occurs  sporadically  but  epi- 
demics have  been  observed.  The  clinical  pic- 
ture is  a flu-like  syndrome  characterized  by 
fever,  myalgia,  malaise  and  pleurocardial 
chest  pain.  A pericardial  friction  rub  is 
usually  present  sometime  during  the  course 
of  the  illness  although  it  may  be  transient. 
Leukocytosis  is  present  initially  in  over  half 
the  cases  and  the  sedimentation  rate  is  con- 
sistently elevated.  The  electrocardiogram 
may  show  the  findings  of  acute  pericarditis, 
be  normal,  or  present  features  suggesting  an 
acute  ischemic  myocardial  process.^  The  chest 
x-ray  demonstrates  signs  consistent  with 
pericardial  effusion  in  30-70  per  cent  of 
cases.  Pulmonary  infiltrates  and  pleural  ef-  ! 
fusion  are  not  unusual. 

Specific  viral  studies  are  necessary  to 
confirm  the  clinical  impression  of  Coxsackie 
perimyocarditis.  Isolation  of  the  virus  from 
the  pericardial  fluid  is  the  surest  means  of 
identifying  the  causative  agent.  However, 
these  must  be  obtained  early  in  the  illness.  \ 
Virus  isolation  from  the  blood  is  accom- 
plished in  a small  proportion  of  cases  prob- 
ably because  of  the  transient  nature  of  the 
viremic  stage.^  Neutralizing  antibody  titer 
should  be  measured  in  two  paired  samples 
taken  from  14  to  21  days  apart.  Although 
a fourfold  increase  is  considered  by  some  to 
be  necessary  for  firm  identification,  review 
of  the  literature  shows  that  most  authors 
will  accept  antibody  titers  of  1:40  as  suf- 
ficient evidence  for  presence  of  the  organ- 
ism. The  degree  of  titer  elevation  has  no 
good  correlation  with  the  severity  of  the 
disease. 

Although  uneventful  recovery  usually 
follows  acute  Coxsackie  perimyocarditis, 
chronic  complications  may  occur.  Most  fre- 
quently encountered  expressions  of  chronic- 
ity  are  chronic  congestive  heart  failure, 
persistent  rhythm  disturbances,  recurrence 
of  pain  and  pericardial  constriction.  In  addi- 
tion, there  is  increasing  evidence  that  resid- 
ual valvular  damage  can  result  from  viral 
infection.^  It  is  also  speculated  that  some 
cases  of  so-called  idiopathic  cardiomyopathy 
could  be  a sequela  of  Coxsackie  perimyo- 
carditis. 
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Our  patient  developed  a life-threatening 
constrictive  process  within  a month.  Al- 
though constriction  following  Coxsackie 
perimyocarditis  has  been  reported,  the  proc- 
ess has  occurred  over  several  months  or  even 
years  following  the  acute  episode.  This  is, 
to  our  knowledge,  an  exceptional  instance 
insofar  as  life-threatening  constriction  oc- 
curred within  one  month  of  the  onset  of  the 
acute  illness.  The  delay  in  operating  upon 


our  patient,  who  in  retrospect,  so  obviously 
had  a constrictive  process,  was,  in  part,  due 
to  our  belief  that  constriction  was  rare  in 
this  disease  and  that  when  it  happened  it 
was  a relatively  late  complication.  Moreover, 
the  presence  of  a striking  palpable  pulsus 
paradoxus  in  the  absence  of  any  significant 
pericardial  fluid  or  tamponade  is  a finding 
for  which  we  have  no  explanation  and  one 
which  also  led  to  delay  in  surgical  treat- 
ment.® • 
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1-131  Uptake 

Revision  of  normal  values  for  New  Mexico 

J.  E.  McMahon,  MD,  and  J.  D.  Shoop,  MD, 
Albuquerque,  New  Mexico 


Revised  normal  values  for  1-131  thyroid  up- 
take for  other  areas  of  the  country  have 
recently  been  published.^  It  is  known  that 
the  1-131  uptake  is  inversely  related  to  the 
dietary  iodine  intake,  and  a recent  publica- 
tion reveals  that  the  average  daily  iodine  in- 
take in  the  Four  Corners  area  is  one  of  the 
highest  in  the  United  States.^  It  has  not  been 
identified  if  this  finding  is  related  to  in- 
creased iodine  in  bread  products  or  other 
factors. 

In  view  of  the  foregoing,  the  Nuclear 
Medicine  Division  of  the  University  of  New 
Mexico  School  of  Medicine  has  determined 
the  range  of  normal  uptake  values  in  the 
patients  seen  at  the  laboratory  from  1969  to 
1972.  This  review  of  327  persons  has  allowed 


some  conclusions  to  be  drawn  about  the 
numerical  uptake  values  in  thyroid  disease 
states,  and  the  efficacy  of  the  1-131  thyroid 
uptake  in  separating  euthyroid  from  hypo- 
thyroid and  hyperthyroid  patients. 

Method  find  Results 

The  patient  is  questioned  concerning 
pregnancy,  lactation,  and  any  previous  thy- 
roid replacement,  anti-thyroid  drugs,  iodine- 
containing  medications,  or  contrast  media. 
If  no  contraindications  are  identified  the  pa- 
tient then  receives  an  oral  dose  of  15-20 
microcuries  of  1-131  sodium  iodide  with  the 
stomach  empty.  Two,  six,  and  twenty-four 
hours  after  the  administration  of  the  dose 
one-minute  counts  are  made  exactly  24  cm. 
above  the  skin  over  the  gland  using  a flat 
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TABLE  1 


PARAMETERS  FOR  1-131  THYROID  UPTAKE  PATIENT  GROUPS 


Clinical  Status  and 
Number  of  Patients 

Parameter 

2 Hour  Values 
Per  Cent 

6 Hour  Values 

Per  Cent 

24  Hour  Values 
Per  Cent 

Euthyroid  (143) 

MEAN 

6.5 

11 

19 

Standard 

Deviation 

3.5 

3.5 

4.5 

Range 

0-13.5 

4.0-18.0 

10.0-28.0 

Hypothyroid  (103) 

MEAN 

4 

6 

9 

Standard 

Deviation 

1.8 

2.4 

2.8 

Range 

0-7.6 

1.2-10.8 

3.4-14.6 

Hyperthyroid  (43) 

MEAN 

24 

43 

56 

Standard 

Deviation 

12 

15 

14 

Range 

0-48 

13-73 

28-84 

PERCENT  24— HOUR  1-131  UPTAKE 

Fig.  1.  Histogram  of  percentages  of  each  clinical 
group  manifesting  a particular  per  cent  1-131 
uptake. 

field  collimator  and  a Nal  (Th)  crystal. 
Counts  are  made  with  and  without  a lead 
filter  (15  cm.  x 10  cm.  x 1.0  cm.)  placed  over 
the  gland  to  ascertain  the  contribution  to  the 
counts  from  body  background.  Subsequently, 
one  minute  counts  of  a Lucite  neck  phantom 
containing  a standard  dose  are  made  in 
exactly  the  same  manner.  The  per  cent  up- 
take is  determined  by  dividing  the  patient’s 
net  counts  by  the  net  counts  of  the  standard 
(net  counts  = gross  counts  minus  back- 
ground counts) . 

A retrospective  study  of  327  consecutive 
patients  was  made.  One  hundred  forty-three 
patients  were  euthyroid,  forty-three  patients 
were  hyperthyroid,  and  one  hundred  three 


Fig.  2.  Log-linear  plot  of  time-function  1-131  up- 
take for  each  clinical  group. 


were  hypothyroid  by  clinical  and  lab- 
oratory criteria.  Thirty-eight  patients  were 
excluded  because  sufficient  clinical  or  lab- 
oratory data  was  not  available. 

A statistical  analysis  of  the  uptake  re- 
sults was  performed  by  determining  the 
mean  values  and  standard  deviations  for 
each  group.  The  results  are  listed  in  Table  1 
and  portrayed  in  Figs.  1 and  2.  The  range  of 
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24  hour  uptake  values  shown  in  Table  1 rep- 
resents the  mean  plus  or  minus  two  standard 
deviations.  In  the  series  of  euthyroid  pa- 
tients the  mean  was  19.0  per  cent,  the  range 
10  per  cent  to  28  per  cent.  In  the  hyperthy- 
roid patients  the  mean  was  56  per  cent  and 
the  range  was  28-84  per  cent.  In  the  hypo- 
thyroid groups  the  mean  was  nine  per  cent 
and  the  range  3.4  to  14.6  per  cent. 

Discussion 

It  is  clear  from  the  data  that  the  radio- 
active iodine  uptake  is  of  greatest  value  in 
separating  the  hyperthyroid  group  from  the 
euthyroid  and  hypothyroid  groups.  There  is 
a clear  distinction  between  the  hyperthyroid 
group  and  the  euthyroid  group  as  early  as 
six  hours  (Fig.  2) , with  very  little  overlap 
in  the  distribution  of  the  two  groups  (Fig. 
1).  This  is  not  to  imply  that  an  elevated  RAI 
uptake  is  sufficient  for  the  diagnosis  of  hy- 
perthyroidism however,  as  iodine  deficiency 
and  certain  other  disorders  may  also  produce 
an  elevated  uptake. 

The  separation  of  the  hypothyroid  group 
from  the  euthyr-oid  group  is  poor.  Fig.  1 re- 
veals considerable  overlap  between  these 
two  groups,  in  fact  they  appear  to  be  part  of 
a single  group.  From  this  data  we  conclude 


that  the  1-131  uptake  is  not  very  helpful  in 
distinguishing  hypothyroidism  from  the 
euthyroid  state. 

Conclusions 

It  should  be  noted  that  this  study  has  re- 
sulted in  the  restructuring  of  the  normal 
range  for  1-131  thyroid  uptake.  The  results 
are  in  agreement  with  the  latest  published  in- 
formation from  six  separate  areas  of  the 
country.^  In  view  of  known  high  daily  iodine 
intake  in  the  Rocky  Mountain  area,  it  would 
appear  necessary  for  practitioners  of  Nu- 
clear Medicine  in  this  region  to  re-evaluate 
their  normal  values  for  radioactive  iodine 
uptake  at  their  earliest  opportunity.  Finally, 
it  is  evident  that  the  RAI  uptake  is  valuable 
in  the  diagnosis  of  hyperthyroidism,  but  has 
a limited  application  in  the  diagnosis  of  hy- 
pothyroidism. 

Summary 

Since  dietary  intake  of  iodine  in  the  Four 
Corners  area  is  one  of  the  highest  in  the 
country,  the  utilization  of  “normal”  values 
for  1-131  thyroid  uptake  established  in  other 
areas,  at  another  time,  is  probably  invalid. 
As  a consequence  “normal”  values  for  this 
region  have  been  established  by  this  study.  • 
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Prepared  by  Alan  E.  Lindsay,  MD,*  Salt  Lake  City,  Utah 


THE  PATIENT:  A 72-year-old  woman  with 
a one-month  history  of  weakness,  dyspnea,  and 
periodic  dizziness  on  exertion.  She  had  no  chest 
pain  and  was  not  taking  medication.  Examination 
disclosed  a slow  irregular  pulse,  blood  pressure 
of  160/80,  and  no  signs  of  cardiac  decompensation. 
Serial  enzyme  estimations  and  electrocardiograms 
did  not  reveal  evidence  of  acute  myocardial  in- 
farction. 

THE  PROBLEM:  Three  tracings,  obtained  with 
bipolar  chest  leads,  are  presented. 

The  first  tracing  shows  the  basic  rhythm  dis- 
turbance. What  type  of  AV  block  is  depicted?  Do 
other  pacemakers  get  in  on  the  act?  What  is  the 
probable  anatomic  level  of  the  conduction  dis- 
turbance? 

A curious  phenomenon  occurs  in  the  second 
tracing.  Sinus  P-waves  sometimes  fail  to  occur 
on  time  (marked  “X”)  after  the  escape  beats.  In 
addition,  the  QRS  complexes  of  the  escape  beats 
themselves  are  peculiar — they  are  broader  than 
the  conducted  beats  and  seem  to  have  a wide  R’ 
wave.  Or  is  it  an  R’  wave? 

A special  therapeutic  measxire  has  been  applied 
by  the  time  of  the  third  tracing.  Is  there  further 
evidence  of  discrimination? 

THE  ANSWER:  The  underlying  rhythm  dis- 
turbance in  this  elderly  woman  is  SECOND-DE- 
GREE AV  BLOCK  of  the  Wenckebach  type.  Note 
the  group-beating  m the  first  tracing.  A sinus 
mechanism  controls  the  atria  at  a rate  of  about 
60/minute  but  progressive  PR  interval  prolonga- 
tion leads  to  a dropped  beat  (P-wave  not  followed 
by  a QRS) — a typical  Wenckebach  sequence.  AV 
junctional  (AVJ)  escape  beats  terminate  the 
pauses.  These  late  beats  have  a normal  QRS  but 
occur  either  with  no  preceding  P--wave  (3rd  QRS) 
or  with  a P-wave  preceding  at  an  ultrashort  in- 
terval (7th  QRS), 

Although  the  conducted  QRS  complex  has  a 
tiny  R’  wave,  it  measures  only  100  msec,  in  dur- 
ation, suggesting  that  the  block  is  above  the  level 
of  the  His  bundle  bifurcation. 


Inspection  of  the  second  tracing  shows  that  the 
■“R’  ” of  the  escape  beats  and  the  altered  P-wave 
schedule  are  related  to  each  other.  The  “R’  ” is  in 
fact  a retrograde  P-wave  initiated  by  the  same 
impulse  that  produces  the  AVJ  escape  beats.  It 
is  most  unlikely  that  it  is  an  atrial  echo  beat  be- 
cause the  P — retrograde  P interval  varies.  'This 
retrograde  stimulation  of  the  atria  resets  the  SA 
node  and  thus  prevents  the  expected  occurrence 
of  the  next  sinus  P-wave  (at  “X”).  Note  that 
retrograde  P-waves  can  occur  only  after  a long 
P-QRS  interval — in  other  words,  the  atrial  re- 
fractory period  must  be  exceeded  so  that  the  atria 
are  once  again  responsive  to  stimulation.  The 
escape  beat  at  the  end  of  the  strip  (last  QRS) 
is  not  followed  by  a retrograde  P-wave  because 
the  atria  have  shortly  before  been  activated  by  the 
SA  node. 

Electronic  pacing  has  been  applied  at  the  time 
of  the  third  tracing.  The  pacer  artifact  is  a very 
small  upward  spike  just  preceding  the  QRS.  A 
retrograde  P-wave  (arrow)  follows  each  pacer 
QRS  at  an  RP  interval  of  180  msec. 


THE  IMPLICATION:  It  seems  strange  that  AV 
(antegrade)  conduction  is  poor  (second  degree  AV 
block)  while  VA  (retrograde)  conduction  is  rapid 
and  predictable,  after  both  AVJ  impulses  and 
pacemaker  impulses. 

There  must  obviously  be  at  least  two  functional 
conducting  pathways  in  the  AVJ  with  different 
properties  in  regard  to  the  velocity  and  direction 
of  impulse  propagation.  We  are  not  able  yet  to 
demonstrate  anatomically  dissociated  pathways  of 
conduction  in  the  AVJ  but  tracings  such  as  these 
strongly  suggest  that  they  exist,  at  least  in  a 
physiologic  sense. 

Possible  miechanisms  of  “AV  block  with  VA 
response”  are  discussed  by  Scherf  and  Cohn  in 
“The  atrioventricular  node  and  selected  cardiac 
arrhythmias”,  Grune  and  Stratton,  New  York, 
1964,  pp.  208-225. 
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Computer-based  fluid  and 
electrolyte  consultation* 

Initial  Clinical  Impressions 


Estimates  have  been  given  of  a current 
shortage  of  physicians  ranging  upwards  of 
50,000.  Others  have  questioned  this  number 
and  have  pointed  out  that  the  shortage  may 
simply  reflect  uneven  distribution  of  physi- 
cians in  this  country,  that  is,  a surfeit  of  phy- 
sicians in  larger  cities  and  their  suburbs  with 
sparsity  of  medical  coverage  in  remote,  rural 
and  ghetto  areas.  Wherever  the  truth  may 
be,  most  likely  somewhere  in  between,  the 
fact  remains  there  appears  to  be  a disparity 
between  patient  needs  and  the  delivery  of 
health  care. 

Faced  then  with  this  problem,  what  are 
some  new  directions  which  clinical  medicine 
must  take  to  bridge  this  gap?  One  such  di- 
rection is  the  deployment  of  the  digital  com- 
puter by  physicians  to  assist  them  in  the  care 
of  their  patients.  With  the  generous  support 
of  Dr.  Howard  Bleich  at  the  Beth  Israel  Hos- 
pital in  Boston,  we  have  recently  field-tested 
his  computer-based  fluid  and  electrolyte  pro- 
gram'-^ at  both  the  Veterans  Administration 
Hospital  and  St.  Joseph’s  Hospital  in  Albu- 
querque. The  telecommunication  hookup 
utilized  in  this  testing  was  the  following.  We 
interacted  with  the  computer  located  in  Bos- 
ton via  a long  distance  phone  line,  an  acous- 
tic coupler  and  a teletype  located  in  Albu- 
buquerque.  As  the  result  of  responding  to 
queries  from  the  computer,  a clinical  evalua- 
tion note  was  generated  by  the  computer  pro- 
gram, complete  with  references. 

‘Presented  at  the  New  Mexico  Regional  Meeting  of  the 
American  College  of  Physicians,  Albuquerque,  New 
Mexico,  December  10,  1971.  Dr.  Whang  is  presently  Pro- 
fessor of  Medicine,  University  of  Connecticut  School  of 
Medicine  and  Chief  of  Staff,  Veterans  Administration  Hos- 
ital,  Newington,  Connecticut.  He  was  formerly  Associate 
rofessor  of  Medicine  at  the  University  of  New  Mexico. 
Dr.  Smith  is  Medical  Director,  St.  Joseph’s  Hospital,  Albu- 
querque, New  Mexico. 


Robert  Whang,  MD,  and  Morris  H.  Smith,  MD,  j 
Albuquerque,  New  Mexico 


CASE  HISTORY 

The  patient,  a 51-year-old  male,  was  seen  be- 
cause of  acute  respiratory  acidosis  superimposed 
on  chronic  lung  disease  (emphysema  and  bron- 
chitis). The  history  was  obtained  that  he  had 
lapsed  into  coma  while  on  low  flow  oxygen  by 
nasal  catheter.  Clinically  the  patient  responded  to 
intubation,  respiratory  assistance  and  intravenous 
therapy.  There  was  no  evidence  of  superimposed 
pneumonitis  or  congestive  heart  failure.  Serum 
electrolyte  studies  and  blood  gases  analysis  on  ad- 
mission were  compatible  with  the  clinical  diag- 
nosis of  acute  acidosis  and  hypercarbia  due  to  im- 
paired respiratory  drive  as  a consequence  of 
oxygen  therapy. 

We  will  see  how  the  computer  evaluated 
this  patient.  Initially,  serum  electrolytes  and 
blood  gases  were  queried.  We  responded  by 
typing  in  the  values  for  Na,  K,  Cl,  total  CO2 
as  well  as  blood  pH  and  pCOs.  The  computer 
program  internally  checked  the  data  and 
pointed  out  that  the  calculated  pCOz  was  dif- 
ferent from  the  measured  value  and  gave  us 
a choice.  We  resolved  the  dilemma  by  elect- 
ing to  go  with  the  calculated  PCO2.  The  com- 
puter program  then  sought  further  clinical 
information  as  follows:  Is  the  patient  on 
oxygen,  his  weight,  blood  glucose  level,  and 
has  the  patient  had  any  element  of  congestive 
failure  or  liver  disease?  Predicated  on  the 
responses  we  gave  to  the  queries,  the  com- 
puter then  generated  the  following  evalua- 
tion note.  First,  it  considered  the  fact  that  the 
patient  most  likely  had  mild  metabolic  alka- 
losis as  well  as  severe  respiratory  acidosis. 
It  then  went  on  to  give  a differential  diag- 
nosis of  the  causes  of  metabolic  alkalosis  in- 
cluding GI  losses,  diuretics,  hyperadrenalism, 
alkali  ingestion,  post  hypercapneic  state, 
hypercalcemia  and  Bartters’  Syndrome.  The 
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evaluation  note  continued  by  pointing  out 
the  importance  of  providing  adequate 
amounts  of  chloride  in  order  to  promote  ex- 
cretion of  bicarbonate  and  correction  of  the 
metabolic  alkalosis.  The  computer  also  cau- 
tioned against  too  rapid  a correction  of  the 
hypercarbia  because  of  the  hazards  of  wor- 
sening the  alkalosis.  The  evaluation  note 
concluded  with  the  transmission  of  three 
references  pertinent  to  the  clinical  problem 
at  hand. 

We  gave  the  computer  a ‘TOO  per  cent” 
on  this  particular  evaluation  because  it  par- 
alleled our  clinical  evaluation  of  this  patient. 
In  surveying  our  experience  of  two  months 
we  found  that  the  computer  program  per- 
formed very  favorably,  agreeing  with  our 
clinical  evaluation  in  most  cases.  Thus,  we 
have  gained  the  impression  that  this  com- 
puter program  is  practical  and  helpful  in 
assisting  physicians  in  the  care  of  their  pa- 
tients. It  is  also  our  impression  that  patient 
care  benefits  could  be  derived  by  immediate 
deployment  of  such  a program  into  the  field 
for  use  by  clinicians. 

In  our  opinion  this  type  of  approach  to 
clinical  medicine  has  special  relevance  to 
New  Mexico.  Relatively  large  distances  sep- 
arate cities  and  towns,  making  the  extension 
of  consultative  expertise  by  the  traditional 
means  prohibitive  in  terms  of  time  and  dis- 
tance to  be  covered.  A low  per  capita  income 
compounds  the  geographic  problem.  None- 
the-less,  as  physicians  we  all  recognize  that 
neither  remoteness  of  location  nor  impover- 
ishment should  deny  any  patient  the  very 
best  possible  up-to-date  medical  care.  It 
would  appear  then  that  the  capability  of  the 
computer  may  in  a unique  manner  begin  to 


meet  some  of  the  medical  needs  of  New 
Mexico. 

Conclusions 

We  have  detailed  some  of  our  initial  ex- 
periences with  a computer-based  fluid  and 
electrolyte  program.  In  our  opinion  this  pro- 
gram in  particular,  and  this  type  of  approach 
to  clinical  medicine  in  general  is  practical 
and  helpful  to  clinicians.  We  conclude  that: 

(1)  Relative  disparity  between  physician 
numbers  and  patient  needs,  sparsity  of  pop- 
ulation, great  distances  and  remoteness  of 
towns,  and  depressed  economic  conditions 
make  consultations  difficult  to  obtain  by 
physicians  for  their  patients  in  remote  areas. 

(2)  Availability  of  high-speed  electronic 
devices  such  as  computers  linked  to  physi- 
cians interested  and  willing  to  interact  with 
a clinically  practical  and  helpful  program 
such  as  Dr.  Bleich’s  fluid  and  electrolyte  pro- 
gram appear  to  be  one  solution  to  the  prob- 
lem alluded  to  above. 

(3)  Computer  applications  for  extending 
consultation  expertise  to  physicians  and 
their  patients  in  outlying  areas  appear  to 
have  special  relevance  to  New  Mexico  be- 
cause of  its  geographic,  population,  and  eco- 
nomic characteristics. 

(4)  This  clinical  field  trial  of  a computer- 
based  fluid  and  electrolyte  program  may 
have  preceded  its  general  availability  to  and 
use  by  physicians  by  as  much  as  five  years. 
Thus  it  appears  that  much  of  the  potential 
of  the  computer  still  remains  to  be  tapped 
by  physicians  to  assist  them  in  their  care  of 
patients.  • 
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Incidence  of  congenital  heart  disease 
at  Fitzsimons  General  Hospital* 


A necropsy  study 


Kenneth  Alonso,  MD,  Denver 


Major  cardiac  mal formations  present 
within  the  first  year  of  life.  The  majority, 
if  detected,  are  potentially  amenable  to 
corrective  surgery.  This  paper  analyzes  the 
frequency  of  congenital  cardiac  disease 
seen  at  a large  referral  hospital  in  the 
Rocky  Mountain  area. 


The  true  frequency  of  congenital  cardiac 
malformations  in  the  general  population  is 
not  known.  Published  figures  range  widely 
according  to  the  method  of  investigation  em- 
ployed and  the  age  composition  of  the  group 
studied. 

This  paper  analyzes  the  findings  of  con- 
genital cardiac  malformations  encountered 
in  a consecutive  series  of  7,455  postmortem 
examinations  performed  in  the  Department 
of  Pathology,  Fitzsimons  General  Hospital, 
Denver,  Colorado,  over  a period  of  33  years. 

Methods  and  Results 

Fitzsimons  General  Hospital  is  the  mili- 
tary referral  institution  supporting  all  active 
duty  and  retired  personnel  and  dependents 
in  the  Rocky  Mountain  Area.  At  peak  pe- 
riods of  activity  over  1000  beds  have  been 
utilized  daily. 

Two  hundred  ninety-two  hearts  with 
major  cardiac  malformations  were  encoun- 
tered at  necropsy  over  a period  of  33  years, 
from  June,  1939  to  June,  1972.  During  this 
period  7,455  postmortem  examinations  were 
performed  by  the  members  of  the  Depart- 
ment of  Pathology  at  Fitzsimons  General 
Hospital.  This  study  is  based  on  the  patho- 
logic diagnoses  and  descriptions  reported  in 
the  postmortem  protocols.  Many  of  the 

‘From  the  Department  of  Pathology,  Fitzsimons  General 
Hospital,  Denver,  Colorado. 


hearts  were  preserved  in  the  collection  of 
the  Department  of  Pathology  and  were  re- 
examined by  the  author. 

The  overall  incidence  of  cardiac  malfor- 
mations encountered  was  3.9  per  cent.  Fif- 
teen patients,  five  per  cent  of  the  total,  were 
stillborn.  The  remaining  277  patients  were 
born  alive.  The  age  at  death  of  these  ranged 
from  a few  minutes  to  57  years.  The  median 
age  at  death  was  approximately  three 
months.  Fifty-eight  patients,  20  per  cent  of 
the  total,  died  within  the  first  week  of  life. 
An  additional  51,  17  per  cent  of  the  total, 
died  within  the  first  month  of  life.  The  total 
number  of  patients  in  this  necropsy  study 
who  died  within  the  first  year  of  life  was 
213,  or  73  per  cent.  Only  ten  per  cent  of  the 
total  number  of  patients  lived  beyond  their 
tenth  year,  and  only  four  per  cent  lived  to 
be  adults.  (See  Table  1).  Males  comprised 
152  or  52  per  cent  of  the  total;  females,  140 
or  48  per  cent. 

Table  2 lists  the  frequency  of  occurrence 
of  various  types  of  single  malformations  or 
commonly  encountered  combinations  among 
the  292  patients  in  the  study.  Tetralogy  of 
Fallot  was  the  most  frequently  encountered 

TABLE  1 

LENGTH  OF  SURVIVAL  OF  PATIENTS  WITH 
CONGENITAL  CARDIAC  MALFORMATIONS 


Age  at 

No.  of 

Age  at 

No.  of 

Death 

Deaths 

Death 

Deaths 

Stillborn 

15 

3-4  years 

3 

0-7  days 

58 

4-5  years 

4 

1-2  weeks 

25 

5-6  years 

4 

2-3  weeks 

16 

6-7  years 

8 

3-4  weeks 

10 

7-8  years 

3 

1-3  months 

40 

8-9  years 

6 

3-6  months 

23 

9-10  years 

2 

6-9  months 

11 

10-20  years 

14 

9-12  months 

15 

20-30  years 

6 

1-2  years 

16 

30-40  years 

6 

2-3  years 

4 

40-50  years 

1 

504-  years 

2 

16 
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malformation,  occurring  in  40,  or  14  per  cent 
of  the  patients  studied.  The  next  two  most 
frequently  encountered  types  of  malforma- 
tions were  ventricular  septal  defect  and 
transposition  of  the  great  vessels.  Ventric- 
ular septal  defect  occurred  in  36  or  12  per 
cent.  Transposition  occurred  in  another 
group  of  33  patients.  Valvular  lesions,  either 
as  atresias  or  other  deformities,  were  the 
major  malformations  in  28  patients.  These 
four  groups  comprised  nearly  half  the  total 
number  of  patients  studied.  The  miscellan- 
eous group  includes  aorticopulmonary  sep- 
tal defect,  obstructive  lesions  of  the  aortic 
arch,  anomalous  pulmonary  venous  drain- 
TABLE  2 

FEEQUENCY  OF  OCCUEEENCE  OF 
CARDIAC  MALFORMATIONS 
Lesion  Numbers  Per  Cent 


Tetralogy  of  Fallot 

40 

13.7 

Ventricular  Septal  Defect 

36 

12.3* 

Tranposition  of  Great  Vessels 

33 

11.3 

Valvular  Lesions 

28 

9.6 

Patent  Ductus  Arteriosus  with 
Patent  Foramen  Ovale 

27 

9.2 

Persistent  Atrioventricular  Canal 

16 

5.5 

Patent  Ductus  Arteriosus 

12 

4.1 

Patent  Ductus  Arteriosus  with 
Coarctation 

10 

3.4 

Atrial  Septal  Defect 

7 

2.4 

Patent  Foramen  Ovale 

7 

2.4 

Persistent  Truncus  Arteriosus 

7 

2.4 

Ventricular  Septal  Defect  with 
Atrial  Septal  Defect 

6 

2.0 

“Corrected  Transposition” 

6 

2.0** 

Fibroelastosis 

5 

1.7 

Cor  Biloculare 

4 

1.4 

Cor  Triloculare  Biatrium. 

3 

1.0 

Double  Outlet  Right  Ventricle 

2 

0.7 

Miscellaneous 

43 

14.6 

*lncludes  one  Eisenminger’s 
**Transposition  of  Great  Vessels 

with  a 

Septal 

Defect 


age,  double  inlet  right  ventricle,  cor  triat- 
rium, and  cor  triloculare  biventricularis. 

Table  3 lists  the  frequency  of  occur- 
rence of  various  associated  malformations 
encountered  in  the  292  patients  in  this  study. 
Combinations  of  malformations  were  pres- 
ent in  114  patients,  or  39  per  cent  of  the 
study. 

Patient  foramen  ovale  was  associated 
with  a variety  of  malformations  and  was 
noted  in  20  patients  in  the  study.  A persist- 
ent left  superior  vena  cava  and  a variety  of 
valvular  anomalies  were  the  next  most  fre- 
quent lesions  associated  with  other  malfor- 
mations. A ductus  arteriosus  with  and  with- 
out an  obstructing  aortic  arch  lesion  was  also 
seen  with  some  frequency. 

Discussion 

The  published  frequency  of  congenital 
cardiac  malformations  ranges  between  0.05 
per  cent  and  20  per  cent.^'””  Two  major  rea- 
sons for  the  divergent  results  are  the  method 

TABLE  3 

FREQUENCY  OF  ASSOCIATED  LESIONS 
Lesion  Numbers  Per  Cent 


Patent  Foramen  Ovale 

Persistent  Left  Superior 

20 

6.8 

Vena  Cava 

16 

5.5 

Valvular  Lesions 

Patent  Ductus  Arteriosus  with 

15 

5.1 

Coarctation 

14 

4.8 

Patent  Ductus  Arteriosus 

13 

4.5 

Conal-Truncal  Abnormalities 

10 

3.4 

Atrial  Septal  Defect 

7 

2.4 

Persistent  Atrioventricular  Canal 

7 

2.4 

Ventricular  Septal  Defect 
Anomalous  Pulmonary  Venous 

5 

1.7 

Drainage 

5 

1.7 

Fibroelastosis 

1 

0.3 

Persistent  Left  Inferior  Vena  Cava  1 

0.3 

TABLE  4 

PER  CENT  COMPARISON  OF  FREQUENCY  OF  CARDIAC  MALFORMATIONS 
AT  NECROPSY  AMONG  INSTITUTIONS 

Fitzsimons  Keith  Fontana  Gibson  & 


Lesion  Hospital 

Calgren 

at  al 

Abramovici 

& Edwards 

Clifton 

Abbott 

Ventricular  Septal  Defect* 

13.7 

35.9 

25.0 

19.5 

11.2 

8.5 

9.0 

Coarctation 

8.2 

8.3 

5.6 

12.1 

9.2 

4.0 

8.5 

Transposition 

Great  Vessels 

11.3 

5.2 

5.4 

10.2 

7.3 

15.5 

4.9 

Tetralogy  of  Fallot 

13.7 

4.1 

10.2 

7.4 

8.6 

20.5 

8.5 

Patent  Ductus  Arteriosus 

23.9 

8.0 

12.1 

6.5 

8.7 

4.5 

10.5 

Valvar  Lesions 

14.7 

12.0 

16.0 

13.1 

13.7 

4.5 

13.3 

Atrial  Septal  Defect 

4.8 

6.6 

10.6** 

3.7 

9.0** 

10.0** 

3.3 

*Includes  Eisenminger’s  **Including  Patent  Foramen  Ovale 
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of  investigation  employed  and  the  age  com- 
position of  the  group  studied. 

It  is  difficult  to  evaluate  the  frequency  of 
cardiac  malformations  based  on  the  study  of 
patients  with  clinical  evidence  of  heart  dis- 
ease. A clinical  diagnosis  of  cardiac  malfor- 
mation cannot  always  be  established  or 
excluded. “ Thordarson,  for  example,  investi- 
gated the  frequency  of  congenital  cardiac 
disease  among  patients  examined  in  a gen- 
eral medical  outpatient  clinic;  after  re- 
examining 99  patients  with  suspected  car- 
diac malformations,  he  found  14  in  whom  he 
could  not  confirm  this  diagnosis.®  Even  the 
use  of  angiocardiography  is  not  without  oc- 
casional error. 

Similarly,  a frequency  based  on  clinical 
observations  of  newborn  infants  may  be  too 
low.®'^  Generally  only  the  more  serious  mal- 
formations will  be  evident  clinically  at  this 
time.  Others,  such  as  atrial  septal  defects, 
may  not  be  manifest  until  later  years.  Ob- 
servations of  the  frequency  of  occurrence  in 
school  age  children  or  adolescents  also  may 
be  too  low.'*'®’’’  The  majority  of  infants  with 
congenital  cardiac  malformations  die  before 


school  age.  Few  long  term  clinical  studies 
supported  by  necropsy  examination  have 
been  done.®-® 

The  necropsy  examination  alone  provides 
a fairly  consistent  range  of  frequency  of 
types  of  malformations  when  dealing  with 
major  malformations  in  patients  of  all 
ages.^°  Table  4 compares  the  observed  fre- 
quency of  various  cardiac  malformations  at 
Fitzsimons  General  Hospital  with  that  ob- 
served by  other  authors.^®'^®  The  frequency 
of  occurrence  of  types  of  malformations  in 
our  material  is  similar  to  that  represented  in 
other  series  of  other  populations,  races,  and 
ethnic  groups. The  majority  of  lesions 
listed  are  potentially  correctable  by  sur- 

gery.23 

Summary 

Two  hundred  ninety-two  hearts  with  con- 
genital cardiac  malformations  were  analyzed 
as  to  the  major  lesions  presented.  The  ma- 
jority of  lesions  are  potentially  amenable  to 
corrective  surgery.  The  large  majority  of  pa- 
tients presented  with  clinical  evidence  of 
heart  disease  within  the  first  year  of  life.  • 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine. ..is.. . 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gratlind  revelation 
of  truth,  the.  history  of  the  gradual 
liberation  of  our  minds  from  darhness 
and  prejudice.” 

—George  Sarton,  from  “The  llislor  s' 

of  Medicine  Versus  the  Histars'  of  Art” 


Are  there  significant 
differences  in  bioavailability 
and  clinical  predictability 
among  drug  products? 


Are  there  signific^t  difference} 
in  bioavailability  and  clinica  ; 
predictability  among  drug  products 
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I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  i^roducts  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipi)ed  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  soijhis- 
ticated  research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
Iieutic  equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  be  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
l)roblem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by- batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
proflucing  and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don’t  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  hioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


Clinical  Predictability 
More  Important  Than  Pri 

Although  the  question 
price  has  been  greatly  ,( 
aggerated,  it  is  true  t; 
patients  can  on  occasi 
save  money  on  genet 
drugs.  But  you  are  not  ^ 
ing  to  dare  attempt  to  sa'| 
money  if  it  jeopardizes  t 
patient’s  health.  Let’s  I'H 
turn  to  the  example  tf 
has  become  very  promine 
in  recent  years,  that  of  f 
cardiac  glycosides.  Th 
are  probably  the  most  to; 
drugs  we  use  with  respi 
to  the  small  difference 
tween  a maximally  effecti 
dose  and  a toxic  dose.  Wb 
you  are  dealing  with  dri 
of  this  type,  the  first  C( 
cern  must  be  clinical  p 
dictability.  At  the  risk 
variations  in  bioavailal' 
ity,  it  would  be  sheer  fo 
to  try  to  save  the  pati 


what  might  amount 
maybe  $10  or  $20  a ye^ 
The  physician  cannot  m<  K 
age  his  patient  unless  he  * 
sure  that  the  drug  he 
prescribing  has  the  sa 
positive  effect  each  ti 
the  prescription  is  renew' 
This  is  especially  signfrf 
cant  when  the  patient  tal 
the  product,  not  for  mont 
but  for  the  rest  of  his  life* 
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Maker  of  Medicine 


C.J.  Cavallito,  Ph.D. 
Executive  Vice  President 
Ayerst  Laboratories 


Ithough  equivalence  of 
jferent  preparations  of  a 
\ig  substance  may  be  de- 
ed by  certain  physical, 
mical  or  biological  char- 
.eristics,  identity  is  not 
ays  assured  even  though 
'Se  characteristics  may 
described  in  compendia 
:h  as  the  USP,  NF  or  de- 
led by  other  specific 
rce  standards.  More- 
r,  even  with  equivalent 
ug  substances,  similar 
armaceutical  products 
1 be  produced  by  differ- 
t manufacturers  such 
it  these  products  are  bio- 
Mically  or  therapeutically 
equivalent. 

I A Growing  Awareness 
of  Potential  for 
Nonequivalence 
iA.s  experience  increases 
||th  drug  substances  de- 
1 ed  from  different  sources 
d under  different  condi- 
ns,  it  should  be  possible 
establish  specifications  in 
S^ificient  detail  to  minimize 
potential  for  their  non- 
'(luivalence.  However, 
■fbre  is  general  agreement 
tat  product  therapeutic 
< uivalence  would  still  not 
1 assured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
]3reciably  improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance . that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 
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Urinary  tract  infections  in  childhood 


Larry  G.  McLain,  MD,  Denver 


Urinary  tract  infection  in  childhood  is  a 
subject  in  which  there  is  a great  deal  of  con- 
troversy, too  little  interest,  an  abundance  of 
overdiagnosis,  and  a critical  lapse  in  the 
overall  understanding  of  its  significance. 
Hopefully  this  review  will  clear  up  some  of 
these  problems. 

In  the  last  15  years  there  has  been  a re- 
vival of  interest  in  urinary  tract  infections 
in  childhood,  stimulated  in  part  by  realiza- 
tion that  these  are  not  always  isolated  events 
but  often  are  forerunners  of  serious  renal 
disease  of  adulthood.  Overt  urinary  tract  in- 
fection, and  its  silent  counterpart,  asympto- 
matic bacteriuria,'  affect  between  one  to  two 
per  cent  of  the  general  population.  There 
have  now  been  enough  followup  studies  to 
allow  some  insight  into  the  severity  of  the 
problem.  One  of  the  studies  indicated  that 
as  many  as  20  per  cent  of  these  children 
eventually  succumb  as  a result  of  their  dis- 
ease, and  33  per  cent  have  continuing  infec- 
tion.^ Thus  only  50  per  cent  are  well.  These 
facts  should  put  to  rest  the  old  adage  that 
urinary  tract  infections  in  children  are  be- 
nign single  isolated  events. 

Diagnosis 

One  of  the  most  difficult  questions  to 
answer  is  a very  simple  one.  What  is  a 
urinary  tract  infection?  Bacteriuria  means 
the  presence  of  bacteria  in  the  urine.  This 
can  be  due  to  true  bacteriuria,  contamination 
of  the  collecting  vessel,  periurethral  tissue 
bacteria,  urethral  bacteria,  fecal  contamina- 
tion or  vaginal  contamination.  In  1956  Kass 
presented  the  concept  of  significant  bac- 
teriuria,'^  a concept  that  is  still  well  accepted. 
The  definition  of  100,000  or  more  organisms 
per  ml.  of  urine  is  necessary  for  diagnosis  of 
significant  bacteriuria  when  the  clean  voided 


method  is  used  to  collect  the  specimen.  Con- 
taminants will  usually  be  present  at  numbers 
ranging  from  1,000  to  10,000  per  ml.  When 
the  result  is  10,000  to  50,000  per  ml.  the  col- 
lection should  be  repeated.  When  the  urine 
is  collected  aseptically,  as  in  a bladder  punc- 
ture, any  bacteria  which  are  found  are  sig- 
nificant. 

Since  the  reliability  of  the  method  differs 
with  experience  and  care,  we  can  avoid  over 
diagnosis  by  obtaining  multiple  specimens, 
particularly  in  the  asymptomatic  patient. 
Kunin'*  advises  that  two  or  three  consecutive 
positive  cultures  be  obtained  in  the  asympto- 
matic patient.  Two  cultures  will  give  95  per 
cent  reliability,  and  three  will  give  99  per 
cent  reliability.  Using  this  method  Kunin 
found  the  incidence  of  asymptomatic  bac- 
teriuria in  school-age  girls  to  be  1.2  per  cent 
at  any  one  time,  and  0.04  per  cent  in  school- 
age  boys. 

Two  other  methods  of  diagnosing  urinary 
tract  infection  have  been  widely  used.  One 
is  the  Gram  stain  of  unspun  urine.  This 
method  correlates  well,  about  80-90  per  cent, 
with  quantitative  cultures.  It  is  somewhat 
time-consuming  for  an  office  procedure.  The 
second  method  is  the  microscopic  examina- 
tion of  a spun  sediment  with  or  without  the 
use  of  stain,  usually  methylene  blue.  The 
presence  of  greater  than  20  bacteria/HPF  is 
felt  to  represent  true  bacteriuria. 

Pyuria  should  be  mentioned,  for  this  is 
often  a confusing  aspect  in  the  diagnosis  of 
a urinary  tract  infection.  Is  15-20  pus  cells/ 
HPF  diagnostic  of  a urinary  tract  infection? 
No!  Greater  than  10  WBC’s  HPF  indicates 
pyuria,  not  bacteriuria.  The  presence  of  pus 
cells  is  evidence  of  an  inflammatory  process 
in  the  genitourinary  tract,  but  is  not  synony- 
mous with  bacterial  infection  of  the  urine. 
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Specimen  Collection 

One  situation  peculiar  to  pediatrics  is  the 
difficulty  in  obtaining  an  adequate  specimen 
of  urine  for  examination.  Practically  speak- 
ing there  are  three  methods  which  are  used 
by  pediatricians  today.  These  are  the  clean 
catch  midstream  urine,  the  suprapubic  as- 
piration of  the  bladder  (bladder  puncture) , 
and  catheterization  of  the  bladder. 

The  most  commonly  used  method  is  the 
clean  catch  midstream  urine,  and  because  of 
improper  preparation  of  the  patient,  the  re- 
sults are  often  confusing.  The  accuracy  of 
the  results  are  dependent  on  the  manner  in 
which  the  urine  is  obtained.  In  boys  it  is 
quite  simple;  the  genital  area  is  washed  with 
soap  for  three  minutes,  rinsed  with  zephiran, 
and  if  needed,  the  foreskin  is  retracted  and 
the  patient  voids  and  a midstream  specimen 
is  obtained.  The  real  problem  lies  in  collect- 
ing a proper  specimen  in  little  girls.  The  best 
way  to  do  this,  as  Pryles  has  found,®  is  to 
train  one  person  in  your  office,  and  only  one, 
to  collect  the  specimen.  The  vulva,  perineum 
and  inner  thighs  "should  be  washed  for  three 
minutes  with  soap,  then  rinsed  with  zephiran. 
The  patient  then  kneels  in  a squatting  posi- 
tion, pulls  the  labia  apart  (this  may  have  to 
be  done  by  the  nurse)  and  voids.  This  can 
best  be  accomplished  in  little  girls  by  a potty- 
chair  type  arrangement  where  the  front  is 
open,  and  the  aid  can  reach  in  and  catch  a 
midstream  urine.  This  method  correlates  at 
96  per  cent  conventional  culture  methods. 

Oftentimes,  however,  there  may  be  con- 
fusing results  obtained  from  a clean  catch 
midstream  urine.  This  should  lead  to  another 
method  of  collecting  urine,  percutaneous  as- 
piration of  the  bladder  or  bladder  tap.  This 
has  been  shown  to  be  a safe,  easy  and  useful 
method,  not  only  in  newborns  but  also  in 
older  children.  It  circumvents  likelihood  of 
contamination  and  you  only  need  one  speci- 
men. Stamey®  did  2,500  bladder  taps  in 
adults  and  reported  no  complications.  Pryles’^ 
has  reported  a series  of  500  infants  with  no 
complications,  although  one  per  cent  have  a 
transient  gross  hematuria.  The  bladder  in  an 
infant  is  essentially  an  abdominal  organ  and 
it  should  be  easily  palpated  prior  to  the  tap. 
The  tap  should  not  be  performed  if  the  in- 
fant has  voided  recently.  The  patient  is 


placed  in  a frog  leg  position  and  propped 
with  iodine  and  alcohol.  A 20  cc.  syringe  is 
used  with  a IV2  inch  needle.  A two  inch 
spinal  needle  should  be  used  in  an  older 
child.  The  needle  should  be  introduced  l-2cm 
above  the  symphasis  pubis  in  the  midline 
using  a rapid  staccato  movement.  The  needle 
should  be  angled  at  30  degrees.  The  urine 
obtained  should  be  sterile  and  any  growth  of 
Gram  negative  organisms  is  significant  and 
moderate  growth  of  Gram  positive  organisms 
is  significant. 

Catheterization  of  the  urinary  bladder  is, 
in  general,  not  a good  procedure  to  use  in 
children,  mainly  because  of  the  risk  of  in- 
troducing an  infection.  If  it  is  done  the  pa- 
tient should  be  prepped  carefully  in  the  man- 
ner above.  The  first  five  cc.  of  urine  should 
be  eliminated,  for  this  eliminates  about  eight 
per  cent  of  false  positives. 

Oftentimes,  another  method  used  in  small 
children  is  the  placing  of  a collecting  bag 
and  waiting  for  the  patient  to  void.  The 
method,  while  widely  used,  has  been  shown 
to  have  a very  high  incidence  (up  to  50  per 
cent)  of  false  positives. 

Treatment 

After  the  proper  diagnosis  has  been  made, 
the  physician  is  then  faced  with  three  prob- 
lems: (1)  What  should  I treat  the  patient 
with?  (2)  For  how  long  should  I treat  the 
patient?  (3)  What  should  I do,  if  anything, 
to  evaluate  the  urinary  tract?  There  has  been 
and  will  probably  continue  to  be  a great  deal 
of  controversy  about  these  points,  but  the 
following  is  a rational  approach  to  these 
problems: 

(1)  What  antimicrobials  should  be  used? 

Most  acute  urinary  tract  infections  in 
childhood  are  caused  by  Escherichia  coli. 
Proteus  mirabilis.  Enterococcus  (Group  D 
streptococcus) ; Klebsiella  aerogenes  and 
Staphylococcus  epidermidis  are  encountered 
much  less  frequently,  and  when  these  or- 
ganisms are  found  the  incidence  of  a struc- 
tural abnormality  is  high.  The  strains  of  E. 
coli  involved  are  usually  sensitive  to  most 
antibiotics.  It  has  been  generally  agreed  that 
antimicrobials  eradicate  bacteria  from  the 
urine  on  the  basis  of  the  urinary  levels  of  the 
antimicrobial.  Sulfonamides  are  the  drugs  of 
first  choice  for  the  treatment  of  the  initial 


jor  April  1973 


53 


infection.  I prefer  to  use  Gantrisin  in  a dos- 
age range  of  500  mg-2  gm  per  day  depending 
on  the  weight  of  the  patient.  Other  antimi- 
crobials may  be  used  if  necessary  because  of 
intolerance  or  sensitivity  to  sulfonamides. 

Ampicillin  is  widely  used  and  is  as  effec- 
tive as  sulfonamides.  It  is  more  expensive, 
and  there  are  side  effects  such  as  gastro- 
intestinal disturbances  and  rashes.  Tetracy- 
clines have  no  place  in  the  management  of 
urinary  tract  infections  in  childhood. 

Regardless  of  the  choice  of  antimicrobials, 
the  urine  should  become  sterile  within  48-72 
hours.  This  is  one  aspect  of  the  management 
of  urinary  tract  infections  that  is  often  over- 
looked. Microscopic  examination  of  a clean 
catch  urine  or  a urine  culture  is  adequate  in 
evaluating  the  efficacy  of  the  antimicrobial. 

(2)  How  long  should  the  patient  be 
treated? 

Duration  of  treatment  is  one  of  the  most 
controversial  aspects  of  urinary  tract  infec- 
tions. The  trend  recently  has  been  toward 
shorter  periods  of  time  in  which  the  patient 
is  on  antimicrobial  therapy.  I would  recom- 
mend a two-week  course  of  therapy  for  the 
first  infection.  Although  the  rate  of  recur- 
rence is  higher  after  two  weeks  of  therapy 
versus  six  weeks  (60  per  cent  vs  25  per  cent) , 
the  recurrence  after  shorter  term  therapy  is 
usually  caused  by  organisms  which  are  easily 
eradicated. 

In  the  first  recurrent  infection,  the  exact 
same  procedures  should  be  followed  through 
the  two  weeks  of  therapy,  and  then  the  pa- 
tient maintained  on  a prophylactic  dose  of 
antimicrobials  for  approximately  six  months. 
This  maintenance  dose  is  one-half  to  one- 


fourth  the  therapeutic  dose.  For  the  second 
and  more  recurring  infection,  probably  the 
patient  should  be  maintained  indefinitely  on 
antimicrobials.  Careful  followup  is  manda- 
tory during  this  period. 

(3)  What  should  be  done  to  evaluate  the 
urinary  tract? 

Any  child  with  a documented  urinary 
tract  infection  should  have  an  intravenous 
pyelogram  and  a voiding  cystourethrogram. 
The  studies  should  not  be  done  at  the  time 
of  infection,  for  up  to  one-third  to  one-half 
of  these  children  will  show  ureteral  reflux. 
If  one  waits  two  to  three  months  about  80 
per  cent  of  those  who  initially  refluxed  will 
spontaneously  resolve.  Thus  a second  radio- 
logic  examination  can  be  avoided. 

Cystoscopy  and  urethral  dilatation  have 
enjoyed  a great  deal  of  popularity  in  the  past 
in  the  evaluation  of  children  with  urinary 
tract  infections.  In  a child  with  a normal 
radiologic  study,  cystoscopy  adds  nothing  to 
the  evaluation.  Studies®  have  clearly  indi- 
cated that  the  “calibration”  size  of  the 
urethra  is  the  same  or  larger  in  the  infected 
child  as  in  the  sterile  one.  This  has  cast  a 
serious  doubt  on  the  efficacy  of  urethral  di- 
latation as  a tool  in  the  management  of  uri- 
nary tract  infections. 

Proper  followup  is  of  the  essence  in  chil- 
dren with  recurrent  infections  and  in  those 
children  who  have  had  only  one  infection. 
Urinalysis  must  be  done  at  least  every  three 
months  to  insure  adequate  followup.  Chronic 
renal  failure  secondary  to  infection  can  be 
avoided  in  almost  all  cases  if  the  above  meth- 
ods are  used.  • 
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Our  skm— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  sktn  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INPiCATIONSTTfi'erapeut/caHV.  used  an  adjunct  to  appropriate  systemic 
^ therapy  for  topical  infectjons,  primary  or  secondary,  due  to  susceptible 

, organisms,  as  in:  • Infected  burns,  skin  grafts,  surgical  incisions,  otitis  e)ftema 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactfcally,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrovrth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

(POLYMYXIN  B-BflCHMIN-NEOMYaN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  y,,  oz.  (approx.)  foil  packets. 


/BUj Troughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


87th  Annual  Meeting 
New  Mexico  Medical  Society 

May  2-4,  1973 

Hilton  Inn,  Albuquerque,  New  Mexico 


Approved  for  8 hours,  Category 
IV  Credit,  by  the  Continuing 
Medical  Education  Committee, 
New  Mexico  Medical  Society. 


A tuition  fee  of  $10.00  per  each  clinical  session  or  a charge  of 
$25.00  for  all  three  clinical  sessions  will  be  charged  for  all  Active! 
and  Associate  members  of  the  New  Mexico  Medical  Society.  There 
will  be  an  additional  charge  of  $15.00  for  all  nonmembers.  Medical 
students,  interns,  residents  and  emeritus  members  will  be  regis- 
tered without  fee. 


MAY  2,  1973 
9:00  a.m. -12:30  p.m. 

2:00  p.m.-  3:00  p.m. 

3:00  p.m.-  6:00  p.m. 

7:00  p.m.-  8:00  p.m. 


Orientation  Course  for  new  members 
First  House  of  Delegates  Meeting 
Reference  Committee  Meetings 
Reception  for  new  members 


MAY  3,  1973 

9:00  a.m.-12:00  noon  PROBLEMS  IN  DERMATOLOGIC  DIAGNOSIS  AND  TREATMENT 
Skin  Clues  to  Systemic  Diseases 

Harold  Perry,  MD,  Professor  of  Dermatology,  Graduate  School,  University  of 
Minnesota,  Minneapolis 

Dermatologic  Look-A-Likes 

Harry  M.  Robinson,  Jr.,  MD,  Professor  and  Head  of  Department  of  Derma- 
tology, University  of  Maryland,  Baltimore 

Acne  Vulgaris 

Kent  Jacobs,  MD,  Private  Practice  of  Dermatology,  Las  Cruces,  New  Mexico 

PANEL:  Difficult  Office  Problems 
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1:30  p.m.-  5:00  p.m. 

PRACTICAL  ENDOCRINOLOGY 

The  Approach  to  the  Patient  With  Disorders  of  Calcium  Metabolism 

Lewis  R.  Chase,  MD,  Department  of  Internal  Medicine,  Metabolism  Division, 
Washington  University  School  of  Medicine,  St.  Louis 

Abnormal  Lactation:  Newer  Developments  of  Clinical  Evaluation 

Glenn  T.  Peake,  MD,  Assistant  Professor  of  Pediatrics,  University  of  New  Mex- 
ico School  of  Medicine,  Albuquerque 

Mineralocorticoid  Hypertension 

Neil  I.  Kaminsky,  MD,  Department  of  Internal  Medicine,  Lovelace  Clinic, 
Albuquerque 

Hypoglycemia  — Fact  and  Fancy 

Ralph  C.  Friedenherg,  MD,  Private  Practice  of  Internal  Medicine,  Albuquerque 

Office  Evaluation  of  Thyroid  Enlargement 

Robert  E.  Cutler,  MD,  Private  Practice  of  Internal  Medicine,  Espanola,  New 
Mexico 

The  Approach  to  the  Patient  with  Kidney  Stones 

Lewis  R.  Chase,  MD,  St.  Louis 

7:00  p.m 

RECEPTION  AND  PRESIDENTIAL  BANQUET 

MAY  4,  1973 

9:00  a.m.-12:00  noon  THE  VENEREAL  DISEASES 


Updating  Gonorrhea 

Jules  Gilbert,  MD,  Clinician,  Health  and  Social  Services,  New  Mexico 

The  Clinical  Course  of  Syphilis 

Harry  M.  Robinson,  Jr,  MD,  Professor  and  Head  of  Department  of  Derma- 
tology, University  of  Maryland,  Baltimore 

Gonorrhea  and  Its  Complications 

Jamie  K.  Wheeler,  MD,  Associate  Chief,  Hematology  Section,  Veterans  Admin- 
istration Hospital,  Albuquerque 

Non-gonococcal  Urethritis 

Thomas  Borden,  MD,  Assistant  Professor  and  Chief,  Division  of  Urology, 
University  of  New  Mexico  School  of  Medicine,  Albuquerque 

Other  Diseases  of  Sexual  Transmission 

Edgar  B.  Smith,  MD,  Director,  Division  of  Dermatology,  University  of  New 
Mexico  School  of  Medicine,  Albuquerque 

The  Common  Vaginitides  and  Pelvic  Inflammatory  Disease 

Larry  Morgenstern,  MD,  Associate  Professor,  Obstetrics  and  Gynecology, 
University  of  New  Mexico  School  of  Medicine,  Albuquerque 

The  Non-venereal  Diseases  of  the  Genitalia 

Harold  0.  Perry,  MD,  Professor  of  Dermatology,  Graduate  School,  University 
of  Minnesota,  Minneapolis 

Role  of  the  Epidemiologist  in  Venereal  Disease  Control 

William  Holder,  Senior  Public  Health  Advisor  for  Venereal  Disease  Control  in 
New  Mexico 

2:00  p.m. 

Second  House  of  Delegates  Meeting 

6:00  p.m. 

Specialty  Society  Meetings 

for  April  1973 
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For  quick  relief  of 

G.L  cramping  and  diarrhea 


■ pleasant-tasting  creamy-white  suspension 

■ contains  paregoric  (equivalent) 

■ controls  diarrhea  and  colicky  cramps 

■ effective  for  all  ages  down  to 
one  year 

Supplied  in  bottles  of  4 and  8 fluid  ounces. 

Contains  opium  (14  grain)  15  mg.  per  fluid  ounce. 

Warning:  May  be  habit  forming. 

Each  fluid  ounce  contains : Paregoric  (equivalent) 

(1  fl.  dram)  3.7  ml.;  Pectin  (214  grains)  162  mg.; 

Kaolin  (85  grains)  5.5  g.;  (Alcohol  0.69%). 


WILLIAM  II.RORER,INC. 
Fort  Washington,  Pa.  19034 
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MEDICAL 
SCHOOL  NOTES 


University  of  Colorado  Medical  Center 
Deafness  Research  Foundation  Grant 


Dr.  Shuck,  associate  professor  of  surgery  and 
director  of  the  Burn  and  Trauma  unit  at  Ber- 
nalillo County  Medical  Center,  met  with  other 
panel  members  and  the  FDA  administration  in 
Washington  on  March  5 to  discuss  future  plans. 

The  seven-member  FDA  panel  comprises  au- 
thorities from  around  the  nation  in  the  areas  of 
medicine,  anesthesiology,  pharmacology,  oto- 
laryngology, and  pathology,  with  Dr.  Shuck  lend- 
ing expertise  as  the  surgeon  and  burn  expert. 


The  Deafness  Research  Foundation  has 
awarded  $9,406  to  the  University  of  Colorado 
School  of  Medicine  for  a research  project  in 
otolaryngology.  This  grant  will  be  used  to  sup- 
port the  work  of  Dr.  Isamu  Sando.  Dr.  Sando’s 
study  is  an  investigation  of  Communication  Routes 
of  the  Inner  Ear  Fluids. 

The  Deafness  Research  Foundation  carries  the 
endorsement  of  leading  professional  bodies  in  the 
fields  of  otology  and  otolaryngology,  and  it  is 
the  only  national,  voluntary  health  agency  de- 
voted primarily  to  furthering  research  into  the 
causes,  treatment  and  prevention  of  hearing  im- 
pairment and  other  ear  disorders.  Now  in  its  six- 
teenth year  of  operation,  it  is  responsible  for  hav- 
ing directed  more  than  $4.3  million  to  otolaryngo- 
logical  research  and  other  related  objectives  since 
its  establishment. 

»!«  >ic  * * 

Teaching  Award  Recipients 

Dr.  Burris  Duncan  and  Dr.  Barton  Schmitt, 
members  of  the  Pediatric  Department  of  the  Uni- 
versity of  Colorado  Medical  Center,  were  recently 
joint  recipients  of  the  Teaching  Award  of  the 
Western  Society  of  Pediatric  Research,  sponsored 
by  Ross  Laboratories.  The  award,  consisting  of 
two  identical  plaques  and  $500  cash  to  each  doc- 
tor, was  presented  at  the  Society’s  meeting  in 
Carmel,  California,  February  1-3,  1973. 

Dr.  Duncan  and  Dr.  Schmitt  work  together 
closely  throughout  the  entire  area  of  Ambulatory 
Pediatrics  at  Colorado  General  Hospital.  They 
were  recommended  by  Dr.  Kempe  for  the  Ross 
Award  because  of  the  outstanding  teaching/pa- 
tient-care innovations  they  have  developed  over 
the  past  two  years. 


The  University  of  New  Mexico 
Dr.  Shuck  Named 

Federal  Drug  Administration  Consultant 

Dr.  Jerry  M.  Shuck  of  the  University  of  New 
Mexico  School  of  Medicine  has  been  named  by 
the  Federal  Drug  Administration  (FDA)  as  one 
of  seven  consultants  on  a national  panel  to  re- 
view the  safety  and  effectiveness  of  non-prescrip- 
tion topical  medications.  These  include  suntan 
lotions,  deep  heat  preparations  and  ointments 
used  on  open  wounds  and  burns. 


* #5  si!  sis  * 

Family  Practice  Center 

Do  you  think  that  doctor’s  housecalls  are  a 
thing  of  the  past?  Not  if  the  University  of  New 
Mexico  School  of  Medicine’s  new  Family  Prac- 
tice Center  gets  started.  Housecalls  would  be  just 
one  of  the  features  of  the  proposed  three-year 
program  which  would  combine  the  best  from  the 
old  general  practitioner  era  with  the  advantages 
of  medical  specialization.  Whether  New  Mexico 
gets  such  a program  is  a decision  which  the  cur- 
rent legislature  must  make. 

The  main  thing  that  makes  the  new  program 
different  from  the  traditional  general  practice  is 
the  added  expertise  gained  by  the  “family  prac- 
titioner” during  three  years  of  post-graduate 
training  in  six  areas.  These  are:  obstetrics  and 
gynecology,  surgery,  internal  medicine,  pediatrics, 
psychiatry,  and  emergency  medicine. 

While  the  nation  at  large  has  something  like 
124  physicians  for  every  100,000  people.  New  Mex- 
ico has  only  94 — some  large  counties  have  no  doc- 
tors at  all.  One  study  showed  that  about  20  per 
cent  of  the  state’s  population  doesn’t  have  any 
physician  in  their  immediate  geographic  area. 

In  such  unpeopled  areas  it  is  not  possible  or 
practical  for  many  specialists  to  practice,  but  the 
physician  who  really  shines  is  the  one  who  can 
go  into  these  communities  and  meet  about  90  per 
cent  of  the  medical  needs  of  the  people. 

The  state  Board  of  Educational  Finance  (BEF) 
has  requested  in  terms  of  capital  outlay  the  build- 
ing of  a separate  facility  to  be  called  the  Family 
Practice  Center.  If  the  BEF  recommendations  are 
approved  by  the  state  legislature,  implementation 
of  this  program  will  begin  immediately. 

Two  grant  proposals  — for  over  $1.5  million 
to  expand  the  teaching  program  and  provide  other 
backup  support  - — are  in  Washington  awaiting 
the  state’s  decision. 

The  AMA  Council  on  Education  recently 
granted  the  medical  school  provisional  accredita- 
tion to  begin  such  a program,  but  if  resources  are 
not  made  available,  this  accreditation  will  be  lost. 
If  the  legislature  approves  the  BEF  recommenda- 
tions, some  residents  should  be  working  in  the 
program  this  summer. 
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University  of  Utah  Medical  Center 

Medical  Center  Researcher 
Wins  Scientific  Fellowship 

An  all-expense  paid  scientific  fellowship  for 
one  year’s  study  at  the  University  of  Wurzburg, 
West  Germany,  has  been  awarded  to  Dr.  Sidney 
Velick,  chairman  of  the  Biochemistry  Department 
at  the  University  of  Utah  Medical  Center.  Dr. 
Velick,  who  specializes  in  the  functions  and  me- 
tabolism of  protein  enzymes,  will  begin  his  re- 
search in  April  on  a special  Alexander  Von  Hum- 
boldt research  grant.  The  fellowships  go  to  senior 
American  researchers  in  biochemistry  who  are 
j selected  by  members  of  the  German  foundation 
for  their  past  work  in  the  field. 

Dr.  Velick  said  he  would  spend  nearly  five 
months  in  Wurzburg,  and  take  the  remaining 
seven  months  at  a later  date.  He  said  he  would 
be  working  in  his  specialty  with  the  director  of 
the  biochemistry  laboratory  at  the  West  German 
university. 

The  department  chairman  has  been  with  the 
University  of  Utah  Medical  Center  since  1964.  He 
came  to  Utah  from  Washington  University  in  St. 
Louis,  Mo.,  where  he  was  a professor  of  biochem- 
istry. 

***** 

Heart  Disease  in  Cattle 
Has  Human  Counterpart 

Research  at  the  University  of  Utah  Medical 
Center  into  a heart  disease  affecting  cattle  which 
graze  at  high  elevations  may  someday  help  sci- 
entists better  understand  related  conditions  in 
human  beings.  The  condition  in  cattle,  termed 
brisket  disease,  is  characterized  by  high  blood 
pressure  in  the  circulatory  system  of  the  animals’ 
lungs.  Also  referred  to  as  pulmonary  hypertension, 
the  condition  eventually  leads  to  heart  failure. 
Brisket  disease  in  cattle  is  known  to  occur  in 
Utah,  Colorado  and  New  Mexico,  and  cattle  graz- 
ing at  high  altitudes  in  other  parts  of  the  world 
can  also  be  affected  by  the  oftentimes  fatal  con- 
dition. 

In  humans,  pulmonary  hypertension  is  prev- 
alent in  patients  with  chronic  heart  and  lung  dis- 
eases, especially  in  places  where  people  dwell  at 
high  elevations.  This  is  true  even  in  Salt  Lake 
City  and  Denver.  It  is  the  relationship  between 
pulmonary  hypertension  and  heart  failure  that 
led  Dr.  Hiroshi  Kuida,  Chief  of  Cardiology,  and 
a team  of  researchers  to  study  the  condition  in 
cattle. 

University  of  Utah  research  into  the  condition 
spearheaded  by  Dr.  Joseph  L.  Thorne  began  in 
1957,  and  within  a short  time  scientists  were  able 
to  positively  determine  that  brisket  disease  was 
caused  by  the  oxygen  shortage  and  the  resultant 
effect  on  the  blood  vessels  in  the  lung. 


Dr.  Kuida  also  said  the  studies  of  brisket  dis- 
ease could  lead  to  better  understanding  of  various 
high  altitude  sicknesses  affecting  man,  such  as 
chronic  mountain  sickness,  acute  mountain  sick- 
ness and  acute  pulmonary  edema  of  high  altitude. 

Chronic  mountain  sickness  refers  to  lung  and 
heart  failure  suffered  by  persons  adapted  to  high 
altitude  living,  while  the  acute  form  occurs  in 
low  altitude  dwellers  traveling  quickly  to  higher 
elevations  without  acclimatizing.  Severe  forms  of 
the  latter  may  lead  to  acute  pulmonary  edema, 
which  can  be  fatal  unless  the  stricken  person  is 
given  oxygen  or  taken  to  a lower  elevation. 


Basic  Human  Anatomy 

Dr.  Charles  E.  Tobin,  Associate  Professor  of 
Anatomy  and  Pediatrics  at  the  University  of 
Colorado  Medical  Center,  has  written  a brief, 
concise  textbook  titled 

BASIC  HUMAN  ANATOMY 

Recently  published  by  McGraw-Hill  Book 
Company,  Inc.  of  New  York  City,  BASIC  HUMAN 
ANATOMY  is  written  for  students  in  the  health 
sciences,  — medicine,  dentistry,  nursing,  physio- 
therapy, and  ancillary  human  health  courses.  Un- 
like the  standard  encyclopedic  texts  which  serve 
primarily  as  reference  books,  this  text  provides 
students  with  a working  knowledge  of  human 
structure  in  a simple,  practical  way.  The  book 
meets  the  needs  of  the  condensed  “core”  course 
and  may  be  used  in  conjunction  with  actual  class 
assignments.  For  a clearer  understanding  of  ter- 
minology, the  author  has  adopted  the  English 
equivalents  for  Latin  or  Greek  words.  Anatomical 
principles  are  illustrated  by  use  of  the  cartoon 
method,  and  most  of  the  figures  are  live  draw- 
ings which  are  clearly  labeled  to  facilitate  easy 
study  and  review.  The  352  page  book  costs  $8.95. 

Dr.  Tobin,  62,  has  been  affiliated  with  the  Uni- 
versity of  Colorado  Medical  Center  since  1968.  He 
has  published  two  other  books  on  human  anat- 
omy. His  book.  Shearer’s  Manual  of  Human  Dis- 
section is  in  its  fifth  edition  from  McGraw-Hill. 


New  Mexico  Obstetrical  Society 
Officers  for  1973 

Terms  of  officers  expire  in  January  of  the 
year  following  and  elections  take  place  at  that 
time.  Each  office  is  held  for  a one  year  term. 

President:  Jack  Eaton,  Albuquerque;  Vice- 
President:  Stephen  M.  Kranz,  Albuquerque;  Sec- 
retary-Treasurer: James  Hutchison,  Albuquerque. 

The  Society  is  open  to  all  interested  physicians 
practicing  in  New  Mexico.  Please  direct  inquiries 
to  Dr.  James  Hutchison,  718  Encino  Place,  N.E., 
Albuquerque,  New  Mexico,  87102. 
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Lovelace  Foundation  for 
Medical  Education  and  Research 

MANAGEMENT  OF  COMMON  PROBLEMS  IN 
OBSTETRICS  AND  GYNECOLOGY 

Lovelace  Center  for  the  Health  Sciences 
Albuquerque,  New  Mexico 
April  27-28,  1973 

Inquiries  regarding  this  course  may  be  directed 
to  the  Office  of  Education  of  the  Lovelace  Foun- 
dation for  Medical  Education  and  Research,  5200 
Gibson  Blvd.,  SE,  Albuquerque,  New  Mexico 
87108. 

Ogden  Surgical  Society 
28TH  ANNUAL  MEETING 
Weber  State  College,  Ogden,  Utah 
May  16-18,  1973 

Institute  for  Sex  Research 
SUMMER  PROGRAM  IN  HUMAN  SEXUALITY 
Indiana  University,  Bloomington,  Indiana 
July  8-19,  1973 

For  information,  write  Institute  for  Sex  Re- 
search, 416  Morrison  Hall,  Indiana  University, 
Bloomington,  Indiana  47401. 

American  Cancer  Society  and 
National  Cancer  Institute 

NATIONAL  CONFERENCE  ON  VIROLOGY 
AND  IMMUNOLOGY  IN  HUMAN  CANCER 

Waldorf-Astoria  Hotel,  New  York,  New  York 
November  29-December  1,  1973 

For  information  write:  Sidney  L.  Arje,  MD, 
National  Conference  on  Virology  and  Immunology 
in  Human  Cancer,  American  Cancer  Society,  Inc., 
219  E.  42nd  St.,  New  York,  New  York  10017. 


Rocky  Mountain  Dermatological  Society  and 
University  of  Colorado  School  of  Medicine 

FIFTH  ASPEN  CONFERENCE 
FOR  DERMATOLOGISTS 

Given  Institute  of  Pathobiology,  Aspen,  Colorado 
August  2-4,  1973 

For  further  information  and  a detailed  pro- 
gram, write:  Office  of  Continuing  Medical  Educa- 
tion, University  of  Colorado  School  of  Medicine, 
4200  E.  Ninth  Avenue,  Denver,  Colorado  80220. 


University  of  Colorado  School  of  Medicine 
19TH  ANNUAL  GENERAL  PRACTICE  REVIEW 
YMCA  Conference  Center,  Estes  Park,  Colorado 
June  11-16,  1973 

9TH  ANNUAL  COURSE  IN 
INTERNAL  MEDICINE 

YMCA  Conference  Center,  Estes  Park,  Colorado 
July  16-20,  1973 

* sH  « * « 

16TH  ANNUAL  COURSE  IN  PEDIATRICS 
The  Given  Institute  of  Pathobiology 
Aspen,  Colorado 
July  29-August  1,  1973 

These  courses  are  approved  for  prescribed 
credit  by  the  American  Academy  of  Family  Prac- 
tice. 

For  detailed  programs  and  further  informa- 
tion, write:  The  Office  of  Continuing  Medical  Ed- 
ucation, University  of  Colorado  School  of  Med- 
icine, 4200  E.  Ninth  Avenue,  Denver,  Colorado 
80220. 


American  Academy  of 
Ophthalmology  and  Otolaryngology 
National  Health  Survey  Data  Available 

The  U.S.  Public  Health  Service  has  just  issued 
Series  11,  No.  122,  Hearing  and  Related  Medical 
Findings  Among  Children.  These  data  come  from 
the  National  Health  Survey,  conducted  with  the 
cooperation  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology.  The  Academy’s 
Subcommittee  on  Hearing  in  Children,  of  the 
Committee  on  Conservation  of  Hearing  (Dr. 
Raymond  E.  Jordan,  Chairman),  served  as  ad- 
visors to  the  survey. 

Full  copies  of  the  survey  report  can  be  ob- 
tained from  the  Public  Health  Service. 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  f 1 Telephone 

Denver  80202  534-8714 
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Colorado 

John  S.  Bouslog,  MD 

Not  only  Colorado,  but 
the  nation,  lost  a giant  of 
medical  organization  when 
John  Bouslog  died  of  can- 
cer on  February  27  in  Den- 
ver’s Saint  Luke’s  Hospital. 

His  record  of  kindly,  char- 
itable leadership  and  worth- 
while enthusiasms  would 
be  hard  to  equal  anywhere 
in  the  United  States. 

Whether  the  job  that  needed  doing  at  the  mo- 
ment was  helping  staff  girls  stuff  envelopes  and 
lick  stamps  for  the  Cancer  Society,  or  to  serve 
as  Chairman  of  the  Board  of  Chancellors  of  the 
American  College  of  Radiology  — it  was  all  the 
same  to  John.  When  he  saw  someone  needing 
help,  he  pitched  in  without  being  asked;  if  asked 
to  accept  a great  chairmanship  or  presidency  he’d 
first  satisfy  himself  that  it  was  something  he  could 
do,  then  he  would  do  it,  and  usually  do  better 
than  the  predecessor. 

When  the  AMA  Public  Relations  Department 
was  searching  the  country  in  1962  for  the  names 
of  those  who  had  been  great  self-starters  in  state 
and  regional  medical  society  projects,  who  did 
they  name  as  the  “Society  Stem-Winder”  from 
the  Rocky  Mountain  West?  John  Bouslog,  of 
course. 

John  Samuel  Bouslog  was  born  in  Logan,  111., 
Oct.  13,  1890,  and  came  to  Colorado  as  a pre- 
medic student  in  Boulder.  He  received  his  Bach- 
elor’s degree  in  1914  and  his  MD  in  1916,  both 
from  the  University  of  Colorado,  and  after  in- 
ternship began  general  practice  in  Boulder.  But 
when  turned  down  by  the  Army  for  World  War  I 
service,  he  moved  to  Denver  and  joined  his  uncle, 
the  late  W.  Walter  Wasson,  MD,  in  the  practice  of 
radiology.  He  retired  from  private  practice  sev- 
eral years  ago,  but  still  gave  half-days  to  the 
American  Medical  Center  just  west  of  Denver, 
and  until  his  final  illness  he  maintained  one  of 
Denver’s  finest  rose  gardens  at  his  East  Denver 
home.  Mrs.  Bouslog  died  eight  years  ago,  and 
their  only  son  had  died  tragically  at  age  10  from 
septicemia  — a puncture  wound  of  the  foot  in  the 
days  before  sulfa  or  antibiotics. 

John  Bouslog  had  been  a brilliant  student.  He 
even  served  as  Acting  State  Chemist  while  a 
sophomore  at  the  University  of  Colorado,  during 
that  state  official’s  absence  for  a summer.  He  was 


brilliant  in  medical  organization,  in  public  rela- 
tions for  medicine,  in  radiologic  diagnosis,  in  all 
forms  of  radiation  therapy,  in  gardening  — bril- 
liant, it  seems,  in  everything  he  attempted  ex- 
cept public  speaking.  John  had  been  a stammerer 
as  a youth,  and  never  thoroughly  overcame  his 
hesitancy  on  a speaking  platform.  But  his  pres- 
idencies of  the  Colorado  Medical  Society,  of  the 
Rocky  Mountain  Radiological  Society,  of  the 
Radiological  Society  of  North  America,  of  the 
American  College  of  Radiology,  of  a dozen  less 
noted  but  valuable  organizations,  his  service  on 
boards  of  directors,  boards  of  trustees,  his  chair- 
manships of  committees  by  the  dozens  — every 
one  was  a success  though  he  would  always  be  the 
last  to  believe  he  had  done  a good  job.  He  would 
always  say,  “I  should  have  done  better.” 

When  the  Colorado  Medical  Society  moved 
into  its  own  home  office  building  at  1809  East 
18th  Avenue  in  Denver,  the  Board  of  Trustees 
named  the  building’s  principal  conference  room 
“The  Bouslog  Room”,  and  unveiled  therein  a fine 
oil  portrait  of  him.  Under  that  portrait  they 
placed  a plaque  which  reads,  in  part: 

“No  commemorative  plaque  could  possibly  list 
John  Bouslog’s  self-sacrificing  services  or  his  ac- 
complishments. . . .”  and  it  then  goes  on  to  list 
“a  few  of  them”  to  a total  of  some  three  dozen. 
He  had  continuous  committee  service  from  1916 
until  his  final  illness.  He  was  the  only  man  to 
serve  twelve  consecutive  years  on  the  Board  of 
Trustees  of  the  Colorado  Medical  Society  and 
seven  of  those  years  as  its  chairman.  He  also 
served  as  Acting  Executive  Secretary,  unpaid, 
during  World  War  H,  while  the  latter  was  on 
military  leave.  He,  with  Dr.  George  R.  Buck  and 
the  late  Dr.  John  W.  Amesse,  founded  Colorado’s 
Blue  Shield  plan  just  before  World  War  II.  As 
President  of  the  Colorado  Medical  Society  for 
its  1947-48  year  he  conceived  the  Code  of  Co- 
operation between  medical  and  hospital  groups 
and  the  news  media,  then  inspired  friends  in  all 
those  fields  to  meet  together  and  bring  it  about 
— ■ an  innovation  later  copied  by  almost  all  state 
medical  societies.  He  was  also  a co-founder  of  the 
United  Public  Health  League,  an  alliance  of  11 
western  states’  medical  societies,  was  a stalwart 
in  the  American  Cancer  Society,  both  in  its  Colo- 
rado Division  and  on  its  national  Board  of  Di- 
rectors. 

John  Bouslog  leaves  no  close  relatives  as  sur- 
vivors, but  a host  of  friends  and  admirers,  and 
to  them  he  leaves  a legacy  of  golden  memories  of 
the  life  of  a truly  great  man.  As  the  Board  of 
Trustees  of  the  Colorado  Medical  Society  stated 
it  in  dedicating  that  Bouslog  Room,  he  was  a 
“Medical  and  Civic  Leader,  Generous  and  Loyal 
Friend,  Wise  Counsellor,  Tireless  Worker  for 
his  Fellow  Man,  a Doctor’s  Doctor.” 

^ * If.  * 
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Paul  R.  Hildebrand,  MD, 

best  known  to  his  col- 
leagues as  one  of  the  most 
active  Presidents  of  Colo- 
rado Medical  Society,  later 
as  Director  then  Coordi- 
nator of  the  Colorado-Wyo- 
ming  Regional  Medical  Pro- 
gram, died  February  18, 

1973  at  Fitzsimons  General 
Hospital.  Born  June  12,  1906,  in  Harrison  County, 
Indiana,  the  son  of  a Methodist  minister,  he 
moved  with  his  parents  to  Michigan  in  his  early 
childhood  and  there  acquired  most  of  his  educa- 
tion. His  MD  Degree  was  awarded  by  the  Uni- 
versity of  Michigan  in  Ann  Arbor,  June,  1930. 
Following  graduation  he  served  an  internship  at 
Colorado  General  Hospital,  Denver,  where  he  met 
and  married  Ann  Howerter,  a nurse,  then  super- 
visor of  surgery  at  that  institution. 

After  a month  of  locum  tenens  in  Haxtun, 
Colorado,  Doctor  Hildebrand  opened  a practice 
in  Brush  where  he  served  the  community  for  over 
thirty-five  years.  His  wife  acted  as  his  office 
nurse,  anesthetist  and  bookkeeper  as  well  as  wife 
and  mother  of  his  children. 

In  Brush  he  was  twice  President  of  the  Cham- 
ber of  Commerce  and  twice  Commander  of  Amer- 
ican Legion  Post  No.  68.  He  was  President  of  the 
Colorado  Chapter  of  the  American  Academy  of 
General  Practice  and  served  as  President  of  the 
Morgan  County  Medical  Society  for  two  terms. 

In  the  Colorado  Medical  Society  he  was  a 
member  of  the  Judicial  Council,  served  on  the 
Council  on  Scientific  Education,  and  served  a term 
as  Speaker  of  the  House.  He  was  President  of 
Colorado  Medical  Society  in  1965-66. 

Doctor  Hildebrand  held  a faculty  appointment 
at  the  University  of  Colorado  School  of  Medicine 
as  Associate  between  1950  and  1967  when  he  was 
advanced  to  Assistant  Professor.  He  was  always 
interested  in  teaching  and  active  in  the  programs 
directed  towards  replenishing  the  nation’s  supply 
of  Family  Practitioners. 

He  had  a keen  interest  in  things  military  and 
was  in  the  Army  Reserve  Corps  from  1934.  He 
was  on  active  duty  as  a Major  in  the  Medical 
Corps  during  World  War  II  between  1942  and 
1946,  serving  in  the  European  Theater  of  Opera- 
tions. Following  the  war,  he  returned  to  medical 
practice  in  Brush;  however,  he  continued  his  mili- 
tary affiliation  by  transferring  to  the  National 
Guard  from  which  he  retired  as  a Colonel  in  1966, 
after  serving  as  Commander  of  the  147th  U.S. 
Army  Hospital  and  as  State  Surgeon. 

On  March  1,  1967,  Doctor  Hildebrand  became 
Director  of  the  Colorado-Wyoming  Regional  Med- 
ical Program  and  undertook  the  task  of  imple- 
menting a program  to  improve  the  diagnosis  and 
treatment  of  heart  disease,  cancer  and  stroke 
throughout  our  two  states.  In  1969  he  became 
Coordinator  of  that  program,  a position  he  held 
until  his  retirement  in  June,  1971. 


He  was  a member  of  the  Masonic  Lodge  in 
Brush  and  the  El  Jebel  Shrine  in  Denver,  and  at- 
tended the  Methodist  Church. 

In  addition  to  his  widow,  he  is  survived  by 
three  sons:  Peter  Hildebrand,  PhD,  serving  the 
U.S.  Department  of  Agriculture  in  Colombia, 
South  America;  Paul  Hildebrand,  DVM,  practic- 
ing veterinary  medicine  in  Canon  City,  Colorado; 
and  Jan  Hildebrand,  MD,  a general  surgeon  also 
in  Canon  City.  There  are  five  grandchildren. 
***** 

Lumir  R,  Safarik,  MD,  of  Denver,  prominent 
in  Internal  Medicine  circles,  died  February  12, 
1973,  following  a long  illness.  Born  in  Schuyler, 
Nebraska,  September  29,  1892,  educated  in  the 
public  schools  of  that  community,  he  acquired  his 
undergraduate  training  and  MD  degree  from  the 
University  of  Nebraska.  Following  an  internship 
at  the  New  York  Hospital  in  1919,  he  set  up  a 
general  practice  in  Haven,  Kansas,  where  he  re- 
mained about  five  years.  In  1925  he  moved  to 
Denver,  establishing  an  office  in  the  Republic 
Building  which  he  occupied  until  his  retirement 
in  November,  1972. 

From  1925  on.  Doctor  Safarik  was  affiliated 
with  the  University  of  Colorado  School  of  Med- 
icine and  at  the  time  of  his  death  was  Assistant 
Clinical  Professor  of  Medicine.  He  was  active  in 
the  Denver  Society  of  Internal  Medicine  from 
1930  on,  serving  as  President  from  1942-1948.  He 
succeeded  in  holding  this  organization  together 
despite  a multitude  of  adversities,  paving  the  way 
for  its  ultimately  becoming  the  Colorado  Society 
of  Internal  Medicine  — a component  of  the  Amer- 
ican Society  of  Internal  Medicine. 

He  became  a member  of  the  American  Col- 
lege of  Physicians  in  1930  and  achieved  Fellowship 
in  1937.  He  was  a member  of  the  Denver  and 
Colorado  Medical  Societies  and  the  AMA.  He  was 
a past-president  of  the  Denver  Medical  Society, 
and  in  1968  was  honored  by  the  Colorado  Medical 
Society  for  fifty  years  of  service  to  the  profes- 
sion. 

Doctor  Safarik  served  on  the  staffs  of  Saint 
Joseph’s,  Saint  Luke’s,  Presbyterian  and  Chil- 
dren’s Hospitals,  and  in  past  years  was  attending 
physician  at  Denver  General  and  Colorado  Gen- 
eral Hospitals.  He  was  a member  of  the  Nu  Sigma 
Nu  professional  medical  fraternity  and  was  an 
Episcopalian. 

He  married  Madge  Dunnell  during  his  intern- 
ship. He  is  survived  by  his  widow,  two  children, 
L.  Robert  Safarik  and  Mrs.  Phyllis  Alexander, 
both  of  Denver,  and  six  grandchildren.  Two  sis- 
ters, Mrs.  Vilma  Kadlecek  and  Miss  Ilda  Safarik 
live  in  Greeley,  Colorado. 

***** 
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Donald  E.  Newland,  MD,  of  Denver,  died  Feb- 
ruary 20  after  a prolonged  illness.  He  was  67 
years  of  age,  having  been  born  in  Drakesville, 
Iowa,  December  7,  1905.  He  received  his  prelim- 
inary education  in  that  city,  then  attended  the 
University  of  Iowa  for  his  pre-medical  and  med- 
ical training.  He  received  his  Doctor  of  Medicine 
Degree  from  the  University  of  Iowa  in  1930  and 
came  to  Colorado  for  an  internship  at  Denver 
General  Hospital.  Following  this,  he  set  up  a 
family  practice  in  Oak  Creek,  Colorado,  where 
he  remained  until  1936.  He  then  enrolled  in  the 
University  of  Pennsylvania  Graduate  School  for 
special  training  in  Urology.  He  was  awarded  a 
Master’s  Degree  in  Medical  Science  (Urology) 
from  that  institution  in  1938  and  returned  to  Den- 
ver to  set  up  a practice  in  his  newly  acquired 
specialty.  He  became  a diplomate  of  the  Amer- 
ican Board  of  Urology  in  1942. 

Doctor  Newland  held  the  rank  of  Associate 
Clinical  Professor  at  the  University  of  Colorado 
School  of  Medicine,  and  prior  to  the  recruitment 
of  full-time  faculty  in  the  Division  of  Urology 
was  head  of  that  Service  at  Colorado  General 
Hospital.  He  remained  as  Chief  of  the  Urological 
Service  at  Denver  General  until  shortly  before 
his  death.  He  belonged  to  the  Associate  Staffs  of 
Saint  Joseph’s  and  Presbyterian  Hospitals  and 
Active  Staffs  of  Saint  Luke’s,  Saint  Anthony’s, 
and  Children’s  Hospitals. 

He  was  a member  of  the  Denver  and  Colorado 
Medical  Societies,  the  American  Medical  Associa- 
tion and  the  south-central  section  of  the  Amer- 
ican Urology  Association.  He  belonged  to  the 
Alpha  Kappa  Kappa  medical  fraternity.  He  was 
a member  of  the  Denver  Athletic  Club,  Denver 
Executive  Club  and  the  Roundup  Riders  of  the 
Rockies.  He  attended  the  Park  Hill  United  Meth- 
odist Church. 

During  the  war,  he  served  with  the  Army 
from  1942  to  1946. 

Doctor  Newland  married  Mary  H.  Tucker  of 
Washington,  Iowa  in  1930.  She  survives  him  as 
do  two  daughters,  Mrs.  Jean  Robertson,  Wies- 
baden, Germany;  and  Mrs.  Nancy  Lawrence, 
Dallas,  Texas;  and  four  grandchildren.  Also  sur- 


viving are  five  sisters,  Mrs.  Maxine  Pederson, 
Fort  Collins,  Colorado;  Mrs.  Marjorie  Mclntire, 
Norfolk,  Virginia;  Mrs.  Dorthea  Harwood,  Clear 
Lake,  Iowa;  Mrs.  Margaret  Van  Zetten,  Agency, 
Iowa;  and  Miss  Thelma  Newland,  Portland,  Ore- 
gon. 


Nevada 

B.  A.  Winne,  MD,  of  Bishop,  California  died 
January,  1973.  Doctor  Winne  served  as  Adminis- 
tration Officer  for  the  Medical  Service  of  the 
Nevada  Indian  Agency  at  Schurz  from  1950  until 
1957  when  he  became  Director  of  Preventive  Med- 
icine for  the  Division  of  Health.  He  was  an  Active 
member  of  the  Nevada  State  Medical  Association 
from  1957  until  he  retired  in  1966  and  was  granted 
Life  membership. 

* >f:  SN  sjc  * 

Earl  N.  Hillstrom,  MD,  of  Chino,  California, 
died  February  12,  1973  at  the  age  of  60.  He  had 
served  as  Nevada  State  Medical  Association  Dele- 
gate to  the  American  Medical  Association.  A Dip- 
lomate of  the  American  Board  of  Surgery,  Doctor 
Hillstrom  practiced  in  Reno  from  1950  until  1957 
when  he  became  Medical  Advisor  to  CARE,  Inc. 
and  Chief  of  that  agency’s  CARE-MEDICO  pro- 
gram. In  his  years  with  CARE,  Doctor  Hillstrom 
traveled  worldwide  providing  consultative  and 
advisory  services  on  health  matters,  medical  logis- 
tics and  teaching  in  underdeveloped  areas  of 
many  countries.  His  involvement  carried  him  not 
only  into  Viet  Nam,  Malaysia,  Afghanistan  and 
Pakistan,  but  also  into  countries  in  the  eastern 
Mediterranean  and  of  the  Carribean  and  Central 
America. 

***** 

Daniel  J.  Hurley,  MD,  died  February  14,  1973. 
He  had  served  as  President  of  the  Nevada  State 
Medical  Association  for  two  terms,  in  1942  and 
1944.  He  became  State  Health  Officer  in  1948  and 
head  of  the  Division  of  Health  in  1964.  He  retired 
from  the  Bureau  of  Maternal  and  Child  Health 
and  Crippled  Children  in  1967  after  39  years  in 
public  health  service.  Doctor  Hurley  had  been 
living  in  Las  Vegas  at  the  time  of  his  death. 


PICKER  Medical  Products 

3890  ELM  STREET  — TEL. 

388-5731  — DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 

2236  Clenwood  Circle,  635-8768 

Medical  X-Ray  Equipment 

Saif*  Lake  City,  Utah 

Accessories  & Film 

21  Kensington  Street,  487-7519 

Nuclear  Equipment 

Albuquerque,  New  Mexico 

113  Sierra  Dr.,  S.E.,  255-1288 
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Now-there’s  a Jobst 
Service  Center  in  your  area 


Jobst 


We  have  opened  this  Service  Center  to  make  it  easier  for  your 
patients  to  be  measured  and  fitted  with  the  JOBST  supports. 

Our  Service  Center  is  staffed  with  experts  who  will  measure 
and  fit  your  patients  only  on  your  prescription.  (There  is  no 
charge  for  this  service.)  The  exacting  measurements  will  be 
engineered  to  provide  the  correct  counterpressures  required 
for  each  patient  and  his  specific  condition.  Each  support  is 
completely  guaranteed  for  results,  material  and  workmanship. 

To  maintain  the  personal  care  and  manufacturing  precision 
that  become  a part  of  each  JOBST  support,  we  supply  the 
physician  and  his  patient  on  a direct  basis.  This  JOBST 
standard  of  excellence  and  service  is  provided  through 
our  Service  Centers,  now  located  in  major  cities. 

For  further  details  and  JOBST  prescription  order  forms, 
phone  or  drop  us  a card.  © jobst  1968 


Suite  600,  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
Phone  (303)  572-3989 
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IMPORTANT  NOTICE!! 

THE  COLORADO  MEDICAL  SOCIETY  AND 
THE  EDITORIAL  OFFICES  OF  THE 

ROCKY  MOUNTAIN  MEDICAL  JOURNAL 

HAVE  MOVED 

OUR  NEW  ADDRESS  IS 

1601  E.  19Th  AVENUE 

DENVER,  COLORADO  80218 


Our  New  Phone  Number  is  (303)  534-8580 


CENTRALLY  LOCATED 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Build- 
ing is  the  best-known  Medical- 
Dental  Center  in  the  Rocky 
Mountain  West,  complete  with 
24-hour  operation,  X-ray;  patho- 
logical and  dental  laboratories, 
pharmacy,  drug  and  supply 
stores. 

With  the  completion  of  the 
new  500-car,  self-service  parking 
facility,  the  Republic  Building — 
designed  and  operated  for  the 
medical  and  dental  professions — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for 
illustrated  brochure. 


306  REPUBLIC  BUILDING,  DENVER.  COLORADO  80202 
PHONE  S34-527I 


REPUBLIC  BUILDING  CORPORATION 
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LIFE  IS  WORTH  LIVING ...  Porsche  and  Audi  make  it  ail  happen! 


Colorado  is  the  place  to  put  it  all  together ...  to  live  life  to  its  fullest  and  to  enjoy  a Porsche  or  an  Audi 
to  its  fullest!  “Bob"  Hagestad  Porsche-Audi  in  the  Denver  metropolitan  area  is  headquarters  for  Porsche 
and  Audi  sales  and  service.  Drop  by  and  test  drive  one  of  these  two  fine  automobiles  today! 


BOB  HAGESTAD 

9201  W.  COLFAX  • 238-8101 

DENVER  / LAKEWOOD,  COLORADO 


A COMPLETI  MEDICAL  PLAZA 

( Lake  wood) 

WEST  ALAMEDA  MEDICAL  PLAZA 

6900  West  Alomedo  Avenue 

(East  and  Next  to  Villa  Italia  Shopping  Center) 

75%  Full  — 10.000  Sq.  Ft.  Remaining 

Already  Available;  An  Independent  Physical  Therapy  Department 
Colorado  Pathologist  Regional  Laboratory 
Radiologist,  Pharmacy,  and  other  Specialties 

Work  DirecHy  witli  Owner  ond  Oesigin  Your  Own  Suite 

Call  Anytime:  Jack  J.  Mowder,  Owner-Manager,  922-3525  or  986-6683 
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Colorado  Medical  Society 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

President:  William  A.  H.  Rettberg,  Denver. 

President-elect:  Kenneth  A.  Kahn,  Boulder. 

Vice  President:  Richard  L.  Davis,  La  Junta. 

Treasurer:  Dwight  C.  Dawson,  Colorado  Springs. 

Constitutional  Secretary:  Stanley  J.  Sontag,  Lakewood. 
Delegates  to  the  A.M.A.:  Gatewood  C.  Milligan,  Englewood, 
Dec.  31,  1973;  Robert  E.  McCurdy,  Denver,  Dec.  31,  1973;  Ray 
G.  Witham,  Craig,  Dec.  31,  1974. 

Alternate  Delegates  to  the  A.M.A.:  R.  Neil  Chisholm,  Denver, 
Dec.  31,  1973;  William  Y.  Takahashi,  Boulder,  Dec.  31,  1973; 
John  M.  Wood,  Englewood,  Dec.  31,  1974. 

Speaker,  House  of  Delegates:  Joseph  S.  Pollard,  Jr.,  Colorado 
Springs. 

Vice  Speaker,  House  of  Delegates:  Joseph  L.  Kovarik,  Denver. 
Foundation  Advocate:  Charles  B.  Kingry,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal;  Carl  H.  McLauthlin, 
Denver. 

Scientific  Editor  Emeritus,  Rocky  Mountain  Medical  Journal: 
Douglas  W.  Macomber,  Denver. 

Executive  Director;  Mr.  Donald  G.  Derry,  1601  E.  19th  Ave., 
Denver  80218.  Telephone  (303  ) 534-8580. 


Montana  Medical  Association 

OFFICERS— 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Meeting  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Meeting. 

President:  Hollis  K.  Lefever,  Lewistown. 

President-elect:  John  R.  Burgess,  Jr.,  Helena. 

Vice  President:  John  R.  Halseth,  Great  Falls. 
Secretary-Treasurer:  Robert  P.  Yost.  Missoula. 

Assistant  Secretary-Treasurer:  David  Gregory,  Glasgow. 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Alternate  Delegate  to  the  A.M.A.:  Mark  B.  Listerud,  Wolf 
Point. 

Executive  Committee:  Hollis  K.  Lefever,  Lewistown;  John  R. 
Burgess,  Jr.,  Helena;  John  R.  Halseth,  Great  Falls;  Robert  P. 
Yost,  Missoula;  David  Gregory,  Glasgow;  Herbert  T.  Cara- 
way, Billings;  Mark  B.  Listerud,  Wolf  Point;  John  Pfaff,  Jr., 
Great  Falls;  Edward  L.  King,  Manhattan. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical 
Journal;  Gerald  A.  Diettert,  Missoula. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  L. 
Russell  Hegland,  Helena. 

Executive  Secretary:  Mr.  L.  Russell  Hegland,  2021  11th  Ave- 
nue, Suite  12,  Helena,  Montana  59601.  Telephone  (406  ) 443-4000. 


Nevada  State  Medical  Association 

OFFICERS- — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

President:  John  P.  Sande,  Reno. 

President-elect:  Thomas  K.  Hood,  Elko. 

Secretary-Treasurer:  John  W.  Callister,  Reno. 

Immediate  Past  President:  William  D.  O’Gorman,  Las  Vegas, 
Delegate  to  A.M.A.:  Hugh  C.  FoUmer,  Las  Vegas. 

Alternate  Delegate  to  A.M.A.:  G.  Norman  Christensen,  East 
Ely. 

Scientific  Editor  for  Nevada,  Rooky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Med- 
ical Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Nelson 
B.  Neff,  Reno. 

Executive  Director:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno  89502.  Telephone  (702)  825-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 

expires  at  the  1973  Annual  Session. 

President:  Don  R.  Clark,  Roswell. 

President-Elect:  Armin  T.  Keil,  Raton. 

Vice  President:  U.  G.  Hodgln,  Albuquerque. 
Secretary-Treasurer;  Ronald  V.  Dorn,  Albuquerque. 

Immediate  Past  President:  Vaun  T.  Floyd,  Albuquerque. 
Speaker,  House  of  Delegates;  W.  J.  Hossley,  Demlng. 

Vice  Speaker,  House  of  Delegates:  Rex  G.  Quigley,  Hobbs. 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis. 

Alternate  Delegate  to  A.M.A.:  Emmit  M.  Jennings.  Roswell. 
Councilors  for  Three  Years:  Samuel  E.  Neff,  Clovis,  District 
IV;  Walter  J.  Hopkins,  Lovington,  District  V;  Jack  L.  Coats, 
Farmington,  District  VH. 

Councilors  for  Two  Years:  Adrian  H.  Bodelson,  Santa  Fe, 
District  H;  John  J.  Smoker,  Raton,  District  I. 

Councilors  for  One  Year;  William  C.  Gorman,  Albuquerque, 
District  HI;  John  M.  McGuire,  Alamogordo,  District  VI. 

Scientific  Editor  for  New  Mexico,  Rooky  Mountain  Medical 

Journal:  Marcus  J.  Smith,  Santa  Fe. 

Assistant  Scientific  Editor  for  New  Mexico,  Rocky  Mountain 
Medical  Journal:  William  S.  Curran,  Albuquerque. 

Associate  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Mr.  Ralph  R.  Marshall,  Albuquerque. 

Executive  Director;  Mr.  Ralph  R.  Marshall,  3010  Monte  Vista 

Boulevard  NE,  Albuquerque  87106.  Telephone  (505)  265-8494. 

Assistant  Executive  Director:  Mr.  Thomas  A.  Bodnar,  Albu- 
querque. 


Utah  State  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Session. 

President:  William  R.  Christensen,  Granger. 

President-elect:  J.  Louis  Schricker,  Jr.,  Salt  Lake  City. 

Past  President:  Merrill  C.  Daines,  Logan. 

Honorary  President:  Stanley  M.  Clark,  Provo. 

Secretary:  Howard  G.  McQuarrie,  Salt  Lake  City. 

Treasurer:  Scott  M.  Smith,  Salt  Lake  City. 

Delegate  to  A.M.A.;  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Alan  R.  Nelson,  Salt  Lake  City. 
Speaker,  House  of  Delegates:  William  Knox  Fitzpatrick,  Salt 
Lake  City. 

Vice  Speaker,  House  of  Delegates:  John  W.  Emmett,  Logan. 
Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  Mr.  Hoyt 
W.  Brewster,  Salt  Lake  City. 

Executive  Director:  Mr.  Hoyt  W.  Brewster,  42  South  Fifth  East 
Street.  Salt  Lake  City  84102.  Telephone  (801)  355-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1973 — Terms  of  Officers  and  Committeemen  ex- 
pire December  31,  1973.  Terms  of  office  (with  the  exception 
of  Delegate  and  Alternate  Delegate  to  AMA)  expire  at  the 
end  of  the  calendar  year  rather  than  at  the  Annual  Session. 
President:  Donald  F.  Mahnke,  Casper. 

President-elect:  Paul  R.  Yedinak,  Rock  Springs. 

Vice  President:  Donald  B.  Hunton,  Cheyenne. 

Secretary:  Patrick  D.  Nolan,  Buffalo. 

Treasurer;  Goode  R.  Cheatham,  Jr.,  Casper. 

Delegate  to  A.M.A.:  Fenworth  M.  Downing,  Sheridan. 
Alternate  Delegate  to  A.M.A.:  John  J.  Corbett,  Casper. 
Speaker  of  the  House:  Theodore  L.  Johnston,  Cheyenne. 

Vice  Speaker  of  the  House:  David  F.  Cook,  Jackson. 
Immediate  Past  President:  William  G.  Erickson,  Lander. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Mr.  Robert  Smith,  Cheyenne. 

Executive  Secretary:  Mr,  Robert  Smith,  P.O.  Box  1387, 
Cheyenne,  Wyoming  82001.  Telephone  (307)  634-7305. 
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WANT  ADS 


CHOICE  LAKEWOOD,  COLORADO  LOCATION  for  medical 
and  dental  offices.  Completed  by  February  1973.  Call  (303) 
455-7545.  1172-6-TFB 


PHYSICIAN  EDUCATION  PROGRAM  IN  FAMILY  PLAN- 
NING at  UCLA.  Sponsored  by  the  American  College  of 
Obstetrics  and  Gynecology.  Approved  for  credit  by  the  Amer- 
ican Academy  of  (Gleneral  Practice.  Six  (6)  courses  for  six  (6) 
physicians  each  from  January  through  June  1973.  Seven-day 
individualized  program  with  a “core”  curriculum  and  elective 
courses.  Didactic,  clinical,  surgical,  and  community  experience 
in  family  planning.  For  more  information  contact  Irvin  M. 
Cushner,  MD,  OB-GYN  Department,  UCLA,  Center  for  Health 
Sciences,  Los  Angeles,  California  90024.  Telephone:  (213) 
825-1046.  273-1-4B 


DUKE  MEDICAL  STUDENT  with  one  year  basic  science,  one 
year  clinical  experience,  desires  to  work  and  learn  with 
general  practitioner  or  group.  Available  between  April  and 
September  1973.  Please  write:  R.  Zaino,  Box  2893,  Duke  Hos- 
pital, Durham,  North  Carolina  27706.  273-2-3B 


GENERAL  PRACTITIONERS  NEEDED  for  solo  or  group 
practice  opportunities  in  9,000  population  community  in  the 
center  of  the  Great  Lakes  of  Nebraska,  with  new  hospital 
under  construction.  Present  hospital  staff  includes  eight  gen- 
eral practitioners  one  general  surgeon,  two  orthopedic  sur- 
geons, two  pathologists,  one  radiologist,  one  urologist,  and  one 
cardiologist.  Contact  Medical  Recruitment  Council,  Box  337, 
McCook,  Nebraska  69001,  (308  ) 345-3200.  273-3-3B 


MEDICAL  DIRECTOR,  Director  of  Medical  Education,  age 
41,  board  certified  ENT,  completing  M.S.  in  health  admin- 
istration University  of  Colorado  Medical  Center,  seeks  200- 
500  bed  progressive  hospital  in  future  oriented  community 
in  west,  southwest  or  Rocky  Mountain  states.  Write  Doctor, 
6424  East  Mississippi,  Denver,  Colorado  80222.  373-6-3 


OCCUPATIONAL  PHYSICIAN  — Reside  in  Las  Vegas;  40- 
hour  week;  competitive  starting  salary;  office  space  and 
all  equipment  supplied  by  employer;  laboratory  and  x-ray 
facilities  available.  Will  join  a staff  of  five  physicians  in 
providing  emergency  treatment  of  illness  and  injuries  and 
overseeing  health  of  employees  at  the  Nevada  Test  Site. 
Liberal  fringe  benefits  including  insurance,  retirement  plan, 
vacations,  sick  leave,  advancement  opportunities,  interview 
and  relocation  allowance;  must  be  a U.S.  citizen  and  must 
become  licensed  in  Nevada.  Replies  held  strictly  confiden- 
tial. Send  resume  to:  L.  W.  Bennett,  Reynolds  Electrical  and 
Engineering  Co.,  Inc.,  P.O.  Box  14400,  Las  Vegas,  Nevada 
89114.  Equal  Opportunity  employer  — M/F.  373-5-3B 


SURGEON,  NEUROLOGIST,  ORTHOPEDIST,  PEDIATRI- 
CIAN, ALLERGIST,  CARDIOLOGIST,  and  PSYCHIATRIST 
needed  in  new  multispecialty  building  near  completion  im- 
mediately adjacent  to  the  new  St.  Anthony’s  North  Satellite 
Hospital.  Occupancy,  July,  1973.  This  is  a burgeoning  new 
practice  opportunity.  James  W.  Langley,  M.D.,  940  Oak 

Place,  Denver  80229.  (303)  287-5551.  373-2-4B 


FOR  SALE:  Reconditioned  Sanborn  51  EKG  in  excellent  op- 
erating condition.  $200.  Harry  V.  Unfug,  M.D.,  P.C.,  210  W. 
Magnolia,  Fort  Collins,  Colorado  80521.  473-3-2 


WANTED:  GP  for  Holyoke  and  Phillips  County,  in  NE  Colo- 
rado. Community  has  24-bed  hospital.  Recently  completed 
Medical  Clinic  completely  furnished  with  most  modem  equip- 
ment, rent  free  and  ready  for  immediate  occupancy.  Contact 
Mr.  Jerry  L.  Slagle,  P.O.  Box  357,  Holyoke,  Colorado  80734; 
telephone  (303)  854-2297.  473-4-3B 
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CONDOMINIUM  FOR  RENT — Powderridge  at  Breckenridge. 

Near  Tiger  Run  Ski  Slope.  3 bedroom,  new,  sleeps  eight. 
Inside  parking  — sauna  — steam  room.  Rent  for  V2  price 
direct  from  owner.  Call  (303)  798-0849  or  322-6964.  373-8-2B 


SUBSTANTIAL  GUARANTEE  PLUS  RELOCATION  EX- 
PENSE; General  practitioner,  OB  GYN,  Internist.  Write  or 
call  collect  (406)  563-5262,  Administrator,  Community  Hospital 
of  Anaconda,  600  Oak  Street,  Anaconda,  Montana  59711. 

373-I2-3B 


INTERNIST  with  nephrology  subspecialty,  32,  military  serv- 
ice completed,  seeks  practice  opportunity  in  Midwest  or 
mountain  states.  Box  373-10-3B,  Rocky  Mountain  Medical 
Journal,  1601  E.  19th  Ave.,  Denver  80218.  373-10-3B 


200-BED  HOSPITAL  needs  third  Emergency  Department  phy- 
sician. City  of  80,000  close  to  Yellowstone  Park.  Guaranteed 
minimum.  Contact  Charles  A.  Kaczmarek,  Administrator, 
St.  Vincent’s  Hospital,  Box  2505,  Billings,  Montana  59103. 
Telephone  (406  ) 262-2121.  373-7-2B 


OTOLARYNGOLOGIST  WANTED  — Certified  or  eUgible, 
solo  practice  in  Clovis,  New  Mexico.  Population  30,000  with 
additional  40,000  drawing  area,  completely  unopposed,  ac- 
credited hospital,  excellent  living  conditions,  schools, 
churches,  present  ENT  must  retire  because  of  age  and  over- 
work. Potential  gross  first  year  $80-100,000.  Write  or  call 
J.  H.  Cameron,  M.D.,  2900  Main,  Clovis,  N.  M.  88101,  (505) 
762-2341  or  Lyn  Abshere,  M.D.,  (505)  762-4455.  373-4-3 


WANTED:  Chief  of  Medicine  to  direct  active  service  in 
GM&S  Hospital.  Located  in  picturesque  southeastern  Mon- 
tana city  of  9,000.  Great  four  season  outdoor  area  for  all 
sports.  Relocation  allowance.  Housing  on  grounds  available. 
Salary  dependent  on  training.  Non-discrimination  in  employ- 
ment. Write  Chief  of  Staff,  VA  Hospital,  Miles  City,  Montana 
59301.  473-1-2B 


UROLOGIST — 4 years  solo.  Relocating  to  avoid  cross-town 
busing.  Boards  in  progress.  Desire  area  of  demo  need.  Wish 
solo,  partnership  or  associate.  No  groups  or  clinics.  Reply  to 
Box  473-2-2B,  Rocky  Mountain  Medical  Journal,  1601  E.  19th 
Avenue,  Denver,  Colorado  80218.  473-2-2B 
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PRINTING . . . 

NEWSPAPERS  • MAGAZINES 
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maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
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In  business  since  1906. 
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ttakthe 

iGercimiit 

0 hyperacpy, 
ypermotdity  and 

idcerpam. 


Eiro-Banthine 

ropantheline  bronude 

Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure — all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine"insulat©s"the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract  — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 
provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 


By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Pro-Baathme  is  effective  as  adjunc- 
tive therapy  in.  the  treatment  of  peptic  ulcer. 
Dosage  must  be  adjusted  to  the  individual. 
Contraindications;  Glaucoma,  obstructive  dis- 
ease of  the  gastrointestinal  tract,  obstructive 
uropathy,  intestinal  atony,  toxic  megacolon, 
hiatal  hernia  associated  with  reflex  esophagitis 
or  unstable  cardiovascular  adjustment  m acute 
hemorrhage. 

Warnings;  Patients  with  severe  cardiac  disease 
should  be  given  this  medication  with  caution. 
Fever  and  possibly  heat  stroke  may  occur  due 
to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with 
possible  loss  of  voluntary  muscle  control.  For 
such  patients  prompt  and  continuing  artificial 
respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indi- 
cate obstruction,  and  this  possibilitv  should  be 
considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 


with  prostatic  hypertrophy,  such  patients  should 
be  advised  to  micturate  at  the  time  of  taking 
the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying 
of  salivary  secretions  may  occur  as  well  as 
mydriasis  and  blurred  vision.  In  addition  the 
following  adverse  reactions  have  been  re- 
ported; nervousness,  drowsiness,  dizziness,  in- 
somnia, headache,  loss  of  the  sense  of  taste, 
nausea,  vomiting,  constipation,  impotence  and 
allergic  dermatitis. 

Dosage  and  Administration:  The  recommended 
daily  dosage  for  adult  oral  therapy  is  one  15- 
mg.  tablet  with  meals  and  two  at  bedtime.  Sub- 
sequent adjustment  to  the  patient’s  require- 
ments and  tolerance  must  be  made. 

How  Supplied:  Pro-Banthine  is  supplied  as  tab- 
lets of  15  and  7.5  mg.,  as  prolonged-acting  tab- 
lets of  30  mg.  and,  for  parenteral  use.  as 
serum-type  vials  of  30  mg. 


SEARLE  & CO 
San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to;  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 
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MINOCIN'made  the  difference  in  just  eight  days*. 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  1 02°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 100  mg:  200  mg  stat,  100  mg  every  12  . 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71. 

Concomitant  therapy:  None.^ 


Semisynthetic 

MINOQhr 

MINOCYCUNE  HQ 

Capsules,  100  mg:  2 stat,  1 q 12  h. 


Minocycline  is  a tetracycline  with  activity  against  a wide 
range  of  gram-negative  and  gram-positive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycMne._^ 
Warnings:  The  use  of  tetracyclines  during  tooth  dev*elopr6ent 
(last  half  of  pregnancy,  infancy  and  childhoad  to^tfie  age  of  8 
years)  may  cause  permanent  discolorationeof“ttie''Tee1:h -(yel- 
low-gray-brown). This  is  more  common  during  long-'term  use 
but  has  been  observed  following  repeated  short-term  coijfses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines,' 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated.  In 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and,  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines. Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOGIN  Minocycline  HCI.  In  patients  with  significantly  im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  To  azotemia,  hyper- 
phosphatemia, and  acidosis.  Pregnancy:  in  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  in  fetal  (issues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  in  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established. 
Newborns,  infants  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue.  Pre- 
matures, given  oral  doses  of  25  mg. /kg.  every  6 hours,  dem- 
onstrated a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk 
of  lactating  women  who  are  taking  a drug  of  this  class.  Safe 


use  has  not  beem.established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsulceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
»5Cpropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkheld  examination  should  be  done 
tietohe  treatment  is  started  and  blood  serology  repeated 
- monthly,  for- at  least  four  months.  Patients  on  anticoagulant 
^ therapy  may -require  downward  adjustneent  of  such  dosage. 

= Test  for  organ  system  dysfunction  (e.g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group-A  beta  hemo- 
lytic streptococcal  infections  .for  at  least  10  days.  Avoid  giv- 
ing tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  incloding 
MINOCIN)  GI;  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  _monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopap’ular  and 
erythematous  rashes.  Exfoliative^  dermatitis  (uncommon). 
Photosensitivity  is  discussed  abbve  ("Warnings »).  Renal, 
toxicity:  rise  in  BUN,  dose-related  (see  "Warnings"), .Hyper- 
sensitivity  reactions:  urticaria,  angioneurotic  edenTa,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in. high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands;  no  abnormalities  of  thyroid  func-  ■ 
tion  studies  are  known  to  occur.  In  young  infants,  bulging  • 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age, disappearing  rapidly  when  drug  was  discontinued.  ■ 
Blood:  hemolytic-  anemia,  thrombocytopenia,  neutropenia, 
eosinophilia. 

NOTE:  Coneomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that'MINOCIN  is  not  notably  influenced  byfoods  and  dairy 
products. 


^Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphyiococcal  infection. 
tCase  Report.  Clinical  Investigation  Department,  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  ■ 
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medication  for  sleep 


be  expected 
provide?^^ 


Before  prescribing  Dalmane  (flurazepam  recommended.  of  age.Though  physical  and  psycholog 

HCI),  please  consult  Complete  Product  Contraindications:  Known  hypersensi-  dependence  have  not  been  reported  o 

Information,  a summary  of  which  follows:  tivity  to  flurazepam  HCI.  recommended  doses,  use  caution  in  ac 

Indications:  Effective  in  alttypesof  insom-  Warnings:  Caution  patients  about  pos-  ministering  to  addiction-prone  individ 

nia  characterized  by  difficulty  in  falling  sible  combined  effectsd/vith  alcohol  and  those  who  might  increase  dosage, 

asleep,  frequent  nocturnal  awakenings  other  CNS  depressants.  Caution  against  Precautions:  In  elderly  and  debilitatec 

and/or  early  morning  awakening;  in  hazardous  occupations  requiring  com-  initial  dosage  should  be  limited  to  15  n 

' patients  with  recurring  insomnia  or  poor  plete  mental  alertness  {e  g . operating  to  preclude  oversedation,  dizziness  an 

.sleeping  habits;  and  in  acute  or  chronic  machinery,  driving).  Use  in  women  who  or  ataxia.  If  combined  with  otherdrug: 

medical  situations  requiring  restful  are  or  may  become  pregnant  only  when  having  hypnotic  or  CNS-depressant 

sleep.  Since  iihsomnia  is  often  transient  potential  benefits  have  been  weighed  effects, canstder  potentialadditiveeffe 

-arid  intermittent,  prolonged  administra-  against  possible  hazards.  Not  recom-  Employ  usual  precautions  in  patients 

tion  is  generally  not  necessary  or  mended  for  use  in  persons  under  15  years  who  are  severely  depressed,  or  with 


for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane.  Insomnia  patients  given  one  30-mg  capsule  of  Dal  mane 
at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for?  to  8 hours/ 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency 

Dalmane  (flurazepam  HCl)  has  been  shown  to  be  consistently  effective  even 
during  consecutive  nights  of  administration. Thus  there  is  little  likelihood  for 
the  need  to  increase  dosage  to  maintain  therapeutic  effect. 

Dalmane  is  in  a class  by  itself.  Not  a narcotic,  barbiturate  or  methaqualone, 
Dalmane  is  the  only  available  benzodiazepine  specifically  indicated  for  insomnia. 


with  relative  safety 

Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane 
(flurazepam  HCl);  no  depression  of  cardiac  or  respiratory  function  was  noted  in 
patients  administered  recommended  or  higher  doses  for  as  long  as  90  consecu- 
tive nights.  In  most  instances  when  adverse  reactions  were  reported  they  were 
mild,  infrequent  and  seldom  required  discontinuance  of  therapy.  Morning 
“hang-over”  with  Dalmane  has  been  relatively  infrequent.  Dizziness,  drowsi- 
ness, lightheadedness  and  the  like  have  been  the  side  effects  noted  most 
frequently,  particularly  in  the  elderly  and  debilitated.  (An  initial  dose  of 
Dalmane  15  mg  should  be  prescribed  for  these  patients.) 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep  medication, 
consider  Dalmane~a  single  entity  agent  proved  effective  and  relatively  safe 
forrelief  of  insomnia. 


When  restful  sleep  is  indicated 

OneSOmg  capsule  usual  adult  dosage 

(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s,— initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Rocht  Inc. 
Nutley,  New  Jersey  07110 


nt  depression  or  suicidal  tandencr®*. 
ifdifc  blood  eounts  and  liver  and  Wd- 
Ittflctioo  tests  are  advised  dyring 

atedi  therapy  Observe  usual  precau- 
♦ in  presence  rf  impaired  renal  or 
stietunetlon. 

ifse  Rsaelioni;  Dtiiinass,  drawsi- 
t.  tliht'headednes*,  «taii®rtng,  ataxia 
fal'limg  'have  occurred,  particyl'arly 
Merif  or  debtlltatod  patients.  Bmem 
wiien,  lethariy,  dlsorlentatien  and 
ill.  prsbably  Indfcativ#  'Of'  drug  loteter- 
terwerdos*!*.-  have  6«e«  repertedu 


Also  reported  were  headache,  heart- 

burn,  upset  stomach,  ntysea,  vom^iting, 
diarrhea,  constfpiitlo'ift,  ^1  pain,  nervous- 
nes*,  tattetlveness.  apprehension.  If  ri- 
tabliity,  •mmknms,  pafpitatlena.  chest 
pains,  body  and  joint  pains  and  QU  com- 
ptemis  There  have  also  been  rare  occur- 
rences of  sweating  flushes,  difficulty  tn 
focusing,  blurred  vision  burningeyes. 
famtness  hypotension,  shortness  of 
breath.  prurrtu'S.  sktn  rash,  dry  mouth 
bitter  taste, excessivesalivation,  anorexia, 
eupfiorra,  depressioni.  slurred  speech. 


confusion,  restlessness,  hallucinations, 
and  elevated  SCOT,  SGPT.  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e g . excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage;  Individualize  for  maximum  bene- 
ficial effect  Adults-  30  mg  usual  dosage: 
15  mg  may  suffice  m some  patients. 
Stderfy  or  cf0Mttated pattsnts  15  mg 
inrtially  until  response  is  determined. 
Supplied;  Capsules  coritatmog  15  mg  or 
30  mg Hurazepam  HCl. 
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We  have  opened  this  Service  Center  to  make  it  easier  for  your 
patients  to  be  measured  and  fitted  with  the  JOBST  supports. 

Our  Service  Center  is  staffed  with  experts  who  will  measure 
and  fit  your  patients  only  on  your  prescription.  (There  is  no 
charge  for  this  service.)  The  exacting  measurements  will  be 
engineered  to  provide  the  correct  counterpressures  required 
for  each  patient  and  his  specific  condition.  Each  support  is 
completely  guaranteed  for  results,  material  and  workmanship. 
To  maintain  the  personal  care  and  manufacturing  precision 
that  become  a part  of  each  JOBST  support,  we  supply  the 
physician  and  his  patient  on  a direct  basis.  This  JOBST 
standard  of  excellence  and  service  is  provided  through 
our  Service  Centers,  now  located  in  major  cities. 

For  further  details  and  JOBST  prescription  order  forms, 
phone  or  drop  us  a card.  © jobsi  1968 


Suite  600,  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
Phone  (303)  572-3989 


2 


Rocky  Mountain  Medical  Journal 


nOCKY  MOCIVTAIIV  MEDICAL  JOERXAL 


MAY  1973 

Volume  70,  Number  5 


Rocky  Mountain  Medical  Jour- 
nal is  listed  in  Current  Con- 
tents/Clinical  Practice. 


Title  Registered  U.  S.  Patent  Office 


Editorials 

21  Foreword 
21  “Revealed” 

21  Governmental  Discrimination 

22  AMA  Legislative  Department  — A Vital  Service 


Editorial  and  Business  Office 
1601  E.  19th  Ave. 

Denver,  Colorado  80218 
Telephone  534-8580  (area  code  303) 

Publication  Office 
2177  West  7th  Avenue 
Denver,  Colorado  80204 

Address  all  correspondence  re- 
lating to  subscriptions,  advertis- 
ing or  address  changes  to  Edi- 
torial and  Business  Office. 

Address  all  manuscripts,  organi- 
zation and  other  news  items 
relating  to  editorial  content  to 
appropriate  state  editor,  see 
below. 


Articles 

23  A Northwest  General  Practice 

27  The  Medicolegal  Screening  Panel 
31  Quinidine  Toxicity:  A Review 
37  Surgery  of  the  Facial  Nerve 
40  Reye’s  Syndrome 

42  Abdominal  Pain  Following  Acute  Myocardial 
Infarction 

45  Femoral  Fracture  in  the  Newborn 
47  Pericardial  Tumors 

51  Local  and  Regional  Skin  Flaps  in  Head  and 
Neck  Surgery 


J.  Karr  Taylor,  MD,  and  Henry  D.  Patterson,  MD, 

Cut  Bank,  Montana 
Alfred  M.  Fulton,  MD,  Butte,  Montana 
Jonathan  Abrams,  MD,  Albuquerque,  New  Mexico 
Norman  J.  Nickman,  MD,  Missoula,  Montana 
Dennis  J.  McCarthy,  MD,  and  Donald  J.  Gillespie,  MD, 

Butte,  Montana 
R.  Douglas  Yajko,  MD,  Denver,  Colorado 

M.  W.  Schuldt,  MD,  Great  Falls,  Montana 
Carl  E.  Bartecchi,  MD,  Tim  J.  Fogel,  MD,  and 
Richard  H.  Mcllroy,  MD,  Pueblo,  Colorado 
James  E.  Jarrett,  MD,  and  G.  Bruce  McClelland,  MD, 

Missoula,  Montana 


Features 

55  Potpourri  Compiled  by  Andrew  M.  Babey,  MD, 

60  Meetings  Las  Cruces,  New  Mexico 

64  Medical  School  Notes 
66  Obituaries 


70  Want  Ads 

71  Index  to  Advertisers 


Colorado:  Carl  H.  McLauthlin,  MD,  Scientific 
Editor  and  Chairman  of  the  Board,  510  Re- 
public Budding,  Denver  80202. 


Montana:  Gerald  A.  Diettert,  MD,  Scientific 
Editor,  P.O.  Box  1307,  Missoula  59801;  L. 
Russell  Hegland,  Associate  Editor,  2021 
Eleventh  Ave.,  Helena  59601, 


EDITORIAL  BOARD 

Nevada:  Harry  J.  McKinnon,  Jr.,  MD,  Scien- 
tific Editor,  3196  Maryland  Parkway  South, 
Las  Vegas  89109;  Wesley  W.  Hall,  MD,  Assist- 
ant Scientific  Editor,  607  North  Arlington 
Avenue,  Reno  89503;  Nelson  B.  Neff.  Associate 
Editor,  3660  Baker  Lane,  Reno  89502. 

New  Mexico:  Marcus  J.  Smith,  MD,  Scientific 
Editor,  141  East  Palace  Avenue,  Santa  Fe  87501; 
William  S.  Curran,  MD,  Assistant  Scientific 
Editor,  801  Encino  Place,  N.E.,  Albuquerque 
87106;  Ralph  R.  Marshall,  Associate  Editor, 
3010  Monte  Vista  Boulevard,  N.E.,  Albuquerque 
87106. 


Utah:  Alan  E.  Lindsay,  MD,  Scientific  Editor, 
699  East  South  Temple  Street,  Salt  Lake  City 
84102;  Hoyt  W.  Brewster,  Associate  Editor,  42 
South  Fifth  East  Street,  Salt  Lake  City  84102. 


Wyoming:  Francis  A.  Barrett.  MD,  Scientific 
Editor,  1616  East  19th  Street,  Cheyenne  82001; 
Robert  Smith,  Associate  Editor,  P.O.  Box  1387, 
Cheyenne  82001. 


Donald  G.  Derry,  Managing  Editor 

Ownership  and  Sponsorship;  The  Rocky  Mountain  Medical  Journal  is 
owned  by  the  Colorado  Medical  Society  and  is  published  monthly  as  a 
nonprofit  enterprise  for  the  mutual  benefit  of  the  organization  which 
jointly  sponsor  it.  It  is  published  under  the  direction  of  the  Board 
of  Trustees  of  the  Colorado  Medical  Society,  assisted  by  an  Editorial 
Board  representing  the  sponsoring  organizations.  It  is  the  Official 
Journal  of  the  Rocky  Mountain  Medical  Conference  and  those  medical 
societies  who  are  represented  on  the  Editorial  Board  listed  above. 


Douglas  W.  Macomber,  MD,  Scientific  Editor  Emeritus 

Advertising:  National  representative:  State  Journals  West,  693  Sutter 
Street,  San  Francisco,  California  94102. 

Subscription:  $7.00  per  year  in  advance,  postpaid  in  the  United  States 
and  its  possessions;  single  copy  60c  plus  postage.  Subscription  is  in- 
cluded in  medical  society  dues  of  sponsoring  state  medical  organiza- 
tions. 

Copyright:  This  Journal  is  copyright,  1973,  by  the  Colorado  Medical 
Society.  Requests  for  permission  to  reproduce  anything  from  the 
columns  of  this  .Tournal  should  be  addressed  to  the  Journal  Office. 


Second  class  postage  paid  at  Denver,  Colorado 


For  quick  relief  of 

G.L  cramping  and  diarrhea 


■ pleasant-tasting  creamy- white  suspension 

■ contains  paregoric  (equivalent) 

■ controls  diarrhea  and  colicky  cramps 

■ effective  for  all  ages  down  to 
one  year 

Supplied  in  bottles  of  4 and  8 fluid  ounces. 

Contains  opium  (14  grain)  15  mg.  per  fluid  ounce. 

Warning:  May  be  habit  forming. 

Each  fluid  ounce  contains : Paregoric  (equivalem  i 
(1  fl.  dram)  3.7  ml.;  Pectin (2%  grains)  162  mg. 

Kaolin  (85  grains)  5.5  g.; (Alcohol  0.69%). 


WILLIAM  l.t01El,INC. 

Fort  Washington,  Pa.  19034 
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Kl  ESE  D®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone —for  accompan3dng  distention  and  pain  due  to  gas 

□ phenobarbital—for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  j Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KliMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscy amine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide;  40  mg.  simethicone. 


Chuckwalla  (Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  hm 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
m place  and  preventing  capture. 


The  defunct  defecation  reflex 


Inhibited  too  often  because  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  of  the 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex: 

■ Provides  rapid  relief  of 
constipation,  usually  within  2 to 
5 minutes 

■ Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  laxatives  or  the  burning 
that  may  be  associated  with 
suppositories 

■ Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■ Unique  construction  regu- 
lates flow—prevents  leakage 
and  reflux 

■ Anatomically  correct,  pre- 
lubricated rectal  tip  helps 
avoid  injury  to  bowel  wall 

■ Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications;  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is 
present.  Warnings:  Frequent  or  prolonged 
use  of  enemas  may  result  in  dependence. 
Take  only  when  needed  or  when  pre- 
scribed by  a physician.  Precautions:  Do 
not  administer  to  children  under  two  years 
of  age  unless  directed  by  a physician. 
FREE  BOOKLET.  A supply  of  the  patient 
booklet,  The  Professional  Treatment  of 
Constipation,  is  available,  free  of  charge, 
on  request  to  C,  B.  FLEET  CO.,  INC, 

P.  O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet  Enema 

The  professional  aid 
to  constipation  relief 


Bio-Science 


Reports 


The  Venereal  Disease 
Epidemic: 

How  To  Use  The  Laboratory 

In  our  newly  revised  “Laboratory  Aid”  (see  below) 
devoted  to  diagnosis  and  treatment  of  syphilis  and  gonor- 
rhea we  quote  Dr.  Sidney  Olansky:  “Therefore,  we  have 
reached  the  point  where  the  serologic  problems  associ- 
ated with  syphilis  almost  always  can  be  resolved  with  the 
proper  use  of  two  tests:  the  VDRL  slide  test  and  the  FTA- 
ABS  test.”  (“Serodiagnosis  of  Syphilis”  in  The  Medical 
Clinics  of  North  America  56:1145,  1972.)  From  our  broad 
experience  in  laboratory  services  devoted  to  the  diagnosis 
and  follov/-up  of  syphilis  we  know  that  the  “almost  always” 
part  of  Dr.  Olansky’s  statement  describes  those  situations 
which  are  most  troublesome  to  physicians. 

The  VDRL  test  is  somewhat  insensitive  in  very  early 
syphilis.  Thus  the  FTA-ABS  test,  not  ordinarily  considered 
a screening  procedure,  may  sometimes  be  the  test  of 
choice  in  those  instances  when  the  physician  suspects 
early  syphilis  in  the  face  of  a “Non-reactive”  VDRL  test. 

When  a diagnosis  of  syphilis  has  been  made,  the  effi- 
cacy of  treatment  should  be  checked  by  periodic  quanti- 
tative VDRL  tests— not  by  the  FTA-ABS  test,  which  may 
remain  reactive  for  life  even  in  cured  syphilis. 

False  positive  VDRL  tests  are  usually  transient  and  of 
low  titer.  !f  reactivity  persists,  the  clinician  should  suspect 
an  underlying  “auto-immune”  disturbance,  perhaps  SLE. 
Although  not  as  frequent,  false  positive  FTA-ABS  tests 
also  occur,  usually  because  there  is  another  disease 
involved;  however,  final  resolution  may  not  be  possible 
until  autopsy,  if  at  all.  The  question  of  whether  or  not  to 
start  antibiotic  therapy  becomes  strictly  a clinical  decision. 

A recently  described  modification  of  the  FTA  test  using 
CSF  is  available  from  our  laboratory  and  may  be  of  help 
for  physicians  faced  ¥/ith  the  possibility  of  neurosyphilis 
in  older  patients  with  sero-negative  VDRL  and  reactive 
FTA-ABS  tests.  (Brit.  J.  Ven.  Dis.  48:97, 1972.) 


Some  Words  on  Gonorrhea 


Unfortunately,  a simple  inexpensive  screening  test 
analogous  to  the  VDRL  is  not  yet  available  for  gonorrhea. 
Transgrow  Collection  Kits  make  the  services  of  our  refer- 
ence laboratory  available  to  any  physician  seeking  “bac- 
teriological” confirmation  of  GC. 

The  Complement  Fixation  test  for  N.  gonorrhoeae  may 
be  of  value  in  uncovering  “hidden”  GC  in  the  relatively 
asymptomatic  female  and  in  the  Asian  variety  of  gonorrhea. 

In  Summary 

Bio-Science  Laboratories  offers  an  exceptionally  com- 
plete array  of  tests  to  aid  in  the  diagnosis  of  both  syphilis 
and  gonorrhea;  our  new  booklet,  “Laboratory  Aids  for  the 
Diagnosis  and  Treatment  of  Gonorrhea  and  Syphilis,”  is 
available  at  no  cost  or  obligation  to  guide  clinicians  in  the 
selection  of  the  appropriate  tests  and  in  the  interpretation 
of  test  results. 


Pertinent  Tests  Available  at 
Bio-Science  Laboratories 


VDRL,  qualitative,  quantitative,  and  pre-marital 
FTA-ABS 

FTA,  modified,  for  cerebrospinal  fluid 
Darkfieid  examination  (local  clients) 

Direct  FA  stain  for  T.  palUdum 
(for  mailed  specimens) 

Gram  stain  and/or  FA  stain  for  N.  gonorrhoeae 
Complement-fixation  Test  for  antibodies  to 
N.  gonorrhoeae 

Routine  culture  for  GC  (local  clients) 
Transgrow  Collection  Kit  for  GC  cultures 
(for  mailed  specimens) 


<^1  f| 

Bio-Science 

Laboratories 


Main  Lab;  7600  Tyrone  Ave. 
Van  Nuys,  California  91405 
Philadelphia  Branch: 

116  So.  Eighteenth  St, 
Philadelphia,  Pa.  19103 
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Bio-Science  Laboratories 

7600  Tyrone  Avenue 

Van  Nuys.  California  91405  Dept.  D 

Philadelphia  Branch; 

116  So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 


Gentlemen:  Please  send  me— 

□ A copy  of  your  booklet  on  LABORATORY 
AIDS  FOR  THE  DIAGNOSIS  AND  TREATMENT 
OF  GONORRHEA  AND  SYPHILIS. 

n A STARTER  LAB  PACK  containing  a small 
supply  of  postage-paid  mailing  containers  and 
FEE  SCHEDULE. 


Name 


Address 


FREE^  Laboratory  Aids  for 

■ the  Diagnosis  and  Treatment 
of  Gonorrhea  and  Syphilis 


This  12-page  booklet,  written  by 
Drs.  Olitzky  and  Blaker  of 
the  staff  of  Bio-Science 
Laboratories,  contains 
a clear  and  graphic 
summary  of  the  value 
and  limitations  of  labo- 
ratory technics  in  the 
assessment  of  these  ve- 
nereal disease  problems. 
You  will  find  it  to  be  a quick 
and  ready  reference  to  update 
yourself  in  this  important  area 
of  laboratory  medicine.  Copies 
are  available  to  physicians  and  lab 
personnel  without  obligation.  Simply 
fill  out  and  mail  this  coupon. 
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City 


State 


Zip 


Ef  UClOX  (fluorouracil) 


Lesion  #2 —Two  days  after  initiation  of  ther- 
apy. Electron  micrograph  of  solar  keratotic 
skin  from  patient’s  hand. 

Typical  abnormalities  are: 

Malpighian  cells  [containing  an  abundance  of 
thick  tonofibrils  (T)]  which  are  connected  with 
well-developed  desmosomes  (D).  Note  the 
clumped  tonofibrils  in  the  so-called  ‘dyskera- 
totic’  cell  (arrow)  indicative  of  solar  keratosis. 
No  change  can  be  noted  at  this  level  after  two 
days  of  therapy,  x 5000  (12/16/71) 


Lesion  #3— Two  weeks  after  initiation  of  ther- 
apy. Electron  micrograph  of  skin  f rom  patient’s 
hand. 

Improvement  shown: 

Less  conspicuous  desmosomes  (D),  widened 
intercellular  spaces  and  Malpighian  cells 
showing  a remarkable  reduction  of  tonofibrils 
(T).  The  arrow  indicates  a degenerating 
dyskeratotic cell,  x 5000(12/31/71) 


Solar,  actinic  or  senile  keratoses 

By  whatever  name  they  may  be  known,  they  commonly 
occur  as  multiple  lesions  and  chiefly  on  the  exposed 
portions  of  the  skin.  Because  they  may  be  premalignant, 
it  is  generally  agreed  that  they  should  be  treated.  Sur- 
gery, cryotherapy,  or  electrodesiccation  may  present 
certain  drawbacks,  both  for  the  physician  and  the 
patient,  but  there  is  Efudex®  (fluorouracil)— as  an  alter- 
native to  conventional  therapy. 

Sequence  of  therapy - 
Selectivity  of  response 

The  easily  applied  Efudex  cream  or  solution  usually 
begins  to  show  effects  within  a few  days— an  erythema 
in  the  area  of  the  lesions.  Within  two  weeks  after  ini- 
tiation of  therapy,  this  reaction  usually  reaches  its 
height  of  unsightliness  and  discomfort,  declining  after 
discontinuation  of  therapy.  This  reaction  occurs  in 
affected  areas.  Since  the  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied  to  rule 
out  the  presence  of  a frank  neoplasm. 


Acceptable  results  ; 

Treatment  with  Efudex  (fluorouracil)  provides  highly  , 
acceptable  cosmetic  results  posttherapeutically.  The  ; 
incidence  of  scarring  is  low.*  This  is  particularly  impoi/ 
tant  with  multiple  facial  lesions.  Efudex  should  be  i i 
applied  with  care  near  the  nose,  eyes  and  mouth. 

5%  cream/solution-a  Roche  exclusive  ! 

Only  Roche  formulates  the  5%  cream  and  solution  ' 
—high  in  patient  acceptability— economical— and  highe ' 
in  clinical  efficacy  than  the  2%  formulation  for  lesions' ' 
of  the  hands  and  forearms.  ' 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Before  treatment— 12/14/71  After  treatment— Two  weeks  after 

therapy  stopped  — 1/28/72 


This  patient’s  solar  keratoses 

responded  to 

Efudex  (fluorouracii)  5% 


i Before  prescribing,  please  consult  complete  product 

t information,  a summary  of  which  follows: 

I Indications:  Multiple  actinic  or  solar  keratoses, 
s Contraindications:  Patients  with  known  hypersensitivity  to 
' any  of  its  components. 

I Warnings:  If  occlusive  dressing  used,  may  increase  inflam- 
i matory  reactions  in  adjacent  normal  skin.  Avoid  prolonged 
[ exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
i established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
jto  respond  or  recurring  should  be  biopsied. 

.Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  derma- 
titis, scarring,  soreness  and  tenderness.  Also  reported— in- 
somnia, stomatitis,  suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  iacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  1 0-ml  drop  dispensers— containing 
2%  or  5%  fluorouracii  on  a weight/weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 


propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracii  in  a 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


An  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracii) 

cream/solution 


1 ! 


ile  ¥K>n’t  resist 


/ 


/ 


Mylanta 


, B.^ause  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 
ti  non-constipating 


.IQUID 


IVIYIANTA 


TABLETS 
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aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Division  of  ICl  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


Hair  styles  come  and  go, 

but  Selsun  ^SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  vSelsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects;  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2V^  %,  w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume.  302412R 


^^Prescription 
drugs  - 
who  should 
determine  the 
maker?^^ 


- 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


“Too  many  doctors  are  indiffei 
ent  to  the  economic  consequences ' 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4, 1972),  an  independent 
weekly  newsletter  published  by  forrr 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


Doctor,  are  you  indifferent...? 

in  discussing  an  anticipated  in 
crease  in  Blue  Shield  rates,  Dr.  BlaS| 
ingame’s  newsletter  had  this  to  say; 

"In  general,  it  can  be  said,  MD 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  thf| 
patients. . . 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  wor 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  econorr 
impact.  The  economics  of  health  cal 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


When  the  pharmacist  recom-  I 
mends  that  a drug  product  other  th£ 
the  one  ordered  be  dispensed,  the  : 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter-; 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nece 
sary  for  the  prescriber  to  know  that , 
the  change  is  being  contemplated,  ; 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  tht 
unilateral  decision  of  the  pharmacis, 
made  in  the  absence  of  clinical  knov 
edge  of  the  patient,  could  expose  hir,. 
to  needless  risks,  and  in  addition,  , 
jeopardize  the  relationship  between, 
the  professions  of  Pharmacy  and  : 
Medicine.  In  my  view,  there  is  nothir 
in  the  pro-substitution  argument  thaj 
offsets  these  risks. 


Advertisement 


The  issue  of  Drug  Knowledge 

Substitution  advocates  claim  J 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledge 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree! 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  neefi 
expert  knowledge  of  no  more  than  2S I 


5 )uld  be  an  obligation  of  medical 
:'Ctice. . . 

“Medical  societies  ought  to  con- 

continuing  campaigns  to  point 
) the  substantial  savings  that  could 
i realized  thru  deductible  insurance 
j.  j protection  for  catastrophic  iil- 
jis.  At  the  very  least,  they  should,  in 
i patients’  interest,  question  the 
j tics  of  any  insurance  organization 
It  raises  health  care  costs  by  forc- 
r policyholders  to  buy  insurance 
f y may  not  need  or  want  and  prob~ 

1 y won’t  ever  use. 

' “Too  many  doctors  are  indiffer- 
r to  the  economic  consequences  of 
f ir  decisions.  Too  many,  for  ex- 
|pie,  habitually  hospitalize  patients 
I the  convenience  of  the  M D.  it’s 
lisense  to  deny  such  habits  exist . , . 

' “Doctors,  thru  their  medical  so- 
fties, have  unhesitatingly  appealed 
'heir  patients  for  support  in  the 
’it  against  government  interference 
h the  private  practice  of  medicine, 
j the  public  in  the  past  has  re- 
minded. It’s  time  the  American  Med- 
I Association  and  state  and  local 
jjdica!  societies  paid  off  the  debt  by 
jcisfve  action  to  hold  down  the  cost 
xnedica!  care,” 

lit  of  Drugs 

Insurance  rates  and  hospital 
iirges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection"  simpiy 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician's 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection”  from;  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


50  drugs  that  he  selects  to  treat  the 
ijority  of  conditions  encountered  in 
practice.  Moreover,  the  physi- 
's  choice  of  a specific  brand  is 
jied  on  his  knowledge  of  the  pa- 
5it’s  medical  history  and  current 
idition,  and  his  experiences  with 
particular  manufacturer’s 
3;  duct. 

■f  Some  substitution  proponents 
1 'e  argued  that  the  dispensing  of  a 
ascription  is  a simple  two-party 
fisaction  between  the  pharmacist 
l(1  the  patient,  and  that  a substitut- 
I' pharmacist  may  avoid  even  a 
Ihnical  breach  of  contract  by  simply 
n'ifyingthe  patient  that  he  is  making 
)f  substitution.  I would  judge  that 
f€'  courts  would  be  sympathetic 
tc  ard  a pharmacist  who  substituted 
i^iout  physician  approval  and  who 
ijlertook  a legal  defense  that  seeks 
Knake  the  patient  responsible  for 
f"!  pharmacist’s  actions. 

Iluced  Prescription  Prices? 

I Substitution  advocates  are 
ikgesting  to  the  consumer,  and  par- 
[i'|!lar!y  the  consumer  activist,  that 
rtuced  prescription  prices  could 
fcDw  legalization  of  substitution. 
lA'  have  seen  absolutely  no  evidence 
tfc  jstify  this  claim.  To  the  contrary, 
Bierience  in  Alberta,  Canada,  where 
si  'Stitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  a// brands— of,  say,  ampicillin 
or  tetracycline— or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution—A  License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient's  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  ‘‘The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


THEPRKEOF 

LETTER*  anil  LEMfflNtM 


HAS  BEEN  CUT  BY30%. 


Wouldn’t  it  be 
a good  idea 
to  start  your  new 
hypothyroid 
patients 
on  Letter*? 

• New  scored  tablets  for  easy 
dosage  adjustment. 


• color  coded  and  potency  marked 
tablets  for  quick  identification. 


• 6 potencies. 


Indications:  Hypothyroid  conditions. 
Contraindications:  Thyrotoxicosis,  acute 
myocardial  infarction  and  in  the  presence  of 
uncorrected  adrenal  insufficiency  because  it 
increases  the  tissue  demands  for  adrenocortical 
hormones  and  may  cause  an  acute  adrenal  crisis. 
Warnings:  Should  be  used  with  caution  in  patients 
with  cardiovascular  disease,  including  hypertension 
Development  of  chest  pain  or  other  aggravation  of 
cardiovascular  disease  will  require  a decrease  in 
dosage. 

Injection  of  epinephrine  in  patients  with  coronary 
artery  disease  may  precipitate  an  episode  of 
coronary  insufficiency.  This  may  be  enhanced  in 
patients  receiving  thyroid  preparations.  Careful 
observation  is  required  if  catecholamines  are 
administered  to  patients  in  this  category  Patients 
with  coronary  artery  disease  should  be  carefully 
observed  during  surgery,  since  the  possibility  of 
precipitating  cardiac  arrhythmias  may  be  greater  in 
those  treated  with  thyroid  hormones. 

Thyroid  replacement  may  potentiate  antico- 
agulant effects  with  agents  such  as  warfarin  or 
bishydroxycoumarin  and  reduction  ot  one-third  in 


0 025  mg  0 05  mg  0 1 mg  0.2  mg.  0.3  mg. 


anticoagulant  dosage  should  be  undertaken  upon 
initiation  of  LETTER*  [sodium  levothyroxine. 
Armour)  tablets  therapy.  Subsequent  anticoagulant 
dosage  adjustment  should  be  made  on  the  basis  of 
frequent  prothrombin  determinations. 

In  patients  whose  hypothyroidism  is  secondary  to 
hypopituitarism,  adrenal  insufficiency  will  probably 
also  be  present.  When  adrenal  insufficiency  and 
hypothyroidism  coexist,  the  adrenal  insufficiency 
should  be  corrected  by  corticosteroids  before 
administering  thyroid  hormone. 

Precautions:  Patients  with  hypothyroidism,  and 
especially  myxedema,  are  particularly  sensitive  to 
thyroid  preparations  so  that  treatment  should  begin 
with  small  doses  and  increments  should  be  gradual. 

In  patients  with  diabetes  mellitus,  addition  of 
thyroid  hormone  therapy  may  cause  an  increase  in 
the  required  dosage  of  insulin  or  oral  hypoglycemic 
agents.  Conversely,  decreasing  the  dose  of  thyroid 
hormone  may  possibly  cause  hypoglycemic 
reactions  if  the  dosage  of  insulin  or  oral 
hypoglycemic  agents  is  not  adjusted. 

Adverse  Reactions:  Excessive  dosage  of  thyroid 
medication  may  result  in  symptoms  of  hyper- 


thyroidism. Since,  however,  the  effects  do  not 
appear  at  once,  the  symptoms  may  not  appear  for 
one  to  three  weeks  after  the  dosage  regimen  Is 
begun.  The  most  common  signs  and  symptoms  ot 
overdosage  are  weight  loss,  palpitation,  nervous- 
ness, diarrhea  or  abdominal  cramps,  sweating, 
tachycardia,  cardiac  arrhythmias,  angina  pectoris, 
tremors,  headache,  insomnia.  Intolerance  to  heat 
and  fever.  If  symptoms  Pf  overdosage  appear, 
discontinue  medication  for  several  days  and 
reinstitute  treatment  at  a lower  dosage  level. 
Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg 
daily.  This  may  be  increased  in  small  increments 
every  1 to  3 weeks  until  proper  metabolic  balance 
is  achieved. 

Available:  Bottles  ot  100  tablets,  in  6 potencies: 
0,025  mg.  [violet),  0.05  mg.  (peach),  0.1  mg, 
[pink),  0.2  mg  [green),  0.3  mg.  [yellow),  and 
0.5  mg.  [white). 


Armour  Pharmaceutical  Company 
Phoenix,  Arizona  85077 


DonnataR 


each  tablet, 
capsule  or  5 cc 
teaspoonful 
of  elixir 
(23%  alcohoO 


each 

Extentab 


hyoscyamine suifate  0.1037  mg.  0.1037  mg.  0.3111  mg. 

. atropine sulfate  0.0194  mg.  0.0194  mg.  0.0582  mg. 

; h^scine  hydrobromide  0.0065  mg.  0.0065  mg.  0.01 95  mg. 

. . phenobarbital  (Kgr.)  16.2  mg,  (^  gr.)  32.4  mg.  (%  gr.}  48.6  mg. 

p.  (warning:  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications 
Glaucoma;  renal  or  hepatic  disease;  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or 
hypersensitivity  to  any  of  the  ingredients. 

A H Robins  Company,  Richmond,  Virginia  23220 


30  CAPSULES 


71-H-[^0BINS 


Allbee^withC 

MULTIVITAMINS 


2 woys  le  provide  o doily 
Iheropeulic  supply  of  VilominC 
15  boked  pololoes  (skins 
or  one  copsule  of 
Allbee’ with  C 


Qndal 


About  20  mg.  Vitamin  C in  one  baked  potato  (21/2"  diameter). 


AH 


[ROBINS 


Thiamine  monomUate  (Bi)  15  mg  1500%  p 
Riboflavin  (B:)  10  mg  834%  ■ 

Pyridoxine  hydrochloride  (B.)5  mg  * ^ 

Niacinamide  50  mg  500%i^ 

Calcium  pantothenate  10  mg  ' 

Ascorbic  acid  (Vitamin  C)  300  mg  1000%. 


To  many  people  the  evening  meal  just 
isn’t  complete  without  potatoes.  But 
your  patient  would  have  to  eat  15  of 
them  (skins  and  all!)  to  get  as  much 
Vitamin  C as  is  contained  in  just  one 
Allbee  with  C capsule  taken  daily.  A 
bottle  of  30  (month’s  therapeutic  dose) 
supplies  as  much  ascorbic  acid  as  450 
potatoes,  plus  full  therapeutic  amounts 
of  the  B-complex  vitamins.  For  the 
patient  who  is  counting  calories,  Allbee 
with  C is  small  potatoes  because  the  B’s 
and  C are  water  soluble.  Consider  the 
number  of  calories  in  1 5 potatoes,  not 
to  mention  the  mountain  of  butter  and 
sour  cream.  Albee  with  C is  avail- 
able at  pharmacies  in  the  handy 
bottle  of  30  and  the  economy 
size  of  100  on  your  prescrip 
tion  or  recommendation. 

A.  H.  Robins  Company, 

Richmond,  Va.  23220 


FDr  coughs  of  all  ages 


Triaminicor 

the  iamiiy  cough  syrup  iroin  Dorsey 

Triaminicol®  contains  the  proven  Triaminic®  formula . . .a  decongestant  and 
two  antihistamines.,  .plus  a non-narcotic antitussive.  Save  time  by  recommending  Triaminicol®  and  the 
dosage  (2  teaspoons  four  times  daily  for  adults)  over  the  phone.  No  Rx  needed. 


Dorsey  Laboratories/  Division  of  Sandoz-Wander,  inc./  Lincoln,  Nebraska  68501 


SMAU  ROI' 


Two  forms  of  Cordran" 

Flurandrenolide 


taWL 

aU.AN53f", 

4n**®*  ’ 

perffl'®** 


Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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ELSEWHERE  IN  THIS  ISSUE  is  an  article  which 
should  be  of  interest  to  all  physicians,  “The 
Medicolegal  Screening  Panel”.  Experience  in 
California,  Arizona,  New  Mexico,  and  now 
Montana,  have  demonstrated  that  the  volun- 
tary utilization  of  a 
medicolegal  screening 
Foreword  panel  is  an  effective 

method  of  reducing 
malpractice  cases  in 
court.  By-products  include  better  communi- 
cation between  lawyer  and  physician  and  a 
reduction  in  malpractice  insurance  premi- 
ums. Physicians  should  be  encouraged  to 
support  and  utilize  these  panels. 

Also  in  this  issue  is  an  interesting  ap- 
proach to  the  problem  of  choosing  a place  in 
which  to  locate  one’s  medical  practice,  “A 
Northwest  General  Practice”.  You  will  find 
this  article  fun  to  read,  and  even  though  you 
are  not  looking  for  a new  place  to  settle,  you 
might  see  how  your  community  rates.  Or  per- 
haps you  are  looking  for  a partner? 

G.  A.  Diettert,  MD 
Editor  for  Montana 


A, 


EDITORIAL  IN  THE  November  1972  issue  of 
this  journal,  “Fun  With  Words”  listed  sev- 
eral words  which  “bug”  an  editor.  It  did 

not  include  the  word 
“revealed”,  which  ap- 
‘Revealed”  pears  in  medical  copy 

even  more  frequently 
than  in  the  Bible.  Per- 
haps physicians  are  attempting  to  perpetuate 
their  “God-like”  status.  I,  for  one,  have  never 
felt  like  Moses  when  I looked  over  the  lab- 
oratory reports. 


G.  A.  Diettert,  MD 
Editor  for  Montana 


In  this  day  when  Big  Brother  says  we 
should  not  discriminate,  it  is  disturbing  to 
find  that  he  is  himself  guilty  of  blatant  dis- 
crimination against  the  medical  profession. 
Phase  II  of  the  Economic  Stabilization 

Program  singled  out 
physicians  in  private 
practice  as  “non-insti- 
tutional  providers”  for 
more  stringent  con- 
trols than  other  professionals  such  as  attor- 
neys, architects,  dentists  and  accountants. 
During  both  Phase  I and  II  physicians  vol- 
untarily reduced  the  rate  of  increase  of  their 
fees  to  one-third  the  pre-Phase  I rate,  even 
though  the  goal  of  the  program  was  a reduc- 
tion of  one-half.  From  August  1971  to  No- 
vember 1972,  physicians  fees  rose  2.7  per  cent 
while  dentists  fees  rose  4.3  per  cent,  legal 
services  13.9  per  cent  and  food  4.5  per  cent. 

In  spite  of  this  performance,  physicians 
in  private  practice  were  singled  out  again 
for  further  discrimination  in  Phase  III,  lim- 
ited to  an  increase  in  fees  of  2.5  per  cent,  but 
only  by  approval  of  the  Internal  Revenue 
Service.  Again  no  other  professional  group 
has  received  such  treatment.  In  fact,  the 
rest  of  the  economy  is  asked  to  comply  with 
“voluntary”  guidelines,  presumably  in  the 
manner  that  physicians  have  been  doing  for 
the  past  year  and  one-half. 

John  R.  Kernodle,  chairman  of  the  AMA 
Board  of  Trustees  has  pointed  out  “ — when- 
ever one  industry  is  singled  out  for  economic 
controls  in  an  economy  that  is  uncontrolled  or 
subject  to  considerably  less  control,  extreme 
pressures  are  imposed  on  the  controlled  in- 
dustry.” In  coming  months,  physicians  can 
expect  to  see  the  effect  of  these  “extreme 
pressures”  as  costs  related  to  practice,  such 
as  rent,  supplies  and  salaries  for  personnel, 
rise  at  a disproportionate  rate. 


Governmental 

Discrimination 
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Now,  in  recent  weeks,  another  discrim- 
ination — the  end  of  the  draft  ~ except  for 
physicians.  For  many  years  physicians  have 
been  the  only  professional  group  to  be  sub- 
jected to  the  draft.  Now  they  are  the  only 
Americans  to  be  subject  to  this  process. 

Do  you  suppose  we  aren’t  being  heard? 
Maybe  physicians  should  make  as  much  noise 
as  labor  unions! 

G.  A.  Diettert,  MD 
Editor  for  Montana 


T 

Jl  HE  American  Medical  Association’s  Leg- 
islative Department  provides  a vital  service 
to  member  physicians  all  across  the  country. 
At  the  same  time,  it  is  regarded  by  many  as 
one  of  the  most  substantial  of  the  intangible 

benefits  which  the 
AMA  offers  to  its 
membership. 

The  Legislative  De- 
partment staffs  the 
AMA  Council  on  Legislation  and  specializes 
in  all  phases  of  national  legislation.  After 
studying,  analyzing,  and  interpreting  all  Con- 
gressional legislation  pertaining  to  medical 
and  health  care,  the  department  makes 
available  this  information  to  state,  county, 
and  specialty  medical  societies,  members  of 
the  public,  and  other  organizations.  This 
usually  totals  about  2,300  bills  of  medical  in- 
terest per  Congress.  An  increased  responsi- 
bility of  this  department  is  the  critical  re- 
view of  government  regulations  which  often 
seriously  affect  application  of  law.  There  are 
few  physicians  who  could  devote  the  time 
necessary  to  accomplish  this  on  their  own 
and,  yet,  this  information  is  vital  because  it 
affects  the  way  medicine  is  practiced  in  this 
country. 

To  keep  key  medical  leadership  aware  of 
legislative  developments  when  Congress  is 
in  session,  the  department  writes,  publishes, 
and  distributes  LEGISLATIVE  ROUND-UP, 


weekly,  to  approximately  5,000  key  state, 
county,  and  specialty  medical  society  offi- 
cers 

Another  vital  activity  is  the  assistance 
given  to  AMA  Officers  in  the  preparation  of 
testimony  and  presentations  for  Congres- 
sional hearings.  The  Legislative  Department 
works  with  the  appropriate  AMA  scientific 
personnel  to  gain  the  benefit  of  their  exper- 
tise before  assembling  any  presentation.  The 
Council  on  Legislation  can  then  use  this  re- 
source material  to  formulate  a sound  recom- 
mendation as  to  the  best  policy  position  for 
the  AMA.  Many  people  do  not  realize  the 
AMA  is  often  requested  to  testify  because 
its  views  are  valued  not  only  by  Congress 
but  by  the  various  governmental  aegncies. 

The  department  also  assists  in  the  devel- 
opment, writing,  and  presentation  of  draft 
legislation  for  consideration  by  members  of 
Congress,  such  as  the  AMA’s  own  national 
health  insurance  bill,  MEDICREDIT.  They 
also  assist  in  the  development  of  presenta- 
tions to  the  regulatory  agencies. 

The  staff  participates  in  providing  legis- 
lative orientation  to  the  AMA’s  Councils  and 
Committees  as  well  as  to  members  of  the 
profession  who  are  in  Washington,  D.  C.  to 
visit  members  of  Congress. 

Finally,  the  department  has  undertaken 
the  monitoring  of  state  legislation  with  a 
view  towards  eventually  assisting  the  pro- 
fession to  attain  its  legislative  goals  on  a 
state  as  well  as  on  a national  level. 

From  Medicaid  and  Medicare  regulations 
to  chiropractic  issues,  national  health  insur- 
ance and  appropriations  for  HEW  programs, 
federal  and  state  medical  and  health  care 
legislation  affects  all  physicians  in  some 
way.  The  AMA’s  Legislative  Department 
maintains  constant  surveillance  and  provides 
AMA  physician  policy  makers  with  accurate 
and  up-to-date  information.  The  leadership 
of  organized  medicine  can  make  their  judg- 
ments and  represent  AMA’s  membership 
with  a sound  base  of  resources. 


AMA  Legislative 
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Rocky  Mountain  Medical  Journal 


A Northwest  general  practice 


Search  and  survey  — methods  and  results 


J.  Karr  Taylor,  MD,  and  Henry  D.  Patterson,  MD, 

Cut  Bank,  Montana 


A structured  criterion  system  for 
community  selection  by  the  new  physician 
is  used  and  evaluated.  Other  factors 
affecting  final  selection  are  discussed  and 
guidelines  for  the  seeking  community 
outlined. 


General  practice  had  been  a shared  goal  of 

the  two  of  us  since  medical  school.  With  a 
combined  residency  training  totaling  four 
years,  we  were  approaching  all  too  closely 
the  point  of  no  return.  It  was  soon  to  our 
rural  practice  or  not  at  all. 

Few  young  physicians  planning  a general 
practice  have  clearly  defined  their  prelim- 
inary practice  needs  or  desires.  Fewer  still 
have  access  to  solid  information  upon  which 
to  base  a choice  — to  predict  the  community 
most  completely  able  to  fulfill  those  needs 
and  desires.  Stimulated  by  this  lack  of  ob- 
jective data  we  formulated  a criterion  sys- 
tem encompassing  what  each  of  us  felt  he 
required  of  a future  practice.  This  specific 
approach  incorporated  mostly  objective 
input.  However,  controlled  subjective  in- 
fluences (impressions,  “intuition”,  etc.)  had 
access  to  the  system,  and  various  factors  out- 
side the  criterion  system  affected  the  final 
decision. 

Basic  Requirements 

Our  northwestern  town  had  to  have  a 
population  of  from  two  to  eight  thousand,  a 
hospital,  and  at  least  one  other  doctor.  It 
had  to  have  requested  another  physician.  It 
had  to  have,  or  be  close  to,  “pleasant”  geog- 
raphy. It  had  to  be  at  least  sixty  miles  from 
the  nearest  large  medical  community. 


First  steps  in  the  search  for  our  town 
were  fairly  simple.  Classified  ads  from  vari- 
ous journals,  several  pharmaceutical  com- 
pilations, state  and  national  general  practice 
academy  lists  and  medical  association  lists 
were  followed  over  a two-year  period  prior 
to  the  actual  search.  Possible  candidate  lo- 
calities were  then  listed,  and  each  was  con- 
tacted and  informational  material  requested. 
Towns  which  met  the  above  requirements 
and  a select  other  few  were  then  mapped  and 
marked  for  survey.  Upon  completion  of  our 
residency  training,  we  set  out,  without  our 
families,  to  survey  Montana. 

Criteria 

Before  setting  out,  our  survey  methods 
and  criteria  were  flexibly  delineated.  As  we 
gained  experience  in  survey,  modifications 
in  our  grading  system  were  expected.  Each 
of  us  was  allotted  forty  points  to  use  in 
evaluation  of  the  surveyed  community.  Each 
forty  points  was  divided  equally  among  ten 
criteria,  and  each  town  was  graded  0 to  4 + 
on  each  criterion.  The  criteria  were  of  our 
individual  choosing  and  could  be  any  char- 
acteristic or  feature,  medical  or  otherwise, 
of  the  surveyed  town.  Some  of  the  criteria 
were  common  to  both  of  us;  some  were  not. 

The  criteria  we  chose  for  grading  were 
as  listed  in  Table  1.  Explanation  of  some  of 
these  is  necessary.  One  of  us  (Doctor  A)  al- 
lotted 4+  for  a “stable  census.”  Both  of  us 
feel  the  increasing  pressures  of  overpopula- 
tion, and  both  desire  to  live  in  a modestly 
expanding  community.  Examined  under 
“paramedical”  were  x-ray,  laboratory,  nurs- 
ing anesthesiologic,  physical  and  inhalation 
therapy  personnel  and  their  equipment,  as 
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well  as  availability  of  blood  and  other  med- 
ical materials.  It  is  important  to  assure  one- 
self that  such  personnel  are  not  only  present 
but  well  qualified  as  well  — a combination 
we  occasionally  found  lacking.  Four  plus  for 
“population”  was  5,000  with  lower  grades  for 
more  or  fewer.  “Distance”  was  optimally  60 
miles  — close  enough  for  prompt  referral, 
far  enough  for  some  freedom  of  action. 

“Impressions  of  doctor  (s)”  is  a broadly 
subjective  category  allowing  formulation  of 
an  impression  of  the  local  doctors’  probable 
competence  and  compatibility  (beware  this 
last  — our  first  impressions,  positive  or  neg- 
ative, proved  false  all  too  often).  Important 
in  this  regard  was  the  relationship  of  the 
local  doctor  to  his  colleague  or  to  his  hos- 


pital and  to  his  town.  One  indicator  helpful 
here  are  figures  dealing  with  the  loss  or  gain 
of  physicians  in  the  prior  decade.  Some 
towns  we  found  cannot  keep  (drive  away?) 
their  doctors.  With  known  trends  in  rural 
medical  depopulation  we  were  interested  to 
know  the  doctor’s  age,  health,  and  plans.  It 
is  frequently  worthwhile  to  be  in  touch  with 
doctors  who  have  left  a community;  their 
comments,  while  usually  biased,  sometimes 
provided  insights  gained  in  no  other  way. 

“Recreational  land”  was  graded  with  an 
eye  toward  future  local  investment  possibil- 
ities. Helpful  in  definition  of  potential  in  the 
northwest  are  area  maps  depicting  Federal 
and  Indian  lands.  “Geography”  assessed  the 
looks  of  the  land,  its  beauty  and  its  attrac- 
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tiveness  as  a place  to  live  and  play.  “Appear- 
ance”, a rather  subjective  point,  assessed  the 
community.  Some  towns  clearly  “sparkle”, 
others  don’t,  and  still  others  are  just  as 
clearly  dingy.  “Economic  base”  requires  no 
explanation.  “Hospital  privileges”  considered 
availability  of  the  hospital  and  its  facilities 
for  individually  appropriate  rural  general 
practice  use. 

The  other  of  us  (Doctor  B)  assessed  the 
hospital  itself,  as  to  its  availability  and 
sophistication,  or  potential  for  improvement. 
This  latter  point  was  particularly  interest- 
ing. We  were  interested  in  sharing  responsi- 
bility for  future  development.  In  some  very 
attractive  settled  communities  we  had  the 
sensation  that  we  would  forever  be  but  “wel- 
come guests”.  The  “availability  of  a clinic” 
was  a criterion.  “Housing”  was  deemed  im- 
portant. Available  rental  housing,  in  the 
smaller  town  particularly,  is  at  a premium. 
Home  purchase  on  the  other  hand  tends  to 
be  easy  and  relatively  inexpensive.  “Schools” 
were  assessed  and  inquiries  concerned  trends 
in  school  census,  physical  plant,  plans,  fate 
of  recent  school  bonds,  course  availability, 
etc.  “Availability  of  financing”  was  always 
researched  and  in  the  great  majority  of 
towns  little  difficulty  was  encountered  here, 
but  a discussion  with  local  bankers  was  al- 
ways sought.  “Recreational  facilities”  per  se 
were  assessed  as  well  and  opportunities  for 
skiing,  hunting,  fishing,  flying,  mountaineer- 
ing, etc.  A fudge-factor  (bias  allowance)  also 
was  used  for  purely  subjective  sensations. 
Both  of  us  felt  that  appearance,  economic 
base  and  general  impression  (doctors)  were 
important  as  criteria  and  both  graded  on 
these  points. 

Other  Considerations 

Important  in  visualizing  age  group  ratios 
and  town  composition,  if  exact  figures  were 
not  available,  were  indirect  indicators  as  fate 
of  the  last  school  bond,  school  census  trends 
(1960  vs.  1970)  and  town  impression  as 
settling,  settled  or  too  settled.  The  totally  un- 
settled boom  town.,  for  instance,  always  re- 
vealed itself.  Teachers’  salaries  and  school 
staffing  were  also  sometimes  indicators  of 
age  composition  of  the  community.  The  town 
newspaper  frequently  provided  valuable  in- 
sight into  a town  and  its  composition  and 


goals.  Ic  was  important,  we  felt,  to  be  given 
an  opportunity  to  meet  a young  Chamber  of 
Commerce  and  an  active  Junior  Chamber. 
Perhaps  most  important  overall  in  this  re- 
gard was  a welcome  by  and  introduction  to 
young  enthusiastic  professional  and  business- 
men. If  exact  figures  for  population  com- 
position were  unavailable  we  asked  for  the 
per  cent  over  age  65  and  below  21,  or  num- 
ber older  and  younger  than  40  years. 

One  of  us  is  an  avid  flyer  so  airport  fa- 
cilities and  regional  opportunity  became  im- 
portant. The  other  of  us  enjoys  distance 
running,  so  facilities,  both  natural  and  con- 
structed, for  this  activity  were  sought.  A con- 
sideration both  general  and  in  relation  to 
sports  is  the  prevalent  weather.  In  one  town, 
well  known  for  its  cold  winters,  no  hint  was 
given  of  the  uncomfortably  strong  and  per- 
sistent wind.  This  negative  feature  was  not 
checked  until  quite  late  in  our  tour.  One 
should  be  careful  to  inquire  into  all  aspects 
of  weather:  humidity,  precipitation,  wind 
patterns,  temperature,  etc.  An  additional  fac- 
tor of  importance  to  one  of  us  was  the  pro- 
file of  local  allergens. 

Increasingly,  a factor  in  the  pursuit  of 
anything  anywhere  are  tax  aspects  including 
community  bonded  indebtedness,  “special 
improvement  districts”  and  the  usual  city, 
county  and  state  levies.  Interesting  to  young 
physicians  just  leaving  training  are  oppor- 
tunities for  loan  forgiveness.  This  amounts 
to  10  to  15  per  cent  of  the  health  profession 
loan  if  the  individual  settles  in  a “physician 
shortage”  area  and  15  per  cent  per  year  of 
the  total  loan  if  he  settles  in  a “rural  re- 
development area”.  It  was  always  interesting 
to  have  the  welcoming  group  show  off  the 
town’s  most  attractive  homes.  Lack  of  at 
least  a few  showplaces  many  times  indicated 
dwindling  enthusiasm  and  community  spirit 
or  inadequate  economic  base. 

Always  posed  were  questions  on  per  cent 
unemployed,  size  of  welfare  roll,  any  diffi- 
cult minority  group,  drug  abuse,  etc.  Answers 
to  this  type  of  question  are  inevitably  some- 
what biased.  Collection  rates  sometimes  in- 
dicate economic  health,  but  are  quite  variable. 
Our  wives  insisted  that  we  survey  avail- 
ability of  catalogue  stores,  or  large  chain  re- 
tail stores,  and  we  later  found  this  a very 
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important  facility  as  much  of  our  office 
equipment  was  bought  from  one  of  the  large 
catalogue  institutions. 

Hospital  census  over  the  prior  three  to 
five  years  was  an  interesting  statistic  of 
medical  activity  or  capacity,  but  was  de- 
pendent upon  working  physicians.  Malprac- 
tice insurance  was  a variable  not  investi- 
gated until  too  late  (e.g.,  Montana  has  an 
inordinately  high  insurance  rate) . Evalua- 
tion of  the  hospital  should  include  an  ap- 
praisal of  the  hospital  administrator. 

The  Tour 

There  are  certain  courtesies  and  respon- 
sibilities in  the  visitations  to  the  communi- 
ties being  considered,  for  both  the  doctor  and 
the  community.  We  frequently  were  guilty 
of  providing  but  short  notice  of  our  visit  to 
the  prospective  host  or  host  town.  It  is  only 
fair  to  both  sides  that  the  meeting  have 
some  prearrangement.  Another  variable  to 
be  eliminated  is  length  of  visit.  This  should 
be  standardized  as  much  as  possible.  Short 
visits  particularly  predispose  to  false  im- 
pressions. It  behooves  the  seeking  town  to 
make  available  their  most  enthusiastic 
booster  host.  On  two  occasions,  having  pro- 
vided adequate  notification,  we  found  our- 
selves greeted  by  meek  and  apologetic  secre- 
taries with,  “Mr.  Blank  was  called  away  to 
his  other  hospital.  Would  you  like  to  talk  to 
him  by  phone?”  or  “Doctor  is  away  salmon 
fishing;  can  I help  you?”  The  great  majority 
of  towns  and  individuals  provided  lodging, 
many  in  homes.  Many  as  well  saw  to  some 
or  all  meals.  One  should  certainly  expect 
lodging,  at  least,  on  long  trips  such  as  these. 

Another  inducement  which  the  commu- 
nity should  utilize  is  persistent  contact  by 
phone  or  letter  between  the  community  and 
its  prospect.  This  kind  of  interest  is  very 
gratifying  assurance  of  need,  or  at  least  de- 
sire. An  additional  plus  for  any  community 
is  a forthright,  informative  and  well-com- 
posed letter  to  the  prospective  doctor.  It  is 
possibly  best  that  the  seeking  community 
not  use  its  doctor  either  in  first  contact  or 
follow-up.  His  motives  are  necessarily  sus- 
pect and  his  interest,  however  warm  and 
genuine,  frequently  has  no  foundation  on  ac- 
tual community  need  or  desire  for  additional 
physicians. 


If  one  has  strong  feelings  about  any  as- 
pect of  general  practice  which  may  or  may 
not  jive  with  policies  of  current  physicians 
or  community  preconceptions  about  the 
proper  practice  of  medicine,  be  sure  to  dis- 
cuss them  with  the  seeking  official  or  com- 
mittee. In  our  case,  house  calls  provided  an 
unnecessary  bone  of  contention  after  our  ar- 
rival. Policy  in  this  regard  could  have  been 
settled  prior  to  consideration  of  the  commu- 
nity. If  inducements  are  offered  and  you  feel 
them  acceptable,  be  sure  to  discuss  them  in 
detail  prior  to  any  decision.  We  made  a con- 
scious effort  to  avoid  putting  much  weight 
on  material  inducements.  Some  feel  that  ac- 
ceptance tends  to  obligate  the  physician  and 
eventually  engenders  regret  and  resentment. 

During  the  tour  in  evaluating  a town 
there  are  several  important  “Grading  Cau- 
tions”. Beware  the  preimpression,  positive  or 
negative.  If  one’s  post-visit  evaluation  dif- 
fers greatly  from  the  preimpression,  the  very 
difference  between  the  two  predisposes  to 
considerable  bias  and  has  grading  impact. 
We  finally  settled  in  a community  which  we 
previewed  with  considerable  derision,  ex- 
pecting not  to  return.  Beware  the  bias  intro- 
duced first  by  the  enthusiasm  and  excite- 
ment of  the  setting-out  and  later  by  the 
ennui  of  too  many  miles  and  too  many 
towns.  Later  towns,  too,  may  get  less  serious 
consideration  than  earlier  ones  because  a 
subconscious  decision  has  already  been 
made.  Grade  the  town  as  soon  as  possible 
after  inspection.  Impressions  change  and 
color  with  subsequent  impressions.  Finally, 
do  look  beyond  the  town  physician  to  re- 
liable community  leaders. 

The  Decision 

Following  the  initial  tour  we  retreated  to 
a rallying  point.  After  study  of  our  grading 
sheet  and  discussion  we  listed  our  likely 
choices.  The  list,  including  high,  but  not  nec- 
essarily the  highest,  ranked  towns,  had  No.  1 
Prosser,  No.  2 Rupert,  No.  3 Bonner’s  Ferry, 
No.  4 Chehalis,  No.  7 Coquille,  No.  8 Cut 
Bank  and  No.  14  Glasgow.  The  latter  was 
considered  strongly  on  the  strength  of  our 
greeting  by,  and  impression  of,  a very  strong 
and  admirable  local  doctor.  Any  community 
“blackballed”  by  either  partner,  for  any  rea- 
son, was  of  course  excluded  from  voting. 
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After  this  semi-final  selection  we  joined 
our  wives,  went  the  rounds  of  the  above 
seven  towns  and  returned  to  our  home  base 
in  Nebraska  for  the  final  vote.  Each  town 
was  allotted  a ballot  box.  Each  partner  had 
eight  votes,  four  for  himself,  two  to  cast  for 
his  wife  (this  allows  for  the  presumption 
that  none  will  be  satisfied  if  the  physician 
himself  is  dissatisfied)  and  two  to  be  cast  by 
his  wife. 

The  results  were  nine  votes  to  Cut  Bank, 
five  votes  to  Prosser,  and  two  votes  for  Bon- 
ner’s Ferry. 

Conclusions 

While  our  list  of  specific  criteria  did  not 
predict  our  final  choice  of  community,  the 
system  itself  was  easily  applied  and  clearly 


workable.  With  but  slight  modification  it 
should  prove  useful  in  other  searches.  With 
broader  usage  such  a system,  tending  to 
auto-delete  poor  criteria,  would  eventually 
provide  excellent  and  highly  predictive 
guidance  to  choice  of  practice  location. 

Two  factors  not  in  our  list  of  criteria 
which  retrospectively  had  major  positive  im- 
pact were  first,  a sophisticated,  spontaneous 
welcome  by  a young  enthusiastic  group  and 
second,  a close  follow-up,  preferably  by 
phone.  These  two  efforts  can  spell  success  to 
even  the  downgraded  community. 

Two  factors  which  seemed  to  have  min- 
imal impact  were  material  inducements  and, 
in  spite  of  criterion  status,  the  community 
hospital  or  its  appointments.  • 


The  medicolegal  screening  panel 


Until  the  1960’s  the  problems  of  malprac- 
tice were  minor.  Unless  there  was  obvious 
neglect  or  poor  management  of  the  illness,  the 
patient  generally  accepted  the  results  of 
medical  therapy  regardless  of  the  outcome. 
Communication  between  physician  and  pa- 
tient was  simple  and  routine. 

By  1965  the  incidence  of  suits  alleging 
malpractice  had  risen  sharply.  An  estimated 
31,000  physicians  in  the  United  States  experi- 
enced a suit  or  claim  that  year.  A major  car- 
rier in  Montana  noted  an  increase  in  claims 
filed  from  20  in  1965  to  75  in  1968,  an  annual 
increase  exceeding  90  per  cent.  In  1968  the 
cost  of  professional  liability  premiums  in 
Montana  rose  118  per  cent.^  Montana  was  the 
second  highest  in  the  nation  in  the  rate  of 
premium  increase  that  year.  Physicians  be- 
came increasingly  apprehensive  about  the 


evaluation  of  Montanans  experience 

Alfred  M.  Fulton,  MD,  Billings,  Montana 


problem.  With  the  public  trend  toward  in- 
creased compensation,  the  patient  has  come 
to  expect  complete  satisfaction  for  medical 
care.  Anything  less  could  be  grounds  for  a 
suit. 

Montana  customarily  has  been  slow  to 
change — be  it  style,  population  trends  or  pro- 
fessional negligence.  The  faster  growing 
states  had  already  grappled  with  the  prob- 
lem. The  Los  Angeles  County  Medical  So- 
ciety adopted  a Medical  Review  Advisory 
Board  to  furnish  expert  testimony  in  1950. 
By  1957  the  California  Medical  Association 
in  concert  with  the  California  Bar  Associa- 
tion adapted  the  plan  to  create  an  advisory 
panel  of  physicians  to  be  used  as  witnesses 
for  the  claimant’s  attorney.  In  the  same  year, 
Pima  County,  Arizona  initiated  the  first 
medicolegal  panel  to  screen  alleged  cases  of 


for  May  1973 


27 


malpractice.  The  New  Mexico  Medical  So- 
ciety patterned  its  medicolegal  screening 
panel  on  the  Pima  County  plan  in  1963. 

In  1962,  before  the  existence  of  the  panel, 
New  Mexico  was  seventh  in  the  nation  in 
number  of  malpractice  suits  filed.  By  1966, 
it  had  fallen  to  48th.  Last  year,  the  Travelers 
Insurance  Company,  which  provides  the 
New  Mexico  Medical  Society  with  group 
malpractice  coverage,  stated  that  it  had  no 
claims  during  its  first  full  year  of  operation 
in  that  state. ^ The  company  stated  that  the 
eight  year  influence  of  the  medicolegal  panel 
in  adjudicating  disputes  between  physicians 
and  their  patients  was  the  reason  for  this 
startling  performance. 

Faced  with  the  unnerving  experiences  of 
malpractice  trials,  and  encouraged  by  the 
early  results  of  the  New  Mexico  Panel,  the 
Montana  Medical  Association  joined  the 
Montana  Bar  Association  and  held  a Medico- 
legal Seminar  on  January  20,  1968.  The  suc- 
cess of  that  program  was  due  largely  to  the 
determination  and  cooperation  of  Paul  T. 
Keller,  then  President  of  the  Montana  Bar 
Association.  From  this  meeting,  a medico- 
legal guide  for  physicians  and  lawyers  was 
developed.  The  Montana  Medical  Association 
adopted  a Medicolegal  Screening  Plan  in 
1969,  based  largely  on  the  New  Mexico  Plan. 
Through  the  efforts  of  Henry  Loble  and 
Donald  A.  Nash,  then  President  of  the  Bar 
Association,  the  Montana  Bar  Association 
approved  the  plan  in  June,  1969.  Due  to  Mon- 
tana’s size,  it  was  deemed  wise  to  divide  the 
panel  into  Eastern  and  Western  districts.  The 
Eastern  Panel  met  for  the  first  time  in 
Billings  in  February,  1970,  with  Randall 
Swanberg  as  legal  chairman  and  Sidney  C. 
Pratt,  M.D.  as  medical  chairman.  Four  cases 
were  heard.  Since  then  a total  of  eighteen 
cases  have  been  heard  in  both  districts. 

The  panel  is  voluntary  and  informal  in  its 
total  concept.  It  consists  of  an  equal  number 
of  attorneys  and  physicians,  not  to  exceed 
twelve  members,  all  of  whom  serve  without 
compensation.  A charge  of  $25  is  paid  to  the 
Montana  Medical  Association  by  the  claim- 
ant’s attorney  at  the  time  of  filing  the  com- 
plaint. The  claim  filed  by  the  claimant’s  at- 
torney must  clearly  state  the  facts  of  the 


case  and  identify  persons,  dates  and  circum- 
stances of  the  alleged  malpractice.  The  phy- 
sician involved  then  files  his  reply,  detailing 
appropriately  his  position  and  circumstances 
relative  to  the  case.  The  Medical  Association 
provides  the  claimant’s  attorney  with  three 
medical  specialists  in  the  involved  field,  one 
of  whom  is  chosen  by  the  attorney  to  assist 
him  in  the  preparation  of  his  case.  The  spe- 
cialist so  chosen  serves  without  fee  unless  he 
is  called  to  serve  as  a witness  at  the  panel 
hearing.  Pertinent  copies  of  the  medical  data 
are  supplied  to  the  panel  and  a date  for  the 
hearing  is  set. 

The  purpose  of  the  Medicolegal  Screening 
panel  is  twofold: 

1.  To  protect  physicians  against  filing  of 
unwarranted  malpractice  claims,  and 

2.  To  assure  competent  medical  testimony 
for  claimants  having  reasonable 
grounds  for  compensation. 

The  panel  is  not  intended  to  supplant  the 
court  nor  is  it  meant  to  be  used  for  prehear- 
ing procedures.  The  conclusions  of  the  panel 
are  not  legally  binding  on  either  party,  nor 
may  any  of  the  testimony  be  used  later  in 
legal  proceedings.  No  records  of  testimony 
are  kept.  Panel  members  cannot  be  asked  to 
testify  in  court. 

After  weighing  testimony  provided  in- 
formally by  both  parties,  the  panel  decides 
if  there  is  substantial  evidence  of  malprac- 
tice. If  there  is  found  to-  be  such  on  a ma- 
jority secret  ballot  of  the  panel,  the  panel 
must  decide  whether  the  facts  tend  to  show 
reasonable  medical  probability  that  the 
claimant  was  injured.  It  is  not  the  function 
of  the  panel  to  determine  the  ultimate  ques- 
tion of  presence  or  absence  of  malpractice. 
“That  is  for  the  courts  alone.  But  if  there  is 
substantial  evidence  — meaning  something 
more  than  a suspicion,  but  not  necessarily  a 
preponderance  of  the  evidence  then  the 
matter  is  one  that  should  be  passed  along  to 
the  courts,  provided  there  is  reasonable  med- 
ical probability  of  injury.  Words  such  as 
‘substantial’  and  ‘reasonable’  are  very  diffi- 
cult if  not  nearly  impossible  to  define  with 
precision;  but  if  we  keep  in  mind  the  basic 
purposes  of  the  plan,  one  of  which  is  to 
screen  out  those  cases  which  either  have  no 
validity  at  all  or  have  so  little  merit  as  to 
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preclude  their  success  in  court,  then  the 
meaning  of  the  words  in  the  context  of  the 
panel  will  become  clear.”* 

In  the  two  and  one-half  years  since  its  in- 
ception a total  of  28  cases,  divided  evenly  be- 
tween the  two  districts,  have  been  filed  with 
the  panel.  Eighteen  of  the  28  cases  were 
heard  by  the  panel.  Malpractice  was  found 
in  eight  and  injury  in  seven  of  these.  The 
cases  can  be  medically  identified  as  follows: 


Orthopedic  7 

Surgical  4 

Infections  3 

Missed  Diagnoses  2 

Drug  Overdose  1 

Obstetrical  1 

Ten  of  the  28  cases  were  not  heard  for  the 

following  reasons: 

Attorney  withdrew  3 

Court  action  advised  1 

Court  action  pending  2 

Carrier  refused  panel  2 

Physician  refused  panel  1 

Carrier  settled  1 


These  findings  are  based  on  a tally  of  the 
panel  conclusions  and  information  received 
by  physicians  in  reply  to  a questionnaire. 
Seventy-eight  per  cent  of  the  physicians  re- 
plied. 

Fifty-five  per  cent  or  ten  out  of  eighteen 
claims  heard  by  the  panel  were  rejected.  To 
the  panel’s  knowledge,  none  of  these  claim- 
ants have  taken  their  cases  to  court.  In  sev- 
eral instances,  cases  have  been  withdrawn 
prior  to  panel  hearing  by  the  claimant’s  at- 
torney after  consultation  with  the  medical 
specialist. 

Uniformly,  the  panel’s  decisions  have  been 
made  by  a large  majority,  in  many  instances 
by  a unanimous  vote.  These  firm  decisions 
have  of  themselves  been  reassuring  to  the 
panelists.  During  the  period  of  this  study, 
February  1970  to  July  1972,  no  case  heard  by 
the  panel  has  been  tried  in  court  and  only  one 
has  been  filed. 

A further  study  was  made  of  the  com- 
parative experience  of  insurance  carriers  in 
Montana  during  the  two  and  one-half  years 
prior  to  the  panel’s  inception  in  February, 

•Mr.  Randall  Swanberg,  Legal  Chairman,  Eastern  Dis- 
trict, in  instructions  to  the  panel  and  parties  October 
19.  1972. 


TABLE  1 

NUMBER  OF  CASES  REPORTED  TO 
CARRIER  BY  PHYSICIAN 

Period 


Carrier 

July  1967— 

Jan.  1970- 

Dec.  1969 

June  1972 

A 

55 

39 

B 

24 

27 

C 

1 

9 

D 

0 

0 

"80 

1970,  and  the  two  and  one-half  years  follow- 
ing. Of  the  six  carriers  registered  with  the 
State  Insurance  Commission,  four  replied  to 
a questionnaire.  The  two  carriers  not  reply- 
ing provided  minimal  malpractice  coverage 
in  the  State.  The  results  are  tabulated  in 
Table  1.  These  cases  represent  instances 
wherein  a physician  deemed  them  as  poten- 
tial or  actual  malpractice  actions.  From  the 
total,  it  appears  there  has  been  no  significant 
decrease  in  the  total  incidence  of  malpractice 
litigation  since  the  beginning  of  the  panel. 
Physicians  are  apparently  seeing  the  same 
number  of  potential  lawsuits  now  as  they 
were  five  years  ago.  However,  during  this 
same  period  the  number  of  practicing  physi- 
cians in  Montana  increased  from  636  to  711. 
On  this  basis  there  may  be  a relative  de- 
crease in  the  incidence  of  malpractice  suits. 
It  is  of  interest  to  note  that  the  largest  car- 
rier (A)  in  the  state  has  had  a significant 
decrease  (55  to  39)  in  the  number  of  poten- 
tial lawsuits.  Carrier  A has  favored  the  use 
of  the  panel  while  Carrier  B has  refused  to 
aUow  its  policyholders  to  take  their  cases  to 
the  panel. 

On  the  basis  of  the  number  of  cases 
actually  filed  in  Montana  courts  during  the 
period  of  the  study  the  following  findings 
were  noted.  (Table  2) . The  drop  in  the  total 
number  of  cases  filed  was  54  per  cent,  a sig- 
nificant finding.  This  suggests  that  following 
the  inception  of  the  Medicolegal  Screening 
Panel  a reduction  in  malpractice  cases  actu- 
ally going  to  court  may  be  attributed  to  the 
effect  of  the  panel.  There  was  a greater  drop 
in  court  cases  for  Carrier  A than  for  Car- 
rier B. 

There  are  continuing  reports  of  the  mal- 
practice problem  nationwide.  Out  of  15,000 
surgeons  who  replied  to  a recent  survey  by 
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TABLE  2 

NUMBER  OF  COURT  CASES 
Period 


Carrier 

July  1967— 

Jan.  1970- 

Dec.  1969 

June  1972 

A 

45 

16 

B 

12 

10 

C 

0 

0 

D 

0 

0 

"sT 

the  American  College  of  Surgeons,  40  per 
cent  have  had  a malpractice  claim  in  the 
past  twelve  years.  The  College,  projecting 
the  trend  through  1974,  anticipates  that  the 
claim  incidence  could  reach  one-third  of  all 
surgeons.  Ninety  per  cent  of  these  claims 
were  settled  in  pretrial  conference,  only  one 
per  cent  by  panel  and  one  per  cent  by  arbi- 
tration. 

In  its  eight  years  of  experience,  the  New 
Mexico  Medicolegal  Screening  Panel  has  re- 
ceived an  increasing  number  of  claims.  The 
New  Mexico  Panel  has  ruled  against  negli- 
gence claims  in  nearly  70  per  cent  of  the 
cases  as  compared  with  Montana’s  experi- 
ence of  55  per  cent.  Only  six  per  cent  of  the 
non-negligence  decisions  have  proceeded  be- 
yond the  panel  to  court  action.^ 

Other  states  have  considered  the  use  of 
the  Board  of  Arbitration  empowered  to  ren- 
der binding  decisions  and  awards.  The  Dis- 
trict of  Columbia  introduced  such  legislation 
in  the  last  Congress.  Such  a mechanism,  how- 
ever, is  compulsory  and  is  in  contrast  with 
the  voluntary  approach  of  a screening  panel. 
If  the  panel  concludes  there  is  no  evidence 
of  malpractice,  the  case  is  customarily  closed 
unless  the  claimant’s  attorney  feels  that 


strong  and  overriding  reasons  justify  filing 
a court  action.  If  the  panel  finds  evidence  of 
malpractice,  it  places  no  quantum  on  the  neg- 
ligence and  the  ultimate  settlement  is 
reached  by  negotiation  between  the  parties. 

Additional  benefit  has  derived  from  the 
panel  through  increasing  communication  be- 
tween attorney  and  physician.  The  two 
panels  serving  Montana  entail  the  voluntary 
services  of  a large  pool  of  panel  participants. 
Six  attorneys  and  six  physicians  are  needed 
for  each  panel  and  the  panel  usually  meets 
several  days  twice  a year.  It  has  been  grat- 
ifying to  the  panel  members  tO’  sense  the  in- 
creased rapport  and  mutual  understanding. 
Serving  on  the  panels  has  been  considered 
an  honor  rather  than  a chore,  and  while 
service  may  become  tedious  in  the  future,  it 
is  not  so  at  present.  A system  of  rotation  or 
term  of  service  may  enhance  the  total  value 
of  the  panel  by  greater  participation  of  more 
attorneys  and  physicians. 

Conclusion 

The  Medicolegal  Screening  Panel  cur- 
rently appears  to  be  a satisfactory  approach 
to  the  problem  of  malpractice  in  Montana. 
Physicians  prefer  to  be  judged  by  their  peers, 
and  their  confidence  in  the  panel  is  expected 
to  increase.  It  has  achieved  a measurable 
reduction  in  the  number  of  malpractice  cases 
going  to  court.  During  1972,  one  major  car- 
rier has  substantially  lowered  its  premium 
to  Montana  physicians.  The  hearings  have 
been  held  in  an  atmosphere  of  friendly  in- 
quiry, and  the  growing  use  of  the  panel  has 
attested  to  its  continuing  acceptance  by  at- 
torneys, physicians,  and  insurance  carriers.  • 


REFERENCES 

1 Medical  World  News,  October  25,  1968. 

2 Medical  Economics,  June  19,  1972. 

3 Bulletin  of  the  American  College  of  Surgeons,  May  1972. 

1971  Interim  report  of  the  Medicolegal  Committee  of  the  New  Mexico  Medical  Society. 


30 


Rocky  Mountain  Medical  Journal 


Quinidine  toxicity:  A review* 


Jonathan  Abrams,  MD,  Albuquerque,  New  Mexico 


A brief  description  of  each  of  the 
common  toxic  manifestations  to 
quinidine  is  described. 


Quinidine  has  long  been  a mainstay  in  the 
treatment  of  cardiac  arrhythmias.  However, 
since  its  first  use  in  1918,  the  drug  has  been 
associated  with  a wide  variety  of  side  ef- 
fects and  toxicity,  ranging  from  the  annoy- 
ing to  the  fatal.  In  spite  of  this,  the  drug  re- 
mains the  choice  of  many  physicians  in  the 
treatment  of  atrial  and  ventricular  arrhyth- 
mias. The  purpose  of  this  report  is  to  briefly 
review  the  broad  spectrum  of  quinidine 
toxicity,  to  help  the  clinician  better  deal  with 
the  vagaries  of  this  unusual  drug. 

Quinidine  is  the  optical  d-isomer  of 
quinine,  and  both  are  alkaloids  derived  from 
the  bark  of  the  South  American  cinchona 
tree.  Quinidine  itself  was  first  developed  in 
1914,  although  quinine  had  been  used  in  1749 
by  De  Senac  for  “rebellious  palpitations”.^ 
Quinidine  has  proved  to  be  more  effective 
than  quinine  for  the  treatment  of  arrhyth- 
mias, but  they  both  have  multiple  and 
similar  pharmacologic  and  biologic  proper- 
ties.^ 

Quinidine  toxicity,  which  was  recognized 
soon  after  its  first  use  for  arrhythmias,  may 
present  in  various  ways.  The  three  major 
categories  are  as  follows  (Table  1) : (1)  Al- 
lergic or  hypersensitivity  phenomena,  (2) 
Idiosyncratic  effects,  and  (3)  Cardiovascular 
toxicity. 

*This  paper  is  from  the  Cardiology  Division,  Albuquer- 
que Veterans  Administration  Hospital;  and  the  Depart- 
ment of  Medicine,  University  of  New  Mexico  School  of 
Medicine,  Albuquerque,  New  Mexico,  and  was  presented 
in  part  at  the  American  College  of  Physicians  Regional 
Meeting,  Albuquerque,  December  5,  1969. 


Allergic  Toxicity 

Allergic  or  hypersensitive  manifestations 
are  relatively  uncommon,  and  may  occur  as 
isolated  phenomena  or  with  other  symptoms 
(Table  2).  Drug  fever  is  an  unusual  and 
poorly  recognized  complication.'*'^  The  diag- 
nosis can  be  made  only  if  the  fever  abates 
with  cessation  of  quinidine,  and  then  reap- 
pears following  readministration  of  the 
drug.-'*’®-’’  There  are  usually  other  associated 
symptoms,  such  as  skin  rash  or  gastrointes- 
tinal upset.  Rarely,  fever  alone  is  pres- 
ent.®-®-®  Most  drug  fevers  are  thought  to  be 
allergic  in  origin,  although  the  precise  me- 
chanisms often  are  unclear.  Both  circu- 
lating antibody  reactions  (immediate-type) 
and  delayed  hypersensitivity  can  be  in- 
volved.® Initial  sensitization  requires  seven 
to  ten  days,  and  probably  involves  a circu- 
lating antibody  response;®-®  subsequently,  a 
single  dose  can  result  in  an  immediate  fe- 
brile reaction.  If  the  fever  is  related  to 
quinidine,  it  should  lyse  within  24  to  48 
hours  after  cessation  of  therapy. ®’®-®  There  is 
no  relation  of  fever  to  dosage  of  quinidine; 
generally,  the  white  blood  cell  count  and 
sedimentation  rate  are  normal.® 

Quinidine-induced  thrombocytopenic  pur- 
pura represents  a somewhat  better-known 
allergic  phenomenon.  This  also  is  uncom- 
mon, and  often  is  dramatic  in  presentation. 
Fatalities  have  been  reported.®  Bleeding  can 
occur  from  any  site,  with  purpura,  melena, 
and  spontaneous  soft  tissue  hemorrhage  most 

TABLE  1 

QUINIDINE  TOXICITY 

1.  Allergic  (Immune  mechanisms) 

A.  Fever 

B.  Thrombocytopenic  Purpura 

C.  Hemolytic  Anemia 

II.  Idiosyncratic  or  Hypersensitivity 

A.  Mild  Cinchonism 

B.  “Quinidine  Syncope” 

HI.  Cardiovascular  Toxicity 
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TABLE  2 

ALLERGIC  MANIFESTATIONS  OF  TOXICITY 

• Requires  prior  sensitization,  with  antibody  for- 
mation 

• Uncommon 

• May  occur  alone  or  with  other  symptoms 

1.  Drug  fever 

2.  Thrombocytopenic  purpura 

A.  Quinidine  acts  as  a haptene 

B.  Platelet — agglutinating  7-S  gamma  glob- 
ulin 

3.  Hemolytic  anemia 

A.  Rare 

B.  19-S  gamma  globulin 

common.  A marked  and  immediate  throm- 
bocytopenia occurs  after  sensitization,  and 
inadvertent  or  diagnostic  challenge  with 
even  a single  dose  of  quinidine  can  produce 
abrupt  and  precipitous  falls  in  the  platelet 
count,  with  diffuse  bleeding.’"-”  The  mech- 
anism is  that  of  a haptene-platelet  antigen, 
with  the  quinidine  molecule  acting  as  a hap- 
tene.’--’® The  antibodies  that  are  produced 
cause  agglutination  of  platelets  in  vitro  and 
in  vivo;  splenic  or  peripheral  sequestration 
is  thought  to  be  responsible  for  platelet  de- 
struction.’® For  unknown  reasons,  this  syn- 
drome is  seen  in  women  far  more  frequently 
than  in  men.’"-’®  The  antibody  is  a 7-S 
gamma  globulin.’®  A quinidine-induced  he- 
molytic anemia  has  also  been  reported,  but 
is  rare  and  is  apparently  caused  by  a 19-S 
antibody.’®-’^ 

Idiosyncratic  T oxicity 

Manifestations  of  quinidine  toxicity  in 
this  category  (Table  3)  may  occur  with  a 
single  dose  or  during  standard  maintenance 
therapy.  The  mechanisms  are  unknown. 
Cinchonism,  a broad  spectrum  of  symptoms, 
seen  also  in  salicylate  toxicity,  results  most 
commonly  in  gastrointestinal  complaints: 
anorexia,  nausea,  diarrhea,  or  vomiting.  Less 
common  with  low  doses  are  tinnitus,  head- 
aches, and  visual  difficulties.  With  larger, 
toxic  doses  of  quinidine,  the  spectrum  of 
cinchonism  increases  in  severity,  and  in- 
cludes vertigo,  diplopia,  scotomata,  impaired 
color  perception,  and  even  a rare,  toxic  am- 
blyopia or  blindness.’®"’®  Occasionally,  even 
a single  dose  can  result  in  urticaria,  flush- 
ing, confusion,  delirium,  severe  hypotension, 
respiratory  depression,  psychosis,  or  seiz- 
ures.®-'’-®-’®-’® Although  a test  dose  of  200  mg. 


of  quinidine  sulfate  has  long  been  advo- 
cated by  some,  this  may  not  detect  many 
such  idiosyncratic  reactions.’*-’® 

Cardiovascular  T oxicity 

Usually,  the  cardiac  manifestations  of 
toxicity  (Table  4)  occur  only  with  large 
doses  of  quinidine®-’®  and  are  frequently  as- 
sociated with  symptoms  of  severe  cincho- 
nism; however,  serious  cardiovascular  effects 
are  often  present  without  any  evidence  of  cin- 
chonism.®""®® The  serious  problem  of  quin- 
idine syncope  may  well  be  a form  of  idiosyn- 
cracy,  and  will  be  discussed  below.  To  a 
certain  extent,  the  cardiovascular  toxicity 
represents  an  extreme  manifestation  of  the 
drug’s  pharmacologic  actions.  Toxicity  is  re- 
lated to  serum  levels  of  quinidine,  and  there 
is  an  increasing  incidence  of  serious  sequelae 
with  increasing  serum  quinidine  concen- 
trations.®-’^-’®-®® Levels  above  eight  jugm  per 
ml  are  frequently  associated  with  serious 
toxicity.®  Serum  levels  following  standard 
dosage  schedules  are  quite  variable,  result- 
ing from  differences  in  absorption,  serum 
binding,  and  excretion.®-’’’  A recent  study 
demonstrated  that  quinidine  urinary  excre- 
tion is  significantly  impaired  in  an  alkaline 
urine,  resulting  in  increased  serum  quinidine 
concentration.’" 

TABLE  3 
IDIOSYNCRASY 

1.  Urticaria,  flushing,  pruritus,  rash,  confusion, 
severe  hypotension,  psychosis,  seizures,  etc. 

2.  Mild  Cinchonism:  diarrhea,  vomiting,  nausea, 
tinnitus,  decreased  hearing,  headache,  vertigo, 
and  visual  symptoms 

3.  “Quinidine  Syncope”  — Ventricular  tachyar- 
rhythmias 

TABLE  4 

CARDIOVASCULAR  TOXICITY 

® Usually  related  to  overdosage 

• May  or  may  not  have  symptoms  of  severe  cin- 
chonism 

• EKG  Changes 

1.  “Quinidine  Effect”:  U-waves,  QT  prolonga- 
tion, QRS  delay  (25-50%) 

2.  QRS  delay,  greater  than  50%;  increased  PR 
interval;  ST-  and  T-wave  lowering;  widened 
or  notched  P-waves 

• Rhythm  Disturbances:  Nodal  rhythm;  SA  node 
depression;  bradycardia;  PVC’s;  ventricular 
tachycardia;  ventricular  fibrillation 

• Hypotension 

1.  Depressed  myocardial  contractility 

2.  Decreased  peripheral  vascular  resistance 
(refractory  to  pressors) 
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The  electrocardiogram  is  an  essential  tool 
for  categorizing  most  aspects  of  quinidine 
cardiovascular  toxicity.'*'®’^®*^^’^^  Electrocardi- 
ographic “quinidine  effect”  is  manifested  by 
“U”  waves,  QT  prolongation,  and  mild  QRS 
delay,  and  is  not  itself  an  indication  for  dis- 
continuing the  drug.^®  However,  with  even 
minor  QRS  delay,  toxic  levels  may  be  pres- 
ent, and  if  the  QRS  is  wider  than  50  per  cent 
of  baseline,  toxicity  definitely  is  present.®-^®-^^ 
Other  toxic  signs  include  prolongation  of  the 
PR  interval,  and  occasionally  major  degrees 
of  A-V  block;  widening  or  notching  of  the 
P waves;  and  ST  and  T wave  lowering. 
Cardiovascular  toxicity  can  be  manifested 
by  serious  arrhythmias,  including  sinus  node 
depression,  nodal  rhythm,  ventricular  ectopic 
beats  and  the  life-threatening  ventricular 
arrhythmias.  Severe  hypotension  occasion- 
ally can  be  seen,  usually  with  intravenous 
quinidine  therapy.  Although  quinidine  is  a 
direct  depressant  of  myocardial  contractil- 
ity, the  hypotension  is  related  more  directly 
to  the  drug’s  peripheral  vasodilating  activ- 
Standard  pressor  agents  generally  are 
not  very  effective  in  treating  quinidine- 
hypotension,  probably  in  part  because  of 


quinidine’s  direct  antiadrenergic  proper- 
ties.^®*^’’ 

Quinidine  syncope,  with  or  without  sud- 
den death,  has  long  been  recognized  as  per- 
haps the  most  serious  manifestation  of  tox- 
icity.^®'^®'“'^®  In  recent  years,  the  advent  of 
widespread  cardiac  monitoring  has  shown 
that  these  dramatic  episodes  are  a result  of 
quinidine-induced  ventricular  tachycardia 
or  fibrillation. Probably  the  bulk  of 
reports  of  sudden  death  or  collapse  in  the 
past  represent  ventricular  tachyarrhythmias, 
and  not  a direct  idiosyncratic  cardiovascular 
catastrophe  or  respiratory  arrest.  One  dis- 
turbing aspect  is  that  these  patients  do  not 
generally  show  any  associated  signs  or  symp- 
toms of  quinidine  toxicity,  i.e.,  cinchonism  or 
prior  ECG  changes. The  dosage  sched- 
ules and  quinidine  serum  levels  in  patients 
with  these  documented  quinidine-associated 
ventricular  arrhythmias  have  not  been  ex- 
cessive. The  arrhythmias  seem  to  come 
in  repetitive  bursts,  without  warning  symp- 
toms; the  patients  often  have  used  quinidine 
in  the  past  without  difficulty.  Some  episodes 
appear  to  be  induced  by  electrical  cardiover- 
sion,“*2®  although  this  is  still  unclear.^® 
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Conclusion 

It  is  evident  that  quinidine  can  cause  a 
wide  spectrum,  of  toxic  reactions,  some  of 
which  are  idiosyncratic  or  allergic,  and  may 
appear  with  small  doses.  The  more  serious 
cardiac  manifestations  usually  are  related  to 
large  doses  of  quinidine  with  high  serum 
quinidine  levels.  The  phenomenon  of  quin- 


idine syncope,  however,  is  not  well  under- 
stood, and  is  not  related  to  excessive  dosage. 
With  the  current  widespread  use  of  electrical 
cardioversion,  the  picture  of  severe  cinchon- 
ism  or  major  cardiovascular  toxicity  should 
become  less  common  in  the  future,  as  there 
is  no  longer  any  rationale  for  the  use  of  large 
doses  of  quinidine.  • 
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Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


After  six  days  of  TRAVASE  therapy,  debridemr-'t 
is  nearly  complete  and  granulation  evident. 


Decubitus  Ulcers  Yield  to 


^ Travase"  Ointment 

i brand  of  Sutilains 


Adjunctive  Therapy— Observe  Its  Effects  in  48  hours  J“ 
When  the  recommended  nursing  technique  is  i 

tallowed  without  deviation,  this  procedure  can  j 

generate  visible  improvement  within  48  hours  of  | 
treatment.  If  no  dissolution  of  slough  occurs  by  then,  i 
further  application  is  unlikely  to  be  rewarding  j 

(recheck  for  break  in  procedure,  usually  due  to  use  j 
of  cleansing  or  antiseptic  agents  which  impair  the  i 
effectiveness  of  the  enzyme  in  TRAVASE).  \ 
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Mease  see  next  page  for  prescribing  information 


Travase®  Ointment  brand  of  Sutilains 

APPLICATION  TECHNIQUE:  TRAVASE  Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for  biochemical  debridement.  It 
dissolves  and  facilitates  the  removal  of  necrotic  tissues  and  purulent 
exudates. 

TRAVASE  enzymes  are  selective.  Virtually  inactive  on  viable  tissue. 

When  this  recommended  nursing  technique  is  followed  without  deviation, 
this  procedure  can  generate  visible  improvement  within  48  hours  . . . 


(Ulcer  being  irrigated) 
Thoroughly  cleanse  and 
irrigate  the  wound  area  using 
only  sterile  water  or  sodium 
chloride  solution.  Be  sure  to 
cleanse  the  wound  of  any 
antiseptics  or  heavy-metal 
antibacterial  agents  which 
may  interfere  with  the 
enzyme  activity. 


Thoroughly  soak  the  wound 
area.  Where  practical,  tubbing 
or  showering  is  suitable.  Or 
wet  soaks  with  gauze  pads 
may  be  used.  Remember  to 
avoid  chemical  cleansing 
agents  which  may  interfere 
with  the  therapy. 


With  a sterile  cotton  swab  or 
finger  cot,  apply  a very  thin 
layer  of  TRAVASE  Ointment. 
The  ointment  spreads  easily 
and  only  a small  amount  is 
needed  (a  small  dab  of 
ointment  will  cover  an  area 
as  big  as  the  back  of  a hand). 

Be  sure,  though,  to  rub  the 
ointment  well  into  every  crack 
or  crevice  of  the  wound  and 
overlap  the  surrounding  skin 
one-fourth  to  one-half  inch 
beyond  the  area  to  be 
debrided — to  be  sure  of 
complete  coverage. 


Apply  loose,  wet  dressings, 
thoroughly  soaked  in  sodium 
chloride  solution  or  sterile 
water  to  the  area  to  be 
debrided  only. 


Cover  the  moist  dressings 
with  an  occlusive  wrap 
(Saran  wrap,  Telfa  Pads,  or 
other  plastic  wrappings)  to 
keep  wound  site  moist.  Do  not 
extend  occlusive  wrap  over 
Vz  inch  beyond  area  to 
be  debrided. 


When  changing  dressing, 
gently  wipe  away  the 
dissolved  material.  Repeat  the 
complete  dressing  procedure, 
including  application  of 
TRAVASE  Ointment,  four 
times  daily. 


The  ulcer  shown  in  these  photos  is  simulated  on  a model  in  order  to  demonstrate 
the  correct  TRAVASE  application  technique. 
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DESCRIPTION:  TRAVASE®  (brand  of  sutilains)  Ointment  is  a sterile  ,i 
preparation  of  proteolytic  enzymes,  elaborated  by  Bacillus  subtilis,  in  a i 
hydrophobic  ointment  base  consisting  of  95%  white  petrolatum  and  5%  i 
polyethylene.  One  gram  of  ointment  contains  approximately  82,000  case! 
units*  of  proteolytic  activity. 

ACTION:  TRAVASE  Ointment  selectively  digests  necrotic  soft  tissues  by  i 
proteolytic  action.  It  dissolves  and  facilitates  the  removal  of  necrotic 
tissues  and  purulent  exudates  that  otherwise  impair  formation  of 
granulation  tissue  and  delay  wound  healing  (4). 

At  body  temperatures  these  proteolytic  enzymes  have  optimal  activity  in  i 
the  pH  range  from  6.0  to  6.8. 

INDICATIONS:  For  wound  debridement  (1 ,2)— TRAVASE  Ointment  is 
indicated  as  an  adjunct  to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following  lesions: 

Second  and  third  degree  burns, 

Decubitus  ulcers. 

Incisional,  traumatic,  and  pyogenic  wounds. 

Ulcers  secondary  to  peripheral  vascular  disease. 


CONTRAINDICATIONS:  Application  of  TRAVASE  (brand  of  sutilains) 
Ointment  is  contraindicated  in  the  following  conditions: 

Wounds  communicating  with  major  body  cavities. 

Wounds  containing  exposed  major  nerves  or  nervous  tissue. 
Fungating  neoplastic  ulcers, 

Wounds  in  women  of  child-bearing  potential— because  of  lack  of 
laboratory  evidence  of  effects  of  TRAVASE  upon  the  developing  fetv 

WARNING:  Do  not  permit  TRAVASE  Ointment  to  come  into  contact  with 
the  eyes.  In  treatment  of  burns  or  lesions  about  the  head  or  neck,  shouli 
the  ointment  inadvertently  come  into  contact  with  the  eyes,  the  eyes  sho 
be  immediately  rinsed  with  copious  amounts  of  water,  preferably  sterile. 

PRECAUTIONS:  A moist  environment  is  essential  to  optimal  activity  of  tt 
enzyme.  Enzyme  activity  may  also  be  impaired  by  certain  agents.  In  vilri 
several  detergents  and  antiseptics  (benzalkonium  chloride, 
hexachlorophene,  iodine,  and  nitrofurazone)  may  render  the  substrate 
indifferent  to  the  action  of  the  enzyme  (3).  Compounds  such  as  thimeros 
containing  metallic  ions  interfere  directly  with  enzyme  activity  to  a 
slight  degree,  whereas  neomycin,  sulfamylon-streptomycin,  and  penicillii 
do  not  affect  enzyme  activity.  In  cases  where  adjunctive  topical  therapy 
has  been  used  and  no  dissolution  of  slough  occurs  after  treatment  with 
TRAVASE  Ointment  for  24  to  48  hours,  further  application,  because  of 
interference  by  the  adjunctive  agents,  is  unlikely  to  be  rewarding. 

In  cases  where  there  is  existent  or  threatening  invasive  infection, 
appropriate  systemic  antibiotic  therapy  should  be  instituted  concurrent!) 

Although  there  have  been  no  reports  of  systemic  allergic  reaction  in 
humans,  studies  have  shown  that  there  may  be  an  antibody  response  in 
humans  to  absorbed  enzyme  material. 

ADVERSE  REACTIONS:  Adverse  reactions  consist  of  mild,  transient  pair 
paresthesias,  bleeding  and  transient  dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  analgesics.  Side  effects  severe 
enough  to  warrant  discontinuation  of  therapy  occasionally  have  occurre 

If  bleeding  or  dermatitis  occurs  as  a result  of  the  application  of  TRAVA 
(brand  of  sutilains)  Ointment,  therapy  should  be  discontinued.  No  systei 
toxicity  has  been  observed  as  a result  of  the  topical  application  of 
TRAVASE  Ointment. 


Dosage  and  Administration 

STRICT  ADHERENCE  TO  THE  FOLLOWING  IS  REQUIRED  FOR  EFFECT 

RESULTS  OF  TREATMENT 

1.  Thoroughly  Cleanse  and  Irrigate  Wound  Area  with  sodium  chloi 
or  water  solutions.  Wound  MUST  be  cleansed  of  antiseptics  or 
heavy-metal  antibacterials  which  may  denature  enzyme  or  alter 
substrate  characteristics  (e.g.,  Hexachlorophene,  Silver  Nitrate, 
Benzalkonium  Chloride,  Nitrofurazone,  etc.). 

2.  Thoroughly  moisten  wound  area  either  through  tubbing,  shower 
or  wet  soaks  (e.g.,  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer  assuring  intimate  coni 
with  necrotic  tissue  and  complete  wound  coverage  extending  tr 
Va  to  Vz  inch  beyond  the  area  to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per  day  for  best  results. 

How  Supplied 

3P3002  TRAVASE  Ointment  is  supplied  sterile  in  one-half  ounce  tube: 

(14.2  g.)  containing  82,000  casein  units  of  sutilains  per  gram  ■ 
hydrophobic  ointment  base. 

The  ointment  must  be  stored  under  refrigeration  at  2°  to  10°  C 

(35°  to  50°  F). 
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Surgery  of  the  facial  nerve 


Norman  J.  Nickman,  MD,  Missoula,  Montana 


Indications  and  technics  are  described 
for  surgical  treatment  of  injuries 
of  the  facial  nerve. 


Development  of  the  operating  microscope 
for  otologic  surgery  has  advanced  surgical 
technics  for  multiple  areas  of  the  body.  The 
operating  microscope  is  no  longer  confined 
to  use  by  the  otologic  surgeon,  but  it  is  also 
utilized  by  the  ophthalmologist,  neuro- 
surgeon, vascular,  orthopedic,  plastic  and 
reconstructive  surgeons.  Along  with  this 
have  come  advances  in  surgery  of  the  facial 
nerve,  both  within  and  outside  the  temporal 
bone. 

Surgery  Outside  the  Skull 

After  the  facial  nerve  leaves  the  stylo- 
mastoid foramen  in  the  digastric  groove  and 
passes  from  behind  the  mastoid  process,  it 
may  be  traumatized,  especially  in  injuries 
associated  with  other  soft  tissue  injuries  such 
as  deep  lacerations.  Other  trauma  can  be 
surgical  injury,  as  in  parotidectomy  or  in  de- 
liberate transection  in  tumor  excision.  Suit- 
able repair  by  graft  is  desirable.  Re-constitu- 
tion of  facial  nerve  continuity  makes  possible 
return  of  function  and  cosmetic  appearance. 

A common  injury  is  a large  slashing  or 
tearing  wound  of  the  cheek  and  parotid 
gland  and,  if  deep  enough,  branches  of  the 
facial  nerve.  Branches  of  the  cervical  portion 
are  not  significant  because  disability  is  min- 
imal, even  if  not  repaired.  However,  great 
functional  disability  and  cosmetic  deformity 
can  result  from  cutting  any  or  all  branches 
superior  to  the  cervical  branch.  Commonly 
injured  also  is  the  parotid  duct.  Usually  in- 
jury to  the  parotid  duct  can  be  handled  sim- 
ply. One  solution  is  ligation  of  the  duct  at 


both  ends,  but  far  superior  is  placement  of 
intracath-type  tubing  through  the  duct  in 
the  mouth,  passing  it  through  the  severed 
portion  of  the  duct  within  the  laceration.  In- 
tracath  tubing  can  be  threaded  with  a needle 
into  the  hilar  area  of  the  gland  and  then  out 
through  the  skin.  The  tubing  serves  as  a 
splint  for  the  duct,  which  can  then  be  su- 
tured with  extremely  fine  catgut,  silk  or 
nylon  sutures,  utilizing  the  operating  micro- 
scope at  ten  power.  After  the  major  pro- 
cedure is  done,  the  tubing  can  be  cut  in  the 
mouth  or  pulled  out  of  the  skin  a bit  fur- 
ther, so  that  it  will  retract  slightly  into  the 
duct.  In  four  or  five  days,  the  tubing  is  sim- 
ply pulled  out  of  the  duct  through  the  skin. 
(Fig.  1). 

Usually  both  ends  of  the  branches  of  the 
nerve  can  be  found  with  the  aid  of  a facial 
nerve  stimulator.  Often  it  is  easier  to  find 
the  proximal  ends  by  doing  a superficial 
parotidectomy,  beginning  with  isolation  and 
identification  of  the  nerve  trunk  in  the  area 
of  the  tragal  cartilage.  After  freeing  the 
margins,  the  ends  are  sutured,  aided  by  the 
binocular  microscope.  Suture  used  to  oppose 
ends  of  the  nerve  is  usually  8/0  to  10/0 
ophthalmic.  Even  if  the  branches  are  so  fine 


Fig.  1.  Repair  of  the  parotid  duct  using  intracath 
tubing  as  a splint. 
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that  it  is  difficult  to  place  sutures  in  the 
sheath  of  the  nerve,  they  can  be  sutured  in 
proximity.  An  ophthalmic  needle  holder 
(Castroviejo)  is  quite  useful  for  this.  The 
distal  ends  of  the  nerve  will  usually  respond 
to  a stimulator  up  to  72  hours  after  injury. 
Immediate  reconstruction  of  the  nerve  is 
many  times  easier  and  better  than  delayed 
repair.  (Fig.  2) . 

In  tumor  surgery  of  the  parotid  gland,  it 
may  be  necessary  to  remove  a small  or  large 
portion  of  the  facial  nerve  because  of  neo- 
plasm. In  this  case,  a graft  can  be  fashioned 
from  the  greater  auricular  nerve,  its  trunk 
and  branches  used  to  replace  those  of  the 
facial  nerve.  The  more  central  the  nerve  in- 
jury, the  greater  the  tendency  towards  mass 
motion,  or  synkinesis,  of  the  face  after  heal- 
ing. However,  mass  motion  with  good  mus- 
cle tone  of  the  face  is  far  better  han  flaccid 
paralysis. 

Surgery  Within  the  Temporal  Bone 

The  facial  nerve  enters  the  temporal  bone 
at  the  internal  auditory  canal  and,  still  in- 
side the  dura,  is  accompanied  by  the  inferior 
and  superior  vestibular  nerves,  the  cochlear 
nerve,  the  nervus  intermedins,  and  the  coch- 
lear artery.  The  nerve  separates  from  these 
other  nerves  as  it  enters  its  own  Fallopian 
canal  adjacent  to  the  vestibule  of  the  inner 
ear,  and  makes  the  longest  passage  of  any 
nerve  through  bone  as  it  passes  through  the 
middle  ear  and  the  anterior  portion  of  the 
mastoid  cells.  It  leaves  the  temporal  bone  at 
the  stylomastoid  foramen  to  enter  the  soft 
tissue  of  the  head  and  neck. 

The  most  common  reason  for  injury  of 
the  facial  nerve  within  the  temporal  bone  is 
blunt  trauma.  It  is  usually  accompanied  by 
either  a vertical  or  horizontal  fracture  of  the 
temporal  bone,  associated  with  a basal  skull 
fracture.  Obviously,  the  patient  can  have 
other  serious  injuries  and  his  ability  to  with- 
stand extensive  surgery  requires  evaluation. 

Vertical  fracture  of  the  temporal  bone 
usually  transects  the  petrous  apex  of  the 
temporal  bone  and  can  involve  all  nerves 
transversing  the  internal  auditory  canal. 
Fractures  through  the  internal  ear  often 
cause  vertigo  and  severe  or  complete  loss  of 
hearing  of  a sensorineural  nature.  The  mid- 
dle fossa  approach  is  useful  for  treatment  of 


Fig.  2.  Primary  repair  of  fine  branches  of  facial 
nerve. 


a vertical  fracture  of  the  temporal  bone  in 
the  area  of  the  internal  ear. 

A horizontal  fracture  of  the  temporal 
bone  usually  involves  the  posterior-superior 
wall  of  the  external  auditory  canal  and  tears 
the  tympanic  membrane  posterosuperiorly. 
The  ossicles,  particularly  the  incus,  are  often 
fractured  and/or  dislocated  along  with  a 
fracture  through  the  Fallopian  canal,  which 
contains  the  facial  nerve  in  the  area  adja- 
cent to  the  lateral  semi-circular  canal.  The 
patient  with  a horizontal  fracture  in  the 
temporal  bone  will  usually  suffer  from  a 
complete  or  partial  facial  nerve  paralysis 
and  a conductive  hearing  loss  of  varying  de- 
gree. A chronic  perforation  and  even  an 
early  cholesteatoma  can  result  from  the  mar- 
ginal tympanic  membrane  perforation  asso- 
ciated with  the  horizontal  fracture.  Conduc- 
tive hearing  loss  due  to  disruption  of  the 
ossicular  chain  can  be  corrected  by  micro- 
surgical  technics  while  handling  the  nerve 
injury  itself. 

Direct  treatment  of  facial  nerve  injury  is 
complete  decompression  of  that  portion  of 
the  nerve  injured.  The  medial  portion  of  the 
nerve  is  best  handled  through  a middle  fossa 
approach,  whereby  the  nerve  can  be  decom- 
pressed from  a superior  exposure  in  the  area 
of  the  geniculate  ganglion.  The  nerve  is  de- 
compressed from  the  lateral  end  of  the  in- 
ternal auditory  canal  to  the  stylomastoid 
foramen  where  the  nerve  leaves  the  temporal 
bone,  or  until  normal  nerve  is  reached  within 
the  temporal  bone.  The  nerve,  if  swollen, 
must  be  decompressed  where  surrounded  by 
bone.  The  nerve  can  be  completely  severed. 
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or  merely  pinched  at  a fracture  site.  Edema 
of  adjacent  nerve  can  cause  progression  of  in- 
jury. Treatment  of  the  horizontal  portion  of 
the  nerve  is  done  through  a complete  mas- 
toidectomy with  identification  and  decom- 
pression of  the  nerve  in  its  horizontal  and 
vertical  portions.  The  nerve  in  this  approach 
is  first  identified  near  the  lateral  semicircu- 
lar canal  or  at  the  stylomastoid  foramen. 

It  may  be  necessary  to  use  both  a middle 
fossa  and  a mastoidectomy  approach  to  de- 
compress the  entire  nerve  because  trauma- 
tized, swollen,  or  transected  nerve  anywhere 
along  its  path  through  the  temporal  bone 
within  the  Fallopian  canal  must  be  treated 
to  be  successful. 

When  there  is  a gap  between  severed 
ends,  an  auricular  nerve  graft  is  used.  It  can 
be  held  in  place  by  sutures.  A strip  of  tem- 
poral fascia  can  be  laid  over  the  graft  or  it 
can  be  covered  with  Gelfoam. 

Many  patients  with  temporal  bone  frac- 
tures and  facial  nerve  injuries  will  not  be 
suitable  for  surgery  upon  arrival  at  the  hos- 
pital, but  within  three  or  four  days,  will  be 
stabilized  enough  that  the  decompression 
procedure  can  be  done.  Even  if  a patient  is 
not  a good  surgical  risk  for  three  or  more 
weeks,  facial  nerve  decompression  should  be 
done  when  he  can  tolerate  it  if  function  has 
not  returned  and  stimulation  tests  indicate 
a non-intact  nerve. 

Procedures  for  Evaluation  of  Injuries 
Within  the  Temporal  Bone 

If  the  patient’s  condition  permits,  it  is 
ideal  to  have  an  audiogram,  including  air 
and  bone  conduction,  speech  reception  thresh- 
old, and  speech  discrimination  score  to  de- 
termine whether  a hearing  loss  is.  present 
and  whether  it  is  sensorineural,  conductive, 
or  a mixed  loss.  Proper  masking  of  the  op- 
posite ear  is  essential. 

Tuning  fork  testing  should  be  don,e  in  all 
cases,  even  with  a complete  audiogram, 


using  256,  512  and  1024  cycle  forks.  Prefer- 
ably, the  tuning  fork  should  be  of  the  heavier 
variety,  as  they  tend  to  be  more  accurate. 
The  standard  Rinne  and  Weber  tests  should 
be  done  along  with  masking,  using  the 
Barany  Box  in  the  opposite  ear,  to  be  sure 
that  a false  negative  Rinne  is  not  recorded. 

Along  with  standard  skull  x-rays,  radio- 
graphic  examinations  of  the  petrous  apex  and 
mastoid  portions  of  the  temporal  bone  must 
be  done.  The  commonly  selected  views  are 
the  Law,  Stenvers,  modified  Caldwell  de- 
picting both  internal  canals  at  the  same  time, 
plus  base  of  skull,  and  Towne  views.  Tomo- 
grams are  also  useful. 

Standard  neurologic  testing  is  essential, 
including  corneal  sensation,  extraocular 
movements,  pupillary  reflexes,  and  accurate 
description  of  the  facial  nerve  paralysis  it- 
self. It  is  surprisingly  easy  to  miss  a bilateral 
facial  paralysis  in  a lethargic  patient. 

The  Schirmer  Test  to  measure  tearing  of 
the  eyes  is  essential.  If  a difference  between 
the  eyes  is  demonstrated,  it  may  represent 
disease  of  the  facial  nerve  as  far  medial  as 
the  geniculate  ganglion. 

Testing  with  the  facial  nerve  stimulator 
is  useful  as  a base  line  study.  Function  may 
be  present  for  72  hours,  even  with  a tran- 
sected nerve.  After  this  time,  with  any  sig- 
nificant injury  to  the  nerve,  facial  function 
with  this  testing  will  be  decreased  or  absent. 

Summary 

Indications  and  general  technics  are  de- 
scribed for  surgical  treatment  of  facial  nerve 
injuries,  both  outside  of  and  within  the  tem- 
poral bone.  Facial  ner'/e  paralysis  results  in 
severe  cosmetic  and  functional  deformities, 
plus  secondary  ophthalmic  complications. 
With  the  use  of  the  operating  microscope 
and  modern  surgical  technics  function  of  the 
nerve  can  often  be  restored.  • 
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Reye’s  syndrome 

Report  of  a case 


Dennis  J.  McCarthy,  MD,  and  Donald  L.  Gillespie,  MD, 

Butte,  Montana 


Since  Reye’s  original  description  of  the 
syndrome  of  fatty  infiltration  of  the  viscera 
and  encephalopathy*  over  100  cases  have 
been  described.  Following  an  upper  respira- 
tory infection,  the  typical  patient  develops 
progressive  central  nervous  system  dysfunc- 
tion resulting  in  death  in  approximately 
eighty  per  cent  of  cases.  Treatment  for  this 
disorder  is  still  controversial.  A patient  with 
Reye’s  Syndrome  treated  with  exchange 
transfusion  is  described. 

CASE  REPORT 

An  11 -year-old  white  female  was  admitted  to 
St.  James  Community  Hospital  in  October  1972 
for  evaluation  of  protracted  emesis.  She  had  been 
well  until  four  days  prior  to  admission,  at  which 
time  she  developed  a sore  throat  and  fever.  With 
Erythromycin  and  salicylate  therapy,  her  symp- 
toms subsided  in  24  hours.  One  day  prior  to  ad- 
mission, however,  she  developed  uncontrollable 
emesis  and  fever.  The  latter  responded  to  salicy- 
lates, but  the  persistent  vomiting  required  intra- 
venous fluids. 

Initial  physical  examination  was  within  nor- 
mal limits  except  for  irritability  and  listlessness. 
Laboratory  studies  included  a normal  CBC,  urin- 
alysis, and  electrolytes.  (Blood  sugar  was  not 
done.)  Upon  institution  of  intravenous  fluids, 
emesis  subsided;  however,  within  24  hours  she 
became  confused,  restless,  and  subsequently  coma- 
tose. 

At  this  point  examination  showed  a comatose 
patient  who  aroused  to  deep  pain  with  purpose- 
less motion  and  hyperventilation.  There  were  hy- 
peractive deep  tendon  reflexes  and  bilateral  ex- 
tensor plantar  responses.  A lumbar  puncture  was 
within  normal  limits,  and  subsequent  culture  was 
negative.  SCOT  was  1650  U,  SGPT  was  370  U,  and 
LDG  was  860  U.  Total  serum  bilirubin  was  0.6 
milligrams  per  cent,  and  a prothrombin  time  was 
20  per  cent  of  control.  Blood  sugar  was  148  milli- 
grams per  cent. 

With  these  findings,  diagnosis  of  Reye’s  Syn- 
drome was  made.  Within  24  hours  of  onset  of  ob- 
tundation, exchange  transfusion  was  performed 
via  a central  venous  line  inserted  in  the  external 


jugular  vein.  Exchange  was  done  using  a volume 
of  citrated  blood  estimated  at  one  and  one-fourth 
the  patient’s  blood  volume,  in  this  case,  seven 
units. 

Following  exchange  transfusion,  the  patient, 
although  stuporous,  was  able  to  converse  with  her 
parents.  Twelve  hours  later,  however,  she  again 
appeared  irrational  and  poorly  arousable.  A sec- 
ond exchange  was  performed.  Afterwards,  she 
was  lethargic  but  conversant.  A percutaneous 
needle  liver  biopsy  showed  a grossly  fatty  speci- 
men. Microscopic  examination  showed  normal 
architecture  with  fatty  metamorphosis  and  no  in- 
flammatory change. 

Subsequently,  there  was  progressive  improve- 
ment in  her  neurologic  status.  Unfortunately,  bile 
peritonitis  developed  secondary  to  the  biopsy  and 
the  patient  required  surgical  abdominal  explora- 
tion and  drainage.  At  discharge,  two  and  one-half 
weeks  following  onset  of  the  coma,  she  had  no 
neurologic  residual,  and  liver  function  tests  were 
within  normal  limits. 

Discussion 

In  1963  Reye  described  21  patients  with 
the  now  well  defined  clinical  picture  of 
cerebral  edema  and  fatty  change  in  the  vis- 
cera. Seventeen  of  these  patients  died. 

The  typical  patient  initially  has  upper 
respiratory  symptoms  of  cough,  malaise  and 
rhinorrhea.  Following  this  benign  prodrome, 
protracted  emesis  develops.  Within  hours  to 
two  to  three  days,  signs  of  excessive  central 
nervous  system  dysfunction  appear,  includ- 
ing agitation,  delirium,  lethargy,  stupor  and 
coma.  During  this  latter  phase,  the  patient 
may  exhibit  hyperactive  reflexes,  extensor 
plantar  reflexes,  rigidity,  and  hyperpnea. 
Death  supervenes  usually  in  48  hours. 

Laboratory  hallmarks  of  diagnosis  con- 
sist of  a normal  cerebrospinal  fluid  analysis 
and  abnormal  liver  function  studies.  The 
CSF  typically  has  a normal  cell  count,  nor- 
mal protein  and  low  to  normal  sugar.  Cul- 
tures are  negative.  Liver  function  tests  show 
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an  elevated  SGOT,  SGPT,  LDH  without  ele- 
vation of  bilirubin.  The  prothrombin  time 
frequently  is  prolonged.  Early  in  the  course 
hypoglycemia  and  an  elevated  blood  ammo- 
nia may  be  noted.^ 

Pathologic  findings  consist  of  cerebral 
edema  and  fatty  metamorphosis  of  the  liver. 
The  latter  is  enlarged  in  fifty  per  cent  of  the 
patients.  A liver  biopsy  is  felt  to  be  a pre- 
requisite to  diagnosis.^  However,  as  in  our 
case,  an  abnormal  prothrombin  time  fre- 
quently precludes  liver  biopsy  prior  to  ther- 
apy. Grossly,  the  liver  is  pale,  yellow  and 
greasy.  Microscopic  examination  shows  dif- 
fuse fatty  infiltration  of  the  liver  cells  with- 
out inflammatory  infiltration.  Fatty  change 
has  been  noted  also  in  the  heart,  pancreas, 
lymph  nodes  and  kidney  tubules. 

Etiology  of  this  syndrome  is  still  un- 
known. A viral  agent  is  possible  but  no  single 
agent  has  been  incriminated.  An  association 
between  this  syndrome  and  varicella  and  In- 
fluenza B virus  infections  often  has  been 
mentioned.  Other  similarities  exist  between 
Reye’s  Syndrome  and  salicylate  intoxication, 
ammonia  intoxication,  Jamaican  vomiting 
sickness'^  and  a syndrome  in  northeastern 
Thailand  attributed  to  aflatoxin.® 

The  prime  prerequisite  of  therapy  is  an 
early  diagnosis.®  Any  patient  with  an  un- 
explained encephalopathy  should  have  im- 
mediate liver  function  studies  and  a pro- 
thrombin time  in  preparation  for  a liver 
biopsy. 

Intravenous  fluids  are  started  to  correct 
hypoglycemia.  Osmotic  diuretics  have  been 
tried  with  little  benefit  for  severe  central 
nervous  system  dysfunction.  Although  the 
association  between  this  syndrome  and  am- 


monia intoxication  has  not  been  completely 
defined,  therapy  with  cleaning  enemas  and 
neomycin  has  been  rcommended  by  some.^ 

In  an  attempt  to  remove  a still  unknown 
toxin,  therapy  with  peritoneal  dialysis’’  and 
exchange  transfusion  appear  most  promising. 
Schubert,®  et  al,  reported  a mortality  of 
thirty  per  cent  in  a group  treated  in  this 
manner  as  opposed  to  an  eighty  per  cent 
mortality  rate  in  the  control  group.  Ex- 
changes are  performed  using  a blood  volume 
estimated  at  one  and  one-half  to  two  times  the 
estimated  blood  volume.  In  larger  patients, 
an  estimated  one  and  a quarter  volume  ex- 
change should  suffice.  To  facilitate  exchange, 
a central  venous  catheter  should  be  inserted. 
Exchange  should  be  performed  every  12  hours 
until  the  patient  shows  signs  of  improve- 
ment or  until  evidence  of  irreversible  cen- 
tral nervous  system  dysfunction  exists  such 
as  areflexia,  fixed  dilated  pupils,  or  absence 
of  spontaneous  respirations. 

Prognosis  for  survivors  is  still  dependent 
upon  further  clinical  reports.  In  one  study 
of  fourteen  surviving  patients,  three  had 
neurologic  residual  deficits  and  ten  were 
well.® 

Summary 

A patient  with  Reye’s  Syndrome  treated 
via  exchange  transfusion  is  presented.  Early 
diagnosis  of  this  illness  is  essential  if  ther- 
apy is  to  be  successful.  It  is  hoped  that  this 
syndrome  will  be  increasingly  recognized 
and  that  further  studies  will  be  performed 
in  reference  to  the  etiology,  treatment  and 
prognosis.  • 
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Abdominal  pain  following  acute 
myocardial  infarction* 


R.  Douglas  Yajko,  MD,  Denver 


Emboli  to  the  superior  mesenteric  artery 
produces  a confusing  clinical  picture.  This 
case  report  illustrates  some  of  the 
problems  in  diagnosis  of  this  entity. 


Abdominal  discomfort  is  a relatively  com- 
mon finding  following  acute  myocardial  in- 
farction. Friedberg  has  stated,  “Symptoms 
classified  loosely  as  indigestion  occur  so  fre- 
quently that  cardiac  infarction  was  formerly 
often  mistaken  for  an  attack  of  acute  indi- 
gestion. Nausea  and  vomiting  are  common. 
Abdominal  distension  and  a sense  of  epigas- 
tric fullness  are  common.  If  the  pain  is  not 
severe,  they  may  dominate  the  clinical  pic- 
ture from  the  onset.”*  The  following  case  re- 
port illustrates  how  classical  superior  me- 
senteric arterial  embolism  may  be  misdiag- 
nosed when  occurring  with  acute  myocardial 
infarction. 

CASE  REPORT 

A 50-year-old  white  male  was  in  good  health 
until  he  experienced  substernal  pain  while  watch- 
ing television.  The  pain  extended  from  the  mid- 
epigastrum  to  the  neck  and  down  the  left  arm. 
There  was  some  nausea  associated  with  the  pain, 
and  the  patient  thought  he  was  experiencing  in- 
digestion when  the  pain  was  relieved  by  bicar- 
bonate and  water.  A similar  episode  occurred  one 
day  later,  and  again  the  following  day,  at  which 
time  his  wife  brought  him  to  the  hospital. 

Admission  electrocardiogram  (Fig.  1)  revealed 
an  acute  myocardial  infarction,  anterolateral  and 
superior.  Previous  history  revealed  no  heart  dis- 

*From  the  Department  of  Surgery,  Denver  General  Hos- 
pital, Denver. 


Fig.  1.  EKG  on  admission. 

order,  a history  of  heavy  smoking  (up  to  four 
packs/day),  and  consumption  of  a quart  of  whis- 
key per  week.  There  was  a history  of  old  tuber- 
culosis treated  in  the  Navy  (1944)  and  accidental 
gunshot  wound  of  (R)  chest  requiring  surgical 
exploration.  Physical  examination  on  admission 
was  unremarkable. 

He  was  admitted  to  the  coronary  care  unit 
where  early  congestive  heart  failure  with  a gallop 
rhythm,  occasional  PVC’s,  and  hypotension  were 
treated  with  Digoxin,  Lasix,  Pronestyl  and  sodium 
restriction.  He  was  not  anticoagulated.  He  did  un- 
usually well  for  12  days  when  he  noted  the  onset 
of  excruciating  periumbilical  abdominal  pain  with 
vomiting,  while  bearing  down  to  defecate.  At  that 
time,  his  blood  pressure  was  150/90,  pulse  108,  and 
the  abdominal  examination  unremarkable.  Serum 
amylase  was  normal  and  chest  roentgenogram  re- 
vealed right  lower  lobe  pneumonia.  EKG  revealed 
some  ST  and  T wave  changes,  but  was  otherwise 
evolving  from  previous  pattern  (Fig.  2).  He  was 
thought  to  have  extended  his  infarct  and  was 
placed  on  bed  rest.  Although  multiple  surgical 
consultations  were  obtained  over  the  next  few 
days,  a normal  abdominal  examination  supported 
the  diagnosis  of  extension  of  the  infarct  as  the 
basis  of  his  unrelenting  abdominal  pain. 
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Fig.  2.  EKG  on  day  of  abdominal  pain. 


However,  the  abdominal  pain  and  nausea  per- 
sisted, even  with  high  doses  of  meperidine,  and 
the  abdominal  examination  demonstrated  re- 
bound and  direct  tenderness.  The  white  blood 
count  at  this  time  was  18,900,  with  a left  shift. 
Abdominal  films  revealed  adynamic  ileus.  A peri- 
toneal tap  was  non-diagnostic. 

The  patient  was  placed  on  Penicillin  and 
Kanamycin  and  observed.  Little  change  ensued 
over  the  next  two  days  until  he  became  septic 
with  fever  of  39..5°C.  He  was  taken  to  the  oper- 
ating room  for  exploratory  laparotomy  and  was 
found  to  have  necrosis  of  the  entire  small  bowel. 
The  mesenteric  vessels  were  not  explored,  and 
no  resection  was  carried  out.  Postoperatively,  he 
progressively  deteriorated,  remaining  hypotensive 
and  febrile  until  he  expired  four  days  later. 

Comment 

This  patient’s  clinical  course  can  be  sum- 
marized as  one  of  atherosclerotic  cardio-vas- 
cular  disease  with  subsequent  myocardial  in- 
farction and  its  attendant  complications.  His 
abdominal  pain  was  caused  by  the  uncom- 
mon systemic  embolization  to  the  superior 
mesenteric  artery  following  myocardial  in- 
farction. Fig.  3 shows  the  mural  thrombus 
on  the  left  ventricle.  Fig.  4 shows  the  su- 
perior mesenteric  artery  with  the  embolus 
blocking  the  lumen.  Prior  to  this  catastro- 
phy,  he  seemed  to  be  doing  well  as  there 
was  minimal  evidence  of  congestive  heart 
failure,  arrhythmias  or  hypotension,  and  lab- 
oratory data  including  enzyme  determina- 
tions were  approaching  normal  levels. 
Over  the  next  few  days,  the  bowel  became 
necrotic  furnishing  the  source  of  bacterial 
overgrowth  with  concomitant  peritonitis  and 
overwhelming  blood  borne  septicemia.  The 
later  surgery  merely  confirmed  this;  the 
bowel  changes  were  irreversible. 


Fig.  3.  Mural  thrombus  of  left  ventricle. 


Fig.  4.  Embolus  in  superior  mesenteric  artery. 

Discussion 

Mortality  of  acute  myocardial  infarction 
is  directly  related  to  the  severity  of  the  in- 
farction, with  50  per  cent  of  deaths  occurring 
within  the  first  24  hours  and  70  per  cent  to 
80  per  cent  occurring  within  the  first  five 
days.  The  overall  mortality  from  acute  myo- 
cardial infarction  is  30  per  cent  within  the 
first  30  days  after  onset. Coronary  Care 
Units  have  decreased  deaths  from  ventric- 
ular arrhythmias  by  only  five  per  cent.  A six 
per  cent  mortality  has  been  reported  in  mild 
infarction  without  failure  or  hypotension,  21 
per  cent  in  severe  infarction  with  failure  or 
hypotension,  and  81  per  cent  where  cardi- 
ogenic shock  is  present.'* 

Garvin^  has  reported  that  the  incidence 
of  peripheral  emboli  and  infarction  varies 
with  the  type  of  heart  disease.  Subacute  bac- 
terial endocarditis  was  most  frequently  as- 
sociated with  infarction  (80  per  cent); 
coronary  artery  disease  with  myocardial  in- 
farction about  60  per  cent;  coronary  artery 
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TABLE  1 

INCIDENCE  OF  PERIPHERAL  INFARCTS 


IN  HEART  DISEASE 

Subacute  Bacterial  Endocarditis  80% 

Coronary  Artery  Disease  with  Infarct  60% 

Coronary  Artery  Disease  without  Infarct  50% 

Rheumatic  Heart  Disease  50% 


disease  without  myocardial  infarction  and 
rheumatic  heart  disease  were  about  equal, 
approximating  50  per  cent.  (Table  1)  A re- 
cent review  of  62  patients  with  peripheral 
emboli  revealed  the  following  etiologies: 
atrial  fibrillation  (55  per  cent),  rheumatic 
heart  disease  (31  per  cent),  recent  myocar- 
dial infarction  (29  per  cent),  ASHD  (11  per 
cent) , luetic  aneurysm  (21  per  cent) , para- 
doxical embolism  (three  per  cent) , and  un- 
known source  (nine  per  cent) Hellerstein 
and  Martin,’’  reviewing  924  autopsies  surviv- 
ing acute  myocardial  infarction,  found  44 
per  cent  to  have  mural  thrombi. 

Hellerstein  and  Martin,’’’  in  reviewing 
1,146  autopsies  following  acute  myocardial 
infarction,  showed  a 23.5  per  cent  incidence 
of  emboli  to  the  lungs,  7.7  per  cent  to  the 
brain,  14.4  per  cent  to  the  kidney,  8.8  per 
cent  to  the  spleen,  5.5  per  cent  to  the  ex- 
tremities, 0.5  per  cent  to  the  aorta  or  caro- 
tid, and  1.9  per  cent  incidence  to  the  mesen- 
tery. (Table  2)  They  also  noted  a 10  per  cent 
death  rate  from  thrombo-embolic  phenom- 
ena to  the  lungs.  Of  the  mesenteric  emboli, 
five  out  of  the  six  cases  died.  Recent  re- 
views®-® show  the  site  of  emboli  following 
myocardial  infarction,  and  mortality  of  em- 
bolectomy.  Of  31  cases,  the  location  of  em- 
boli to  peripheral  sites  were  as  follows: 
aorta  10,  iliac  five,  femoral  11,  popliteal 
three,  brachial  two.  Some  patients  had  more 
than  one  episode  and  operation  totaling  44 
procedures.  (Table  3)  Mortality  following 
embolectomy  was  19.3  per  cent. 

Abdominal  pain  following  myocardial  in- 
farction is  common  but  must  not  be  mislead- 
ing and  should  be  carefully  scrutinized.  Sta- 
tistics presented  show  the  common  nature  of 
emboli  following  acute  myocardial  infarc- 
tion. The  general  condition  of  the  patient 
with  mesenteric  embolus  is  often  poor,  and 


TABLE  2 

INCIDENCE  AND  SITE  OF  INFARCTION 
FOLLOWING  MYOCARDIAL  INFARCTION 

(1,146  cases) 


Lungs 

23.5% 

Brains 

7.7% 

Kidney 

14.4% 

Spleen 

8.8% 

Extremities 

5.5% 

Carotid  or 

Aorta 

0.5% 

Mesentery 

1.9% 

TABLE  3 

LOCATION  OF  EMBOLI 

Artery 

Patients 

Episodes 

Per  Cent 

Aorta 

10 

12 

27.3 

Iliac 

5 

5 

11.4 

Femoral 

11 

21 

47.7 

Popliteal 

3 

4 

9.1 

Brachial 

2 

2 

4.5 

31  44 


the  tendency  toward  a conservative  attitude 
is  understandable  but  lethal.  The  great  haz- 
ard in  relying  upon  specific  signs  is  that  the 
findings  are  apt  to  change  rapidly  from  bad 
to  worse.  All  factors  must  be  weighed  be- 
fore deciding  upon  conservative  approach  to 
mesenteric  infarction. 

The  risk  of  operation  in  patients  with 
acute  myocardial  infarction  has  been  inves- 
tigated,®-'® and  it  has  been  generally  agreed 
that  elective  surgery  should  not  be  per- 
formed within  three  months  of  the  onset  of 
the  acute  myocardial  infarction.  Surgical 
mortality  is  higher  if  arrhythmias  or  con- 
gestive heart  failure  accompany  myocardial 
infarction.  Transmural  infarctions  had  a 
mortality  of  77  per  cent,  and  subendocardial 
infarctions  of  seven  per  cent  following  opera- 
tion in  one  series.®  However,  in  mesenteric 
infarction,  we  are  not  dealing  with  an  elec- 
tive procedure;  if  left  alone,  100  per  cent  of 
the  patients  will  die  as  the  case  report  illus- 
trates. The  poorer  the  risk,  the  earlier  the 
operation  should  be  performed.  The  technic 
of  embolectomy  will  not  be  discussed  since 
it  has  been  previously  described.'®-'®-'® 


44 


Rocky  Mountain  Medical  Journal 


Summary 

A case  of  abdominal  pain  following  acute 
myocardial  infarction  is  presented.  Con- 
servative therapy  lead  to  a septic  death  fol- 
lowing an  embolus  to  the  superior  mesen- 
teric artery.  Despite  surgical  awareness  of 
this  disease,  the  survival  rate  following  mes- 
enteric occlusion  continues  to  be  low  (10  to 


20  per  cent).  Recognition  continues  to  be  a 
problem  because  of  the  paucity  of  early 
clinical  findings  following  occlusion.  Once 
the  acute  abdomen  develops  and  is  recog- 
nized, irreversible  bowel  changes  have  often 
occurred.  A review  of  the  source  and  site  of 
emboli  following  myocardial  infarction  as 
well  as  the  mortality  encompassing  embolec- 
tomy  is  included.  • 
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Femoral  fracture  in  the  newborn 


M.  W.  Schuklt,  MD,  Great  Falls,  Montana* 


A case  of  a neonatal  femoral  fracture 
with  severe  anemia  due  to  local 
hemorrhage  is  reported. 


Femoral  fracture  incurred  during  delivery 
is  fortunately  an  imcommon  circumstance. 
Pediatric  literature  of  the  last  five  years, 
and  a standard  neonatology  text  offer  few 
guidelines  and  significant  complications  may 
not  be  anticipated.^'^  The  following  case 
report  illustrates  that  considerable  blood 
loss  may  occur  in  the  neonate  with  fracture 
of  the  femur. 

*Dr.  Schuldt  is  a member  of  Department  of  Pediatrics, 
Montana  Deaconess  Hospital,  Great  Falls,  Montana. 


CASE  REPORT 

A male  infant  was  born  August  14,  1972,  after 
an  uncomplicated  42-week  pregnancy  and  a five 
hour  labor.  Membranes  ruptured  spontaneously 
one  hour  prior  to  delivery.  The  attending  physi- 
cian sought  pediatric  consultation  after  delivering 
a 7 pound  10  ounce  (3459  grams)  male  by  breech 
presentation.  During  the  difficult  delivery,  he  was 
certain  a fracture  of  the  left  femur  had  occurred. 
Apgar  score  was  three  at  one  minute,  six  at  two 
minutes,  and  not  recorded  at  five  minutes. 

Initial  physical  examination  at  one  hour  of 
age  revealed  a well  nourished,  term  infant  with 
good  cry  and  color.  Significant  physical  findings 
included  a palpable  bony  irregularity  over  the 
left  clavicle,  scrotal  edema,  and  hematoma  of  the 
left  buttocks  extending  into  the  thigh.  The  left 
upper  leg  was  moderately  swollen,  soft,  and  de- 
formed. Color  and  temperature  of  both  feet  were 
normal.  Sclerae  did  not  have  a bluish  appearance. 
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Fig.  1.  X-ray  of  left  femur  showing  fracture  of 
shaft  with  displacement. 


Vitamin  Ki  oxide,  one  mg.,  was  administered 
shortly  after  birth,  and  orthopedic  consultation 
obtained.  Roentgenographic  examination  of  the 
left  femur  (Fig.  1)  showed  fracture  of  mid  shaft 
with  displacement.  Chest  film  showed  a fracture 
of  the  left  clavicle  (Fig.  2).  Several  hours  after 
birth  the  femur  was  splinted  and  elevated.  Capil- 
lary hemoglobin  at  this  time  was  18.2  grams. 

After  ten  hours  of  age  the  patient  became  pale 
and  lethargic.  An  umbilical  artery  catheter  was 
placed  just  above  the  diaphragm  for  supportive 
fluid  therapy.  At  fifteen  hours  of  age  hemoglobin 
via  catheter  sample  was  10.6  grams  %,  and  the 
baby  was  noted  to  be  tachypneic  with  a respira- 
tory rate  of  70-80.  Transfusion  of  30  cc.  packed 
red  cells  by  age  twenty  hours  alleviated  the  dis- 
tress, and  vital  signs  stabilized. 

August  16,  at  age  30  hours,  the  capillary  hemo- 
globin had  dropped  to  8.4  grams  %,  and  brief  gen- 
eralized seizures  were  first  noted.  A second  trans- 
fusion of  40  cc.  packed  red  cells  was  given  at  age 
35  hours.  Intramuscular  phenobarbital  was 
started,  and  seizures  diminished  over  a 24  hour 
period. 

August  19  and  20  the  baby  had  a temperature 
of  101-101.8,  and  cultures  of  blood  and  cerebro- 
spinal fluid  were  drawn.  These  were  sterile  at  24 
and  48  hours. 

By  nine  days  of  age  the  baby  was  taking 
formula  well,  and  was  removed  from  the  isolette 
with  the  fractured  femur  still  splinted.  No  fur- 
ther seizures  occurred,  and  the  patient  was  dis- 
charged at  13  days  of  age  on  phenobarbital,  8 mg. 
b.i.d. 


Fig.  2.  X-ray  of  chest  showing  fracture  of  left 
clavicle. 


Discussion 

Femoral  fracture  of  the  neonate  incurred 
during  delivery  is  rare.^  Diagnosis  offers  no 
problem,  but  complications  might  not  be  an- 
ticipated.^ 

Although  intracranial  hemorrhage  sec- 
ondary to  difficult  breech  delivery  was  not 
excluded  in  the  above  case  report,  it  is  likely 
blood  loss  around  the  fracture  accounted  for 
the  precipitous  drop  in  hemoglobin.  The 
baby’s  seizures  might  have  resulted  from  a 
combination  of  birth  trauma,  and  the  hy- 
poxia of  acute  blood  loss.  There  was  no  roent- 
genographic evidence  of  bone  dysplasia 
predisposing  to  fracture,  as  in  osteogenesis 
imperfecta. 

Femoral  fracture  after  difficult  breech 
delivery  requires  close  observation  for  sub- 
sequent anemia  of  a degree  requiring  im- 
mediate transfusion.  • 
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Pericardial  tumors 


A useful  technic  for  diagnosis 

Carl  E.  Bartecchi,  MD,  Tim  J.  Fogel,  MD,  and 
Richard  H.  Mcllroy,  MD,  Pueblo,  Colorado 


Tumors  involving  the  heart  and  pericardium 
are  known  to  present  difficulties  in  diag- 
nosis.' Such  tumors  occasionally  have  un- 
usual presentations.^  The  diagnostic  diffi- 
culties are  increased  when  the  tumor  appears 
to  be  localized  to  the  heart  or  pericardial 
areas  without  evidence  of  involvement  else- 
where. The  diagnosis  of  such  a tumor  is  im- 
portant because  through  surgical  biopsy  of 
the  tumor,  benign  lesions  can  be  detected 
and  treated  and  malignant  tumors  can  be 
classified  and  treated  accordingly. 

The  following  case  report  illustrates  the 
diagnostic  procedures  that  pointed  to  a tumor 
involving  the  pericardium. 

CASE  REPORT 

A 66-year-old  white  male  was  admitted  to 
Parkview  Episcopal  Hospital  on  May  8,  1971.  He 
had  been  well  until  twelve  days  prior  to  ad- 
mission when  he  had  the  sudden  onset  of  a dull 
ache  that  began  in  his  neck  and  jaw  and  moved 
down  into  both  shoulders.  The  pain  was  worsened 
by  exertion,  but  the  patient  did  not  stop  working 
at  his  desk  job.  The  ache  lasted  for  2V2  hours, 
and  then  terminated  almost  as  suddenly  as  it  had 
come.  There  was  no  shortness  of  breath,  diaphor- 
esis or  residual  pain.  Ope  week  prior  to  admission 
he  had  a recurrence  of  a similar  episode  of  pain. 

Past  medical  history  was  essentially  negative. 
Systemic  review  was  equally  unproductive,  as 
was  the  family  history,  both  parents  having  lived 
to  advanced  ages.  His  siblings  were  all  alive  and 
perfectly  well. 

Of  importance  in  the  physical  examination  was 
the  absence  of  neck  vein  distention  or  hepato- 
jugular  reflux.  Venous  pressure  as  measured  in 
the  median  basilic  vein  was  12  cm.  water.  Pulse 
was  80/min.  Blood  pressure  was  122/80  in  both 
arms.  The  heart  was  enlarged  to  percussion,  the 
PMI  being  14  cm.  to  the  left  of  the  mid-sternal 
line  in  the  fifth  interspace.  No  murmurs  or  rubs 


were  heard.  There  was  no  gallop  rhythm.  was 
louder  than  P,.  A paradoxical  pulse  was  not 
elicited  on  several  attempts.  The  liver  was  pal- 
pated two  finger-breadths  below  the  right  costal 
margin  with  a total  over-all  liver  percussion 
density  of  15  cm.  The  spleen  was  not  palpable. 
There  was  no  evidence  of  peripheral  edema. 

Extensive  laboratory  studies  were  all  normal 
except  for  a slightly  elevated  sed  rate.  A PPD-S 
skin  test  was  negative.  EKG  was  read  as  normal. 

Initial  chest  X-Rays  (Fig.  1)  revealed  massive 
enlargement  of  the  cardiac  silhouette.  A circum- 
ferential diminished  opacity  was  seen,  particularly 
on  the  anterior  view.  That  finding  raised  the  sus- 
picion of  fatty  tissue  in  the  periphery,  much  in 
excess  of  what  would  be  expected  for  pericardial 
fat  pads.  This  finding  suggested  the  possibility  of  a 
fatty  tumor,  but  a pericardial  effusion  was  also 
considered  a distinct  possibility.  Under  fluoros- 
copy, calcifications  in  the  coronaries  were  noted 
to  pulsate  markedly,  the  cardiac  silhouette  ap- 
peared to  have  normal  size  and  shape,  and  cardiac 
pulsations  appeared  to  be  transmitted  through  a 
massive  pericardial  effusion. 

The  patient  was  treated  with  digitalis  and 
diuretics  with  a resulting  weight  loss  of  14  poimds. 
The  cardiac  outline  by  x-ray  showed  only  mini- 
mal improvement.  The  patient  had  no  complaints, 
his  course  was  afebrile,  and  blood  pressure  and 
pulses  remained  stable. 

Ten  days  after  admission  a pericardiocentesis 
was  performed  utilizing  several  approaches  to  the 
pericardial  space.  No  fluid  was  returned,  nor  was 
there  any  evidence  that  the  needle  had  touched 
the  myocardium-^  (ST  segment  elevations  develop- 
ing when  the  EKG  monitored  needle  contacts  the 
myocardium).  The  same  procedure  was  repeated 
six  days  later  with  similar  negative  results.  At 
that  point  the  strong  possibility  of  a pericardial 
tumor  was  entertained,  and  it  was  decided  to  in- 
troduce a catheter  into  the  pericardial  space.  A 
Cook  Splenic  Teflon  Catheter  Needle  Set  was  util- 
ized, the  15  cm.  outer  18  gauge  translucent  cath- 
eter being  introduced  under  local  Xylocaine  anes- 
thesia beneath  the  left  portion  of  the  xyphoid, 
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Fig.  1.  Initial  PA  and  Lateral  Chest:  Massive  enlargement  of  the  cardiac  silhouette.  A circumferential 
diminished  opacity  is  noted,  particularly  on  the  anterior  view,  this  raising  the  suspicion  of  fatty  tissue 
in  the  periphery,  much  in  excess  of  what  would  he  expected  for  pericardial  fat  pad.  This  could  be 
compatible  with  a fatty  tumor,  though  a pericardial  effusion  must  he  considered  a distinct  possibility. 


and  directed  up  toward  the  right  shoulder.  This 
introduction  was  done  under  direct  vision  with  the 
fluoroscope  and  an  image  intensifier.  An  electro- 
cardiographic lead  was  attached  to  the  needle.  The 
needle  was  advanced  until  ST  segment  elevation 
was  obtained,  and  then  withdrawn  a few  milli- 
meters. The  needle,  larger  than  those  previously 
used  for  pericardiocentesis,  was  introduced  almost 
to  its  maximum  extent,  explaining  the  lack  of 


Fig.  2.  Dye-Study  Films:  The  Renografin  injected  into  the  pericardial  sac  nicely  outlines  a normal  cardiac 
silhouette,  suggests  a normal  pericardial  space,  and  distinctly  separates  the  heart  from  the  peripheral 
area  of  decreased  opacification,  pointing  quite  strongly  to  the  possibility  of  a large  and  rather  extensive 
pericardial  fatty  tumor. 
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results  from  the  previous  procedures  which  util- 
ized shorter  needles.  At  that  point  about  200  cc 
of  clear  yellow  fluid  was  extracted.  Kenografin-60, 
about  lOcc,  was  then  injected,  and  x-rays  were 
taken  in  various  positions,  outlining  a very  normal 
pericardial  space,  and  nicely  defining  the  heart. 
Also  outlined  was  a two  inch  shadow  of  pericar- 
dium surrounding  the  entire  cardiac  silhouette 
(Fig.  2).  The  patient  tolerated  the  procedure  well. 

The  only  difficulty  arose  during  the  injection 
of  Renografin.  On  entrance  of  that  substance  into 
the  pericardial  space,  a number  of  PACs  were 
noted,  and  these  were  prominent  for  about  two 
minutes.  They  were  terminated  within  seconds 
after  the  IV  injection  of  50  mg.  of  Xylocaine,  a 
drug  better  known  for  its  use  in  ventricular  ar- 
rythmias.  It  appeared  desirable  in  the  present 
situation  because  of  its  low  toxicity  in  the  dose 
used,  and  because  of  its  rapid  action.  Whether  or 
not  this  is  the  best  drug  for  this  particular  situa- 
tion remains  to  be  determined.  It  is  certainly  pos- 
sible that  no  treatment  of  these  particular  ar- 
rythmias  is  necessary. 

Smears  and  cell  blocks,  as  well  as  routine  and 
AFB  cultures  of  the  pericardial  fluid  were  neg- 
ative. 

The  probability  of  a large  pericardial  tumor 
was  established  by  this  procedure.  The  patient 
was  sent  to  the  Texas  Heart  Institute  where  sur- 
gery was  performed  on  June  3,  1971.  A massive 
fatty  tumor  was  encountered.  Malignant  exten- 
sions were  noted  around  both  phrenic  nerves  and 
up  into  the  innominate  vein  superiorly.  The  bulk 
of  the  mass,  estimated  at  around  1000  grams,  was 
removed.  The  patient  tolerated  the  surgery  well 
and  made  a satisfactory  recovery. 

Cut  sections  of  the  mass  revealed  the  paren- 
chyma to  be  composed  of  fatty  tissue  which  was 
lobulated  and  contained  a small  amount  of  fibrous 
connective  tissue.  Microscopic  examination  re- 
vealed well  differentiated  adult  fat  in  much  of 
which  no  anaplastic  change  was  seen.  There  were, 
however,  scattered  areas  of  pleomorphism  with 
occasional  lipoblasts.  There  were  occasional  small 
scattered  areas  of  sclerosing  liposarcoma  in  which 
a fibrous  stroma  was  present  with  scattered  lipo- 
blast  and  some  adult  fat  cells.  The  final  pathologic 
diagnosis  was  Liposarcoma,  well  differentiated 
adult  type,  predominantly  “lipoma-like”  form. 
(Fig.  3). 

Discussion 

Reports  of  contrast  material  in  the  peri- 
cardial sac  are  not  new.  In  many  instances 
this  has  occurred  in  patients  having  angiog- 
raphy, and  a review  of  the  possible  mecha- 
nisms for  this  development  can  be  found  in 
the  literature.^ 

The  injection  of  contrast  material  into  the 
pericardial  sac  is  not  without  risk.  In  our 
case,  the  material  precipitated  a number  of 
PACs  over  a two  minute  period,  and  if  this 


» 
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Fig.  3.  Photo  micrograph  the  Liposarcoma  of  peri- 
cardium, revealing  many  of  the  features  described 
in  the  text  of  the  article. 


were  the  only  cardiac  problem  caused  by 
this  procedure,  the  risk  should  be  negligible. 
However,  Popper  et  aP  have  shown  that  rela- 
tively small  amoimts  of  contrast  media  in  the 
pericardial  sac  can  cause  acute  cardiac  tam- 
ponade, the  hyperosmolarity  of  the  angio- 
graphic media  causing  further  accumulation 
of  large  amounts  of  fluid  in  the  pericardial 
sac.  They  suggest  that  if  clinically  severe 
tamponade  is  to  result  after  the  deposition 
of  hypertonic  contrast  medium  in  the  peri- 
cardial sac,  it  will  occur  most  likely  within 
the  first  hour  and  probably  no  later  than 
three  to  four  hours.  This  would  tend  to  re- 
inforce the  suspected  need  for  very  close 
follow-up  of  the  patient  after  such  a pro- 
cedure as  we  have  attempted.  The  same 
authors  injected  both  Hypaque  and  Reno- 
grafin into  the  pericardial  sac  of  dogs  and 
found  that  the  ratio  of  contrast  medium  to 
the  volume  aspirated  was  nearly  3:1  or 
greater  in  one  series  of  experiments.  In  all 
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cases,  they  used  more  of  the  contrast  ma- 
terial than  we  used  in  our  patient.  We  feel 
that  the  development  of  cardiac  tamponade 
should  be  watched  for  and  treated  early  with 
pericardiocentesis  should  it  be  detected.  Pop- 
per et  al.  described  no  cardiac  arrythmias 
either  in  their  patient  or  in  the  dogs  after 
the  injection  of  contrast  material. 

Complications  can  result  from  the  in- 
jection of  contrast  medium  in  the  myocar- 
dium.® EKG  changes,  shock,  and  even  death 
are  possible  sequellae  of  such  intramural  in- 
jections. The  proper  use  of  the  electrocardio- 
graphically  monitored  technic  of  Bishop  et 
al,®  should  help  reduce  the  possibility  of  that 
complication. 

Pre-operative  diagnosis  of  a pericardial 
tumor  is  often  difficult.  Many  tests  have  been 
devised  to  confirm  the  presence  of  pericardial 
effusions.  Once  the  presence  of  effusion  is 
confirmed,  it  still  remains  for  one  to  de- 
termine the  nature  of  the  agent  causing  the 
effusion.  Fuson  et  al.®  have  shown  that  by 
combining  pneumopericardium  with  simple 


fluoroscopic  and  radiographic  technics,  the 
contents  of  the  pericardium  and  the  nature 
of  the  visceral  and  parietal  pericardium  can 
be  readily  visualized.  Our  lack  of  success 
with  this  procedure,  because  of  the  unrecog- 
nized thickness  of  the  tumor,  led  us  to  this 
other  method  which  we  have  described.  This 
technic  should  prove  useful  in  determining 
both  the  presence  and  the  extent  of  tumors 
within  the  pericardium. 

Summary 

The  case  of  a patient  with  a pericardial 
tumor  is  presented.  The  diagnostic  value  of 
the  injection  of  contrast  material  into  the 
pericardial  sac  for  the  evaluation  of  such 
tumors  is  clearly  demonstrated.  Possible 
complications  of  this  procedure  are  dis- 
cussed. • 
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PHARMACY  SCHOOL  ADMISSION  REQUIREMENTS  PUBUSHED 

A new  book  “Pharmacy  School  Admission  Requirements”  was  recently  released 
by  American  Association  of  Colleges  of  Pharmacy.  It  was  developed  to  assist  stu- 
dents and  others  to  learn  about  the  specific  admission  requirements  of  accredited 
pharmacy  schools.  Interest  in  pharmacy  careers  has  grown  in  the  last  several  years 
to  a point  that  many  schools  are  turning  away  as  many  students  as  they  can  accept. 
This  over-supply  of  students  has  created  the  need  for  students  to  seek  a pharmacy 
education  where  openings  may  be  available. 

The  134-page  book  can  be  obtained  from  American  Association  of  Colleges  of 
Pharmacy,  Office  of  Student  Affairs,  8121  Georgia  Avenue,  Silver  Spring,  Mary- 
land 20910.  The  cost  is  $4.00  per  copy. 
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Local  and  regional  skin  flaps  in 
head  and  neck  surgery 

James  E.  Jarrett,  MD,  and  G.  Bruce  McClelland,  MD, 

Missoula,  Montana 


For  head  and  neck  cancer,  reconstructive 
surgery  is  essential  for  quality  survival 
of  the  patient.  Local  and  regional 
pedicle  flaps  are  being  performed  with 
increasing  frequency  because  of  the  high 
degree  of  predictable  success. 


Development  of  the  local  undelayed  pedicle 
flap  has  been  one  of  the  greatest  catalysts  to 
tumor  surgery  of  the  head  and  neck  in  re- 
cent years.  It  has  made  possible  the  quick 
rehabilitation  of  patients  who  were  formerly 
doomed  to  a life  of  drooling,  tube  feedings 
and  social  unacceptability.  The  patient  with 
cancer  of  the  head  and  neck,  if  he  is  prop- 
erly and  quickly  rehabilitated,  can  again  be- 
come a member  of  society  and  a self-support- 
ing individual. 

There  are  four  rather  obvious  advantages 
of  using  flaps.  First  is  the  added  encourage- 
ment to  the  surgeon  to  carry  out  a wider  re- 
section since  he  can  be  confident  that  a flap 
will  provide  adequate  and  immediate  closure. 
Margins  of  resection  are  often  compromised 
when  the  only  contemplated  method  of  clo- 
sure is  direct  primary  approximation  of  the 
edges.  The  second  advantage  of  flaps  is  the 
minimal  deformity  which  they  cause. 
Thirdly,  the  use  of  flaps  frequently  makes  it 
possible  to  immediately  restore  normal  re- 
spiratory fimction  rather  than  leave  the  pa- 
tient with  tracheotomy  and  a pharyngastome 
for  a long  period.  Finally,  the  flaps  can  re- 
store swallowing  immediately. 

Types  of  Flaps 

The  forehead  flap  has  become  unusually 
popular  for  the  reconstructive  surgeon,  par- 
ticularly for  problems  in  the  oropharyngeal 
region.  It  may  be  used  in  all  oral-pharyngeal 
defects  regardless  of  location.  The  prime  fac- 


tor in  design  of  a forehead  flap  is  a blood 
supply  at  the  base.  The  main  blood  supply 
comes  from  the  temporal  artery  with  addi- 
tional supply  from  the  posterior  auricular. 
In  every  situation  the  surgeon  must  be  cer- 
tain that  the  temporal  artery  is  intact.  In 
the  hemi  flap  there  is  no  question  it  can  be 
raised  immediately  with  no  need  for  delay 
and  with  complete  safety.  In  the  total  fore- 
head flap  (Fig.  1),  if  the  posterior  auricular 
arteries  are  incorporated  in  the  flap  along 
with  the  temporal  there  is  little  danger  in 
using  it  as  an  immediate  flap.  The  operator 
should  be  certain  that  the  flap  reaches  the 
extreme  portion  of  the  defects  with  no  ten- 
sion. The  frontalis  muscle  always  should  be 
taken  with  the  flap.  The  incision  should  be 
as  close  to  the  eyebrows  as  possible.  The 
superior  incision  also  should  be  carried  as 
close  to  the  hairline  as  possible.  The  margins 
of  the  forehead  defect  are  beveled  to  reduce 
contour  discrepancy.  A split  thickness  skin 
graft,  about  1/16,000  inch,  is  recommended 
for  coverage  of  the  forehead  defect.  The 
donor  site  of  the  split  thickness  skin  graft 
must  be  located  on  the  upper  chest  or  super- 
clavicular  area  in  order  to  achieve  acceptable 


Fig.  1.  Total  forehead  flap,  postoperative.  Flap 
was  used  for  relining  oral  cavity  following 
hemiglossectomy,  oropharyngectomy,  partial  max- 
illectomy  and  hemimandihulectomy. 
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color  match.  The  flap  can  be  divided  in  three 
weeks.  Some  surgeons  return  the  residual 
portion  of  the  flap  to  the  forehead  while 
others  believe  that  the  cosmetic  effect  of  a 
total  forehead  skin  graft  is  better  than  a 
hemi  graft. 

The  skin  of  the  deltopectoral  area 
usually  has  not  been  compromised  by  the 
effect  of  radiation  therapy  or  by  the  surgical 
oblation  of  the  patient’s  tumor.  The  delto- 
pectoral flap  is  carried  on  a parasternally 
based  pectoral  pedicle  well  supplied  with 
blood  through  the  first  three  or  four  infra- 
costal perforating  branches  of  the  internal 
mammary  vessels.  It  can  be  made  to  reach 
almost  any  part  of  the  head  or  neck  below 
the  orbital  zygomatic  level  in  a single  move 
with,  at  most,  one  preliminary  delay  opera- 
tion (Fig.  2) . Internally  the  deltopectoral 
flap  can  be  used  to  replace  extensive  lining 
defects  in  the  mouth,  pharynx  and  the  cervi- 
cal esophagus  reaching  as  high  as  the  base 
of  the  skull  and  nasopharynx.  Complete  cir- 
cumferential substitution  of  the  pharynx 
and  cervical  esophagus  is  possible  by  sub- 
cutaneously introducing  the  flap  to  the 
median  compartment  of  the  neck  with  the 
skin  surface  inwards  to  form  a hollow  tube. 

The  nape  of  neck  and  shoulder  flap  de- 
rives its  blood  supply  from  the  occipital  and 
postauricular  artery.  If  there  is  any  doubt 
as  to  the  ipsilateral  vascular  supply,  most 
posterior  incisions  should  be  carried  across 
the  midline  to  include  the  opposite  occipital 
artery.  The  flap,  when  raised,  should  include 
the  fascia.  The  flap  usually  is  delayed  at  the 
first  procedure  at  which  time  it  is  completely 
elevated  and  lined  in  the  portion  subse- 
quently to  be  used  for  coverage  of  a salivary 
fistula.  To  accelerate  delaying  of  the  flap,  a 
rubber  shod  intestinal  type  clamp  is  passed 
about  the  distal  end  of  the  flap  and  clamped 
for  several  minutes  approximately  six  times 
per  day.  The  pedicle  may  be  divided  in 
about  three  weeks  (Fig.  3) . 

Scalp  flaps  may  be  used  to  cover  exposed 
brain,  to  repair  areas  which  have  undergone 
large  doses  of  radiation  preparatory  to  subse- 
quent insertion  of  bone  grafts  and  for  lining 
and  contouring  following  traumatic  or  sur- 
gical loss.  Rarely  does  a flap  of  the  scalp 
have  to  have  an  initial  surgical  delay.  The 


Fig.  2.  Deltopectoral  flap  for  closure  of  defect  at 
base  of  neck,  immediately  postoperative. 


Fig.  3.  Nape  of  neck  flap  used  for  closure  of  oro- 
cervical  fistula.  An  intestinal  clamp  has  been  ap- 
plied to  test  viability  of  flap  prior  to  transection 
of  distal  end. 

superficial  fascia  under  the  subcutaneous  fat 
is  thin  but  strong.  At  times  it  may  be  neces- 
sary to  incise  this  fascia  to  permit  increased 
mobility  of  the  flaps,  using  care  not  to  divide 
any  large  blood  vessels.  The  surgeon  with 
some  imagination  will  continuously  amaze 
himself  with  what  he  can  accomplish  with 
scalp  flap  coverage. 

Regional  nasal  flaps  are  used  for  nasal 
skin  defects,  usually  the  result  of  skin  ma- 
lignancies of  the  basal  and  squamocele 
types.  For  lesions  of  one  to  two  centimeters 
in  diameter  local  rotation  flaps  are  ideal.  For 
larger  defects,  regional  flaps  such  as  the 
nasal  labial  cheek  flap  (Figs.  4-a  and  4-b) 
and  the  island  forehead  flap  serve  well.  Full 
thickness  skin  grafts  frequently  are  used  for 
nasal  bridge  defects  where  the  skin  is  thin- 
ner. However,  for  distal  nasal  skin  defects 
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Fig.  4~a.  Preoperative  appearance  of  naso-labial 

lesion. 


Fig.  5-a.  Preoperative  defect  of  upper  lip. 


where  the  skin  is  thick,  local  and  regional 

flaps  are  preferred. 

Lip  flaps  are  used  for  defects  around  the 
mouth.  In  the  central  portion  of  the  lips  in 
which  an  Abbe  flap  is  contemplated  (Figs. 
5-a  and  5-b),  the  flap  is  usually  designed  to 
represent  one  half  the  width  of  the  defect  it- 
self. The  flap  is  based  on  the  labial  artery. 
Because  of  the  excellent  vascularity  of  these 
flaps  they  can  be  divided  within  14-15  days 
with  little  jeopardy.  The  Eastlander  flap 
uses  the  lateral  portion  of  the  lip  for  the  flap. 
As  much  as  one-third  of  the  lower  lip  can 
be  used  for  a flap  and  as  much  as  two-fifths 
of  the  upper  lip.  If  the  patient  should  be  left 
with  a certain  degree  of  microstomia  follow- 
ing reconstruction,  a period  of  three  to  six 


/ 


Fig.  4-h.  Postoperative  result  using  naso-labial 
cheek  flap  to  close  excisional  defect. 


Fig.  5-b.  Postoperative  appearance  after  use  of 
Abbe  flap. 


months  should  pass  before  considering  any 
type  of  lateral  commissurotomy. 

Summary 

The  surgical  scope  of  head  and  neck  sur- 
gery has  been  increased  by  the  development 
of  a repertoire  of  reconstructive  procedures 
now  being  performed  with  increasing  fre- 
quency and  predictable  success.  Extensive 
cancers  are  being  approached  with  a bold- 
ness and  confidence  previously  unknown. 
Unquestionably,  the  goal  has  always  been 
cure  and  survival  of  the  patient  but  the 
sophistication  to  which  reconstructive  pro- 
cedures have  been  carried  in  recent  years  al- 
lows greater  attention  to  the  quality  of  sur- 
vival. • 
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AMPHETAMINES  AND  AMPHETAMINE  COMBINATION  DRUGS  RECALLED 


A target  date  of  June  30,  1973  has  been  set  by  the  Food  and  Drug  Administration  and  the 
Bureau  of  Narcotics  and  Dangerous  Drugs  for  the  nationwide  recall  of  amphetamines  combined 
with  other  drugs  used  to  treat  overweight  persons. 


In  a letter  to  more  than  300  firms  marketing  the  drugs,  Acting  FDA  Commissioner  Sherwin 
Gardner  and  BNDD  Director  John  E.  Ingersoll  urged  the  firms  to  cease  marketing  and  recall  more 
than  1,500  products  containing  the  amphetamine  combinations.  To  be  recalled  are  two  kinds  of 
appetite  depressant  drugs,  injectable  amphetamines  and  amphetamines  combined  with  sedatives, 
tranquilizers,  vitamins,  etc. 

Manufacturers,  distributors,  wholesalers,  and  retail  and  hospital  pharmacies  will  be  visited  to 
assure  that  the  banned  drugs  are  effectively  removed  from  trade  channels. 

Four  firms  have  requested  an  FDA  hearing  for  five  combination  products.  These  products  will 
remain  in  the  market  until  the  Agency  acts  on  the  requests.  These  products  and  companies  in- 
clude: 


Obetrol-lO  and  Obetrol-20 

Eskatrol  Spansnles;  Dexamyl  Tablets,  Dexamyl 
Elixir,  Dexamyl  Spansnles 
Bamadex  Seqnels 

Uelcobese  Tablets,  Delcobese  Sustained  Release 
Tablets,  Deleobese  Capsules 


Obetrol  Pharmaceutieals 
Brooklyn,  New  York 
Smith  Kline  & French  Dabs 
Philadelphia,  Pennsylvania 
Dederle  Labs 
Pearl  River,  Ifew'  York 
Delco  Chemical  Co.,  Inc. 
Mount  Vernon,  New  York 


Single  entity  oral  amphetamine  preparations  are  not  affected  (with  the  exception  of  lavam- 
phetamine).  These  drugs  have  some  limited  efficiency  in  obesity  for  a few  weeks  along  with  diet 
programs. 

All  FDA  findings  have  been  communicated  to  the  nation’s  physicians  in  the  Agency’s  Drug 
Bulletin. 


Just  what  do  you  get  for 
your  AMA  dues? 


You  get  a package  of  personal  and  professional 
services  and  benefits  you've  probably  never 
been  fully  aware  of. 

You  get  insurance  programs  at  a cost  consider- 
ably lower  than  those  purchased  on  an  individ- 
ual basis.  A $250,000  Excess  Major  Medical 
Policy.  Group  Life.  Disability  Income  Insurance. 
Professional  Liability  Insurance  (in  co-sponsor- 
ship with  your  state  society.)  Then  there's  the 
AMA  Members  Retirement  Fund. 

You  get  a comprehensive  medical  library  to 
help  you  do  your  research.  An  editing  service 
for  your  articles.  Information  and  reports  on 
medical  and  health  subjects  from  any  AMA 
department. 

You  get  publications  to  keep  you  abreast  of 


medical  and  health  developments.  JAMA. 
American  Medical  News.  And  Prism,  the  new 
socioeconomic  journal. 

You  get  the  Physician’s  Placement  Service  to 
help  you  find  a place  to  practice  or  locate  an 
associate.  And  if  you're  a resident  winding  up 
your  training,  there’s  a special  workshop  to  help 
prepare  you  for  setting  up  your  practice. 

All  these  are  just  a few  of  a broad  spectrum  of 
benefits  and  services  you  get  for  your  dues.  But 
even  more  important,  you  get  a strong  and  effec- 
tive national  spokesman  to  represent  you,  your 
interests  and  your  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N.  Dearborn  St./Chicago,  III.  60610 
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AS  YOU  LIKE  IT... 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexico 


1.  “In  terms  of  the  unconscious,  we  cannot  con- 
ceive of  our  own  death.  This  is  very  important  to 
understand.  I believe  that  it  shall  happen  to 
everybody  in  this  room,  but  not  to  me.  If  I am 
forced  to  conceive  of  my  own  death,  then  I can 
only  conceive  of  it  as  a malignant  intervention 
from  the  outside.  I cannot  possibly  conceive  of 
dying  of  old  age  at  home  in  my  own  bed.  If  I 
have  to  die,  in  my  unconscious,  I can  only  con- 
ceive of  it  as  being  killed.  I am  not  afraid  of 
death  per  se,  but  rather  the  destructive  catas- 
trophic death  that  hits  me  from  the  outside  when 
I am  not  prepared.  Perhaps  the  most  complicated 
thing  to  understand  is  that  I cannot  differentiate 
between  the  wish  and  the  deed.”  Kubler-Ross, 
Elisabeth  (Discussant),  Wessler,  S.,  and  Avioli, 
L.  V.,  (Editors)  On  Death  and  Dying,  JAMA,  July 
10,  1972,  p.  174. 

2.  “Why  is  dying  different  now?  People  have  the 
same  kind  of  unconscious  thoughts  and  fantasies 
that  they  had  years  ago.  What  has  changed,  I 
think,  is  our  society,  which  has  become  increas- 
ingly a death-denying  society.”  Ibid,  p.  174. 

3.  “I  think  this  is  the  reason  why  this  society,  es- 
pecially at  this  time,  is  using  such  a mass  denial. 
We  live  in  the  illusion  that,  since  we  have  mas- 
tered so  many  things,  we  shall  be  able  to  master 
death  too.”  Ibid,  p.  175. 

4.  “I  think  a golden  rule  for  us  as  physicians  is 
to  know  enough  to  stop  the  extraordinary  meas- 
ures when  a patient  has  reached  the  stage  of  ac- 
ceptance. When  the  patient  has  come  that  far, 
then  I think  many  of  us  know  that  such  inter- 
ference is  no  longer  therapeutic,  and  may  only 
gratify  our  own  needs.”  Ibid,  p.  179. 

5.  “You  never  tell  a patient  he  is  dying;  never. 
You  don’t  have  to — you  just  tell  him  that  he  has 
a serious  illness.  You  say,  ‘It  looks  pretty  grim’, 
or  ‘It  looks  pretty  bad.’  Then  you  wait  for  and 
answer  his  next  questions.  He  may  ask  you,  ‘Is 
it  going  to  be  painful?’  ‘Am  I going  to  be  alone?’ 
‘How  long  is  this  going  to  last?’  You  say  you 
don’t  know,  because  the  worst  thing  that  we  have 
experienced  is  people  who  tell  time,  for  example, 
people  who  figure  on  six  months,  which  is  not 
correct  anyway.”  Ibid,  p.  179. 


6.  “Most,  but  not  all,  patients  pass  through  five 
stages  (denial,  anger,  bargaining,  depression,  and 
acceptance)  between  their  awareness  of  serious 
illness  and  their  death,  when  they  are  faced  with 
a potentially  fatal  illness.”  Ibid,  179. 

7.  “Our  species  has  come  into  existence  in  the  last 
five-thousandth  of  the  Earth’s  history,  and  the  en- 
tire span  of  human  civilization  extends  over 
barely  a millionth  of  that  time.”  Unless  we  ex- 
hibit a conceit  which  can  be  aptly  termed  astro- 
nomical, we  must  assume  that  there  are  many, 
many  species  in  the  universe  far  more  advanced 
than  ours,  intellectually  as  well  as  spiritually.  In- 
deed, the  extreme  youth  of  Homo  sapiens  on  any 
cosmic  time  scale  makes  it  likely  that  the  vast  ma- 
jority of  rational  extraterrestrial  creatures  must 
be  superior  to  us  by  millions  of  years  of  develop- 
ment.” Clarke,  Arthur  C.,  Space  and  the  Spirit  of 
Man,  Horizon,  January  1959,  p.  122. 

8.  “One  of  the  differences  between  the  sciences 
and  the  humanities  is  that  scientific  knowledge 
so  rapidly  goes  out  of  date.  In  literature,  on  the 
other  hand,  we  can  take  on  a store  in  adolescence 
that  lasts  throughout  life.  Many  teenagers  can 
devour  classics  that  become  unreadable  in  later 
life.”  Witts,  L.  J.,  Personal  View,  British  Medical 
Journal,  15  July  1972,  p.  171. 

9.  “Why  should  physicians  be  singled  out  for  al- 
truism in  a society  that  is  increasingly  corrupt, 
cynical,  competitive,  and  self-seeking?  The  con- 
tradictions are  deep  and  some  of  them  are  un- 
avoidable.” Wald,  George,  Editorial,  Hospital 
Practice,  July  1972. 

10.  “I  suppose  we  are  all  aware  of  the  fact  that 
we  live  in  the  most  catastrophically  revolutionary 
age  that  men  have  ever  faced.”  Ward,  Barbara, 
The  Rich  Nations  and  The  Poor  Nations,  W.  W. 
Norton  & Co,  Inc,  New  York,  1962,  p.  13. 

11.  “Now,  the  first  and  perhaps  the  most  perva- 
sive of  these  revolutions  begins  in  the  field  of 
ideas.  This  is  hardly  surprising  since  ideas  are 
the  prime  movers  of  history.  ...  So  let  us  begin 
with  a revolutionary  idea  now  at  work  from  one 
end  of  the  world  to  the  other:  the  revolution  of 
equality  — equality  of  men  and  equality  of  na- 
tions.” Ibid,  p.  14. 
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12.  “We  know  that  men’s  passionate  desire  to  see 
themselves  as  the  equals  of  other  human  beings 
without  distinctions  of  class  or  sex  or  race  or  na- 
tionhood is  one  of  the  driving  forces  of  our  day. 
And  I believe  it  is  a tap  root  of  modern  national- 
ism. I do  not,  of  course,  minimize  the  other  roots 
of  nationalism:  the  sense  of  community,  the  com- 
mon tongue,  the  shared  history.  But  when  na- 
tions look  out  on  the  international  arena,  much  of 
the  strength  of  their  nationalism  comes  from  the 
sense  that  they  are  as  good  as  their  neighbours 
and  ought  to  have  the  same  rights;  in  other  words, 
equality.”  Ibid,  p.  15. 

13.  “The  second  revolution  also  concerns  ideas: 
the  idea  of  progress,  of  the  possibility  of  material 
change  leading  to  a better  world,  not  hereafter, 
but  here  and  now.”  Ibid,  p.  15. 

14.  “The  third  revolution  is  a biological  revolu- 
tion: the  sudden  vast  increase  in  the  rate  at  which 
the  human  race  is  multiplying  upon  the  face  of 
the  earth.”  Ibid,  p.  16. 

15.  “The  fourth  and  perhaps  the  most  pervasive 
of  all  the  revolutions  of  our  day  is  the  applica- 
tion of  science  and  saving  — or  capital  — to  all 
the  economic  processes  of  our  life.  In  fact,  the  ap- 
plication is  much  wider.  We  have  begun  to  apply 
science  and  reason  to  nearly  all  our  forms  of  liv- 
ing, to  administration,  to  office  management,  to 
politics,  to  sociology,  even  to  culture  and  to  art.” 
Ibid,  p.  16. 


16.  “A  brilliant  and  busy  man  (it  was  Woodrow 
Wilson)  once  said,  T would  never  read  a book  if 
it  were  possible  for  me  to  talk  half  an  hour  with 
the  man  who  wrote  it’.”  Bryson,  Lyman,  Preface, 
An  Outline  of  Man’s  Knowledge  of  the  Modern 
World,  Bryson,  Lyman,  editor.  Nelson  Doubleday, 
Inc,  Garden  City,  N.  Y,  1960. 

17.  “The  more  one  becomes  involved  in  medicine, 
the  more  demanding  is  the  commitment;  specialist 
medicine  claims  almost  total  involvement.  With 
the  proliferation  of  medical  literature,  it  is  impos- 
sible to  keep  abreast  of  a chosen  specialty,  to  say 
nothing  of  the  vast  cultural  milieu  which  exists 
outside  medicine.  It  is  distressing  at  examination 
time  to  realize  that  the  bedtime  novel  has  been 
replaced  by  a textbook  and  the  daily  paper  by 
a journal.  One  consoles  oneself  that  after  the  ex- 
amination the  lapse  in  general  cultural  activity 
will  be  rectified — but  not  so;  then  comes  further 
specialization,  research,  teaching,  and  publication, 
much  of  which  has  to  be  conducted  in  what  would 
normally  be  regarded  as  leisure  time.”  O’Brien, 
Eoin  T.,  Personal  View,  British  Medical  Journal, 
July  1972,  p.  230. 

18.  “At  times  frustration  at  my  lack  of  general 
knowledge,  culture,  education — call  it  what  you 
will — is  extreme,  and  I contemplate  taking  off  for 
six  months  (or  on  Monday  mornings,  forever)  to 
debauch  myself  in  cultural  pursuits  which  my 
career  has  hitherto  forbidden.”  Ibid,  p.  230. 


You  Can  Order  Reprints 

of  any  feature  article  or  advertisement  appearing  in 
The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after  date  of  publication. 
Minimum  charge  applies  for  100  copies  or  less. 

The  cost  is  very  reasonable.  For  further  information  write  to — 

The  Rocky  Mountain  Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 
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Wherever  it  hurts, 
Empirtn  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


Biliary  cafcuti 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 

€ prescribing  convenience: 

up  to  5 refills  in  Smooths, 
at  your  discretion  (unless 
restricted  by  state  taw);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  Vz); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2^2, 
caffeine  gr,  V2, 


° Wallcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEREVER  IT 


EMPIRIN 

COMPOUND 


#3,  codeine  phosphate'*^  (32.4  mg.)  gr.  % 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


CMS  Members! 


It's  called  the  Colorado  Medical  Society  Income 
Protection  Plan. 


The  Plan  is  vital  insurance  coverage  that  pays  you 
emergency  income  benefits  when  a covered  sickness 
or  accident  keeps  you  from  working. 

As  a Colorado  Medical  Society  member,  you  can 
purchase  plans  that  pay  from  $100.00  to  $1,000.00 
a month,  depending  on  the  plan  you  choose  and 
qualify  for.  The  emergency  income  benefits  are  paid 
directly  to  you  — to  use  as  you  see  fit. 

ACT  NOW!  FILL  OUT  AND  MAIL  THE  COUPON  for 
full  details  on  your  Colorado  Medical  Society  Income 
Protection  Plan.  Discover  how  it  can  help  provide 
that  extra  measure  of  financial  security  you  and 
your  family  need.  There's  no  obligation. 


Colorado  Medical  Society  Insurance  Program 

Please  send  me  full  details  on  the  Income  Protection 
Plan  available  to  me  as  a member. 

NAME 

ADDRFS.S  

CITY..^ 


1 STATE 7IP I 

I I 


Mail  Coupon  to  Your  Nearest  Representative: 


CON  LITZ 

4800  Wadsworth  Plazo 
Suite  300 

Wheat  Ridge,  Colorado  80033 


TONY  OCCHIUTO 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorado  Springs,  Colorado  80932 


CARL  RODERICK 
2627  West  10th  Street 
Greeley,  Colorado  80631 


UNDERWRITTEN  BY 

Mutual 

3^malifl.\L/ 

The  people  who  poif . . . 

Life  Insurance  Affiliate:  United  of  Omaha 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  ot  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  In  this  age 
group  unless  other  drugs  are  not  likely  to  be  eftective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity 
has  also  been  noted  In  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue,  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level 
determinations  of  drug. The  antianabolic  action  of  tetracyclines  may  increase  BUN,  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines.  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  ot  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on 
anticoagulant  therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  fO  days. 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIDNS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  monilial 
overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) , 

Renal  toxicity;  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) . 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands;  no  abnormalities  ot  thyroid  function  studies 
are  known  to  occur. 

USUAL  DOSAGE:  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections;  an  initial  dose  of  300  mg  followed  by  f50  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams 
of  'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given,  (ilose  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia;  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy;  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give 
drug  one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 
In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev,  12/71 

kffi  WALLACE  PHARMACEUTICALS 
kVi  CRANBURY.  NEW  JERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomvcin  300.g 

[melihacvcIinG  HCI] 

Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapfdjy  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


Ogden  Surgical  Society 

28th  ANNUAL  MEETINGS 
Weber  State  College,  Ogden,  Utah 

May  16-18,  1973 


Society  for  Experimental  Biology  and 
Medicine,  Rocky  Mountain  Section 

SYMPOSIUM  — CANCER  WITH  SPECIAL 
REFERENCE  TO  VIROLOGY 
AND  IMMUNOLOGY 
Denison  Auditorium, 

University  of  Colorado  Medical  Center 

May  19,  1973 

For  programs  and  further  information  con- 
tact; Alan  W.  Sexton,  PhD,  Phone:  394-8989. 


University  of  Colorado  School  of  Medicine 

GENERAL  PRACTICE  REVIEW 
(Third  Session  in  1973) 

YMCA  Conference  Center,  Estes  Park,  Colorado 
June  11-16,  1973 


Montana  Academy  of  Family  Physicians 

23rd  ANNUAL  SCIENTIFIC  ASSEMBLY 
Many  Glacier  Hotel, 

Glacier  National  Park,  Montana 

June  14-16,  1973 

AAFP  (prescribed)  credit:  14y4  hours. 

For  information  write;  R.  D.  Buchanan,  MD, 
Vice  President  and  Program  Chairman,  Montana 
Academy  of  Family  Physicians,  P.O.  Box  220, 
Columbia  Falls,  Montana  59912. 


Montana  Medical  Education  and  Research 
Foundation  and  Montana  Heart  Association 

THREE  DAYS  OF  CARDIOLOGY  AT 
GLACIER  NATIONAL  PARK  — 

“ADVANCED  ELECTROCARDIOGRAPHY 
AND  PACEMAKERS” 

Glacier  Park  Lodge,  East  Glacier,  Montana 
August  3-6,  1973 

Those  interested  should  contact  the  Montana 
Medical  Education  and  Research  Foundation,  P.O. 
Box  2829,  Great  Falls,  Montana  59403. 


American  Gastroenterological  Association 
Postgraduate  Course 

BILIARY  TRACT  DISEASE 
Playhouse,  Aspen,  Colorado 

July  26-28,  1973 

This  course  is  designed  primarily  for  physi- 
cians in  general  practice,  internal  medicine,  sur- 
gery, and  pediatrics  with  a strong  interest  in  liver 
disease  and  gastroenterology.  However,  gastro- 
enterologists and  trainees  wishing  to  review  this 
area  are  also  welcome.  The  course  will  not  be  di- 
rected to  investigators  in  these  fields. 

Approved  for  12  hoims  prescribed  credit  by 
the  American  Academy  of  General  Practice. 


American  College  of  Surgeons 

MONTANA-WYOMING  CHAPTER 

ANNUAL  SUMMER  MEETING 

Big  Sky  of  Montana,  Bozeman,  Montana 

August  9-11,  1973 

Further  information  may  be  obtained  by 
writing  David  E.  Klein,  MD,  Secretary-Treasurer, 
Montana-Wyoming  Chapter,  American  College  of 
Surgeons,  1231  N.  29th  St.,  Billings,  Mont.  59101. 


Fitzsimons  Army  Medical  Center  and 
University  of  Colorado  School  of  Medicine 

26th  ANNUAL  SYMPOSIUM  ON 

PULMONARY  DISEASES 

Fitzsimons  Army  Medical  Center,  Denver 

September  10-14,  1973 

Information  concerning  enrollment  may  be  ob- 
tained from  the  Program  Director,  Pulmonary 
Disease  Symposium,  Fitzsimons  Army  Medical 
Center,  Denver  80240. 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  f \ Telephone 

Denver  80202  534-8714 
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Rocky  Mountain  Professional  Consultants,  Inc. 


The  Quality  Name  in  Management  Counseling  to  the  Professions 

Impartial  consultation  in  all  phases  of: 

1.  Practice  Administration 

2.  Personal  Financial  Planning 

3.  Professional  Corporations 

If  it  is  EXPERT  counseling  you  seek — 
call  upon  the  most  experienced  consultants  in  this  region. 

ROCKY  MOUNTAIN  PROFESSIONAL  CONSULTANTS,  INC. 

Roger  L.  Rusley,  President  10403  West  Colfax  Avenue 

Donald  L.  Ankerholz,  Senior  Consultant  Denver,  Colorado  80215 

(303)  233-4131 


LIFE  IS  WORTH  LIVING ...  Porsche  and  Audi  make  it  all  happen! 


Colorado  is  the  place  to  put  it  all  together ...  to  live  life  to  its  fullest  and  to  enjoy  a Porsche  or  an  Audi 
to  its  fullest!  “Bob”  Hagestad  Porsche-Audi  in  the  Denver  metropolitan  area  is  headquarters  for  Porsche 
and  Audi  sales  and  service.  Drop  by  and  test  drive  one  of  these  two  fine  automobiles  today! 


BOB  HAGESTAD 

9201  W.  COLFAX  • 238-8101 

DENVER  / LAKEWOOD,  COLORADO 
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This  Scanning  Electron  Micrograph  (7000  X)  is  the  first  3-dimensional  view  of  a cell  in  an  ulcerated  duodenum.  The  center  is  completely 
denuded,  surrounded  by  fairly  well-preserved  microvilli.  Shirley  Slew,  M.D.,  has  pioneered  in  this  use  of  SEM  to  reveal  disease  processes 
at  the  cellular  level  that  may  not  be  perceived  with  other  techniques. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 


prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of  M 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been  , , 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  |> 
childbearing  age  requires  that  its  potential  benefits  be  weighed  i- 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur.  i- 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  ; 
effective  amount  to  preclude  development  of  ataxia,  oversedation  )i< 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in-  i 
crease  gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics  : 
seems  indicated,  carefully  consider  individual  pharmacologic  ) 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO  :■ 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  r. 

presence  of  impaired  renal  or  hepatic  function.  Paradoxical  j f 

reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been  ' t 


TheTireless  Man 

whose  duodenal  ulcer  needs  a rest 

up  early,  home  late,  often  with  a scratch  pad  filled  with  notes,  figures,  plans.  A few  hours’ 
sleep  and  then  another  long  day.  This  is  often  the  routine  of  the  tireless  hard-driver,  one- 
man  committee  with  enough  overwork  and  stress  to  wear  out  several  men.  But  his  duodenal 
ulcer  may  warn  him  with  sharp  discomfort  that  he  had  better  ease  up,  let  some  things  go, 
and  give  himself— and  his  ulcer— a rest. 

The  need  to  reduce  G.I. 
hypermotility  and  hypersecretion 

Overwork  together  with  overanxiety  are  often  principal  factors  in  exacerbating  a duodenal 
ulcer.  To  help  reduce  the  increased  gastric  secretions  and  hypermotility,  therapy  may  need 
to  include  treatment  for  associated  undue  anxiety— which  is  where  dual-action  Librax  can 
be  highly  useful. 

The  dual  nature  of  Lihrax 

Only. Librax  combines,  in  one  capsule,  the  antianxiety  action  of  Librium®  (chlordiaz- 
epoxide  HCl)  and  the  antisecretory  action  of  Ouarzan®  (clidinium  Br) . As  an  adjunct  to  a 
therapeutic  regimen,  Librax  may  help  relieve  both  somatic  and  associated  anxiety  factors 
that  often  contribute  to  the  exacerbation  of  duodenal  ulcer  symptoms. 


Up  to  8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  should  be  adjusted  to  your  patient’s  requirements —1  or  2 
capsules,  3 or  4 times  daily.  Rx:  Librax  #35  for  initial  evaluation  of  patient  response 
to  therapy.  Rx : Librax  #100  for  follow-up  therapy— this  prescription  for  2 or  3 weeks’ 
medication  can  help  maintain  patient  gains  while  permitting  less  frequent  visits. 


For  the  anxiety-linked  symptoms 
of  duodenal  ulcer  nr  • | 

adjunctive  JUlbraX 


ROCHE 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


■:30rted  in  psychiatric  patients.  Employ  usual  precautions  in 
I atment  of  anxiety  states  with  evidence  of  impending  depression; 
Ihcidal  tendencies  may  be  present  and  protective  measures  nec- 
I ;ary.  Variable  effects  on  blood  coagulation  have  been  reported 
I’ry  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 

< usal  relationship  has  not  been  established  clinically, 
idverse  Reactions:  No  side  effects  or  manifestations  not  seen 
^ th  either  compound  alone  have  been  reported  with  Librax. 

’ hen  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 

: ixia  and  confusion  may  occur,  especially  in  the  elderly  and 
'« billtated.  These  are  reversible  in  most  instances  by  proper 
•sage  adjustment,  but  are  also  occasionally  observed  at  the 
Iver  dosage  ranges.  In  a few  instances  syncope  has  been  reported. 
‘'30  encountered  are  isolated  instances  of  skin  eruptions,  edema, 

1 nor  menstrual  irregularities,  nausea  and  constipation,  extra 
! "amidal  symptoms,  increased  and  decreased  Ifbido— all  in- 
i'quent  and  generally  controlled  with  dosage  reduction;  changes 


in  EEG  patterns  (low-voltage  fast  activity)may  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally 
with  chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy  and  constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  combined  with  other  spas- 
molytics and/or  low  residue  diets. 
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University  of  Utah  Medical  Center 

Marijuana  Researchers 
Uncover  Chromosome  Breakage 

Marijuana  research,  begun  in  1964  and  brought 
to  the  University  of  Utah  Medical  Center  three 
years  ago,  has  uncovered  evidence  of  chromosome 
breakage  in  both  light  and  heavy  users  of  the 
drug.  According  to  Dr.  Morton  A.  Stenchever, 
chairman  of  the  Department  of  Obstetrics  and 
Gynecology  at  the  medical  center,  those  chromo- 
some breakages  could  later  be  related  to  birth 
defects  and  even  cancer. 

“We  found  a significant  amount  of  chromo- 
some damage  in  most  users  of  marijuana  who 
were  studied  imder  a privately  fimded  research 
project”,  said  Dr.  Stenchever.  “And  there  wasn’t 
much  difference  in  heavy  users  and  light  users.” 
Light  users  were  classified  as  those  who  used 
marijuana  one  time  or  less  a week  and  heavy 
users  took  the  drug  two  or  more  times  a week. 

The  project  used  49  individuals  who  regularly 
used  marijuana.  They  were  balanced  against  20 
“controls”,  or  persons  who  had  not  been  exposed 
to  any  drugs  or  medications  for  six  months  prior 
to  the  study.  The  control  group’s  purpose  was  to 
test  continually  the  method  for  the  incidence  of 
chromosome  damage. 

The  users  and  controls  provided  blood  cultures 
which  were  examined  for  chromosome  breaks  and 
abnormal  forms  by  Dr.  Stenchever  and  two  assist- 
ants. They  found  an  average  of  3.4  cells  with 
breaks  per  one  hundred  cells  in  the  user  group, 
while  the  control  group  yielded  a normal  average 
of  1.2  cells  with  breaks  per  one  himdred  cells. 

In  addition  to  finding  no  difference  in  chro- 
mosome breakage  between  heavy  and  light  users. 
Dr.  Stenchever’s  research  showed  no  difference 
in  users  of  mixed  drugs  when  compared  to  users 
of  marijuana  only.  Also,  he  said  there  was  no  dif- 
ference between  male  and  female  users  in  the  in- 
cidence of  chromosome  breakage.  There  were 
increases  in  numbers  of  cells  with  abnormal  chro- 
mosome configurations  in  users  when  compared  to 
the  control  subjects,  but  the  numbers  were  too 
small  to  be  significant. 

The  implications  of  the  research,  he  said,  were 
that  chromosome  breakage  could  subsequently  be 
related  to  birth  defects  and  cancer,  and  persons 
using  marijuana  on  any  regular  basis  take  the 
chance  of  having  abnormal  offspring  or  develop- 
ing forms  of  cancer. 


Dr.  Stenchever  first  became  interested  in  drug 
effects  on  chromosome  integrity  while  at  Case 
Western  Reserve  University  College  of  Medicine 
in  the  early  1960s.  He  has  studied  a number  of 
drugs,  including  tranquilizers,  LSD  and  sex 
steroids  (portions  of  birth  control  pills). 

Dr.  Stenchever  pointed  out  figures  from  a 
study  conducted  by  another  team  of  researchers 
outside  Utah  showed  that  in  140  women  and  their 
consorts  who  had  admitted  to  the  use  of  LSD,  148 
pregnancies  led  to  the  birth  of  83  live  children, 
eight  of  whom  had  major  congenital  defects.  Out 
of  the  total,  53  women  had  therapeutic  abortions 
and  produced  14  embryos,  four  of  whom  had  gross 
defects. 

“These  patients  were  using  other  drugs  and 
the  most  interesting  observation  was  that  one 
hundred  per  cent  of  them  had  used  marijuana,” 
Stenchever  said  of  the  study.  “.  . . Marijuana  must 
still  be  considered  a candidate  for  the  prime  agent 
causing  these  reproductive  problems.” 


« « 


Practitioner  Training  for  Registered  Nurses 

A small  group  of  experienced  registered  nurses 
are  learning  how  to  provide  primary  health  care 
to  persons  living  in  remote,  rural  areas  and  cen- 
tral city  environments. 

Thirteen  RNs  from  four  Western  states  are  in- 
volved in  a pilot  program  called  the  Family  Nurse 
Practitioner  Project  requiring  a year  of  classroom 
study  and  on-the-job  training. 

The  initial  phase  of  the  training  lasts  for  three 
months  in  a classroom  and  clinical  setting.  Then, 
the  enrollee  goes  out  into  the  field  for  the  final 
nine  months  where  she  works  with  a practicing 
physician.  The  doctor,  known  as  a preceptor, 
supervises  the  nurse’s  training  and  then  uses  her 
as  an  associate  at  the  completion  of  the  year’s 
program. 

The  trainees  in  the  pilot  class  come  from  Utah, 
Idaho,  Colorado  and  Nevada.  Most  of  them  come 
from  places  where  there  are  few  physicians  for 
people  spread  out  over  a wide  area  or  from  core 
city  environments  where  they  will  ultimately 
work  in  neighborhood  cUnic  settings. 

The  Family  Nurse  Practitioner  Project  was  orig- 
inally funded  by  the  Intermountain  Regional 
Medical  Program  and  contracted  to  the  College 
of  Nursing  last  November.  Now,  because  of  fed- 
eral fimding  cutbacks,  the  college  is  looking  for 
new  ways  to  finance  subsequent  classes. 

Officials  select  the  enroUees  primarily  on  the 
basis  of  qualifications  and  the  need  their  respec- 
tive areas  have  of  the  type  of  service  being  taught. 


64 


Rocky  Mountain  Medical  Journal 


University  of  Colorado  Medical  Center 
Fellowship  Award 

The  Kidney  Foimdation  of  the  Rocky  Moun- 
tain Region  recently  awarded  a Renal  Fellowship 
to  Dr.  Robert  C.  Cronin,  a second  year  Resident 
at  the  University  of  Colorado  Medical  Center.  Dr. 
Cronin  will  study  kidney  and  electrolyte  dis- 
orders with  the  Renal  Division  of  the  Department 
of  Medicine  at  the  University  of  Colorado  Med- 
ical Center.  Dr.  Robert  W.  Schrier,  Professor  and 
Head  of  the  Division,  will  be  Dr.  Cronin’s  sponsor 
during  his  year  of  Fellowship  which  begins  July 
1,  1973. 


University  of  Nevada,  Reno 
School  of  Medical  Sciences 

Student  Patient  Contact 

The  future  physicians  in  the  first-year  class 
at  the  School  of  Medical  Sciences  were  introduced 
to  formal  patient  contact  recently  in  a physical 
diagnosis  course. 

The  course,  which  continues  throughout  their 
medical  education  at  the  medical  school,  is  de- 
signed to  give  the  45  students  practical  experience 
in  taking  medical  histories  and  performing  phys- 
ical examinations  with  a wide  variety  of  patients. 


Instruction  in  physical  diagnosis,  coordinated 
by  Reno  internist  Dr.  Donald  W.  Day,  takes  place 
weekly  at  Washoe  Medical  Center,  St.  Mary’s  Hos- 
pital and  the  Veterans’  Administration  Hospital  in 
Reno. 

More  than  50  physicans  in  the  Reno  area  par- 
ticipate as  advisers  in  the  course. 

Dr.  Thomas  J.  Scully,  Director  of  Clinical  Sci- 
ences at  the  medical  school,  and  Director  of  Med- 
ical Education  at  Washoe  Med,  said  physical 
diagnosis  is  usually  offered  in  the  second  year  of 
medical  school. 

Scully  said  the  students  will  perform  physical 
examinations  and  take  medical  histories  under  the 
watchful  eye  of  their  clinical  advisers. 

Because  there  is  no  university  hospital,  the 
School  of  Medical  Sciences  relies  on  local  health 
facilities  and  hospitals  for  clinical  training  of  its 
students.  The  advantage  of  using  the  Reno  com- 
munity hospitals  is  that  the  students  become  ac- 
quainted with  the  particular  health  problems  in 
Nevada,  and  become  familiar  with  how  these 
problems  are  treated  by  Nevada  physicians. 
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Average  Doctor  Bill  Declines 
Under  Medicare 

Chicago — The  average  doctor  bill  has  been 
going  down— not  up— under  Medicare,  data  from 
the  Social  Security  Administration  says.  . . . The 
S.S.A.  reports  that  average  charges  by  doctors  for 
medical  care  services  provided  under  Medicare 
are  lower  than  when  the  program  began — down 
5.2  per  cent  for  surgical  services  and  down  11.5 
per  cent  for  outpatient  medical  care.  The  figures 
are  published  in  AMA  Update,  a publication  of 
the  American  Medical  Association.  . . . The  figures 
are  for  the  period  beginning  with  the  advent  of 
Medicare  in  the  summer  of  1966  through  the  end 
of  1971.  Figures  for  1972  are  not  yet  available.  . . . 
Under  Medicare,  a doctor  bill  is  approved  for  pay- 
ment only  if  it  has  been  determined  by  the  insur- 
ance carrier  to  reflect  the  doctor’s  “customary 
charges”  for  similar  services,  and  also  the  charges 
prevailing  among  other  doctors  in  the  locality  for 
similar  services,  AMA  Update  points  out. 
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Utah 

Robert  G.  Evans,  MD,  Salt  Lake  City  intern- 
ist, died  February  8,  1973,  at  the  age  of  45.  Born 
in  Preston,  Idaho,  on  February  14,  1927,  he  was 
the  son  of  Samuel  Smith  and  Ida  Egbert  Evans. 

Doctor  Evans  was  a graduate  of  Idaho  State 
College,  and  received  his  MD  degree  in  1951  from 
the  University  of  Utah  College  of  Medicine.  He 
interned  at  the  Evanston  Hospital  Association, 
Evanston,  Illinois,  and  served  a residency  in  in- 
ternal medicine  at  Cook  County  Hospital,  Chicago. 
He  completed  additional  postgraduate  work  in 
hematology  at  the  University  of  Pennsylvania. 
Returning  to  Utah  in  1957,  Doctor  Evans  had  been 
a member  of  Holy  Cross  Hospital’s  medical  staff 
since  that  time.  He  was  a member  of  the  Salt 
Lake  County,  Utah  State,  and  American  Medical 
Associations. 

Doctor  Evans  is  survived  by  two  brothers  and 
two  sisters. 

**♦*:*: 

Andrew  A.  Andersen,  MD,  retired  Salt  Lake 
City  obstetrician  and  gynecologist,  died  April  2, 
1973.  He  was  82.  Bom  August  3,  1890,  in  Randers, 
Denmark,  Doctor  Andersen  was  the  son  of 
Soren  C.  and  Maren  Andersen.  He  married  Dora 
Carlston  on  July  15,  1936,  in  Salt  Lake  City. 

Doctor  Andersen  received  his  premedical  ed- 
ucation at  the  University  of  Utah,  later  obtaining 
his  MD  degree  in  1912  from  the  University  of 
Maryland  School  of  Medicine,  Baltimore.  He 
served  both  his  internship  and  residency  at  the 
Mercy  Hospital,  also  in  Baltimore. 

A member  of  the  Salt  Lake  County  Medical 
Society  since  1921,  Doctor  Andersen  was  also  a 
member  of  the  Utah  State  and  American  Medical 
Associations.  He  was  a fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  the 
American  College  of  Surgeons,  and  the  Inter- 
national College  of  Surgeons,  and  was  also  a mem- 
ber of  the  Utah  Obstetrical  and  Gynecological  So- 
ciety. 

Doctor  Andersen  was  an  Assistant  Clinical  Pro- 
fessor of  Obstetrics  and  Gynecology  at  the  Uni- 
versity of  Utah  College  of  Medicine,  and  had  also 
served  as  Chief  of  the  Obstetrical  and  Gynecolog- 
ical Service  at  L.  D.  S.  Hospital  from  1947  to  1948. 

Doctor  Andersen  is  survived  by  his  widow,  one 
son  and  two  daughters,  Andreas  W.,  Florida;  Mrs. 
L.  Dean  (Audrey)  Day,  Salt  Lake  City;  Mrs.  Earl 
(Shirley)  Hunter,  San  Francisco.  Also  surviving 
are  three  grandchildren  and  two  brothers. 
***** 


Orlo  William  Hardy,  MD,  Price  physician  and 
surgeon,  died  February  22,  1973.  He  was  66.  The 
son  of  Raymond  and  Esther  Jones  Hardy,  Doctor 
Hardy  was  born  April  21,  1906,  in  Oxford,  Iowa. 
He  married  Blanch  Kilbourne  on  July  14,  1931,  in 
Coalville. 

A 1930  graduate  of  the  University  of  Iowa  Col- 
lege of  Medicine,  Doctor  Hardy  served  his  intern- 
ship the  following  year  at  St.  Mark’s  Hospital  in 
Salt  Lake  City. 

A member  of  the  Carbon  County,  Utah  State, 
and  American  Medical  Associations,  Doctor  Hardy 
had  practiced  in  Clear  Creek  and  Price.  From 
1934-68  he  had  served  as  industrial  physician  and 
surgeon  for  Utah  Fuel  and  Independent  Coal  and 
Coke  Company.  He  was  a veteran  of  World 
War  II. 

Doctor  Hardy  is  survived  by  his  widow;  a 
daughter,  Mrs.  Montie  (Esther)  Trease,  Scofield, 
Carbon  County,  and  four  grandchildren.  Also  sur- 
viving are  the  doctor’s  mother  and  sister. 


Montana 

Patrick  E.  Logan,  MD,  died  on  March  8,  1973, 
at  a local  hospital  in  Great  Falls.  Doctor  Logan 
was  bom  in  Butte,  he  attended  the  University  of 
Minnesota,  where  he  received  his  BS  degree  in 
1914.  He  received  his  MD  degree  from  McGill  Uni- 
versity, Faculty  of  Medicine,  in  1922.  Doctor  Logan 
was  a member  of  the  Cascade  County  Medical  So- 
ciety, the  Montana  Medical  Association,  and  the 
American  Medical  Association.  He  was  also  a 
member  of  the  Fifty  Year  Club  of  the  Mon- 
tana Medical  Association,  which  membership  is 
awarded  those  physicians  who  have  been  in  the 
active  practice  of  medicine  for  50  years  or  more. 

***** 

Thomas  B.  Moore,  MD,  who  practiced  medicine 
in  Kalispell  for  more  than  forty  years,  died 
March  7,  at  his  home.  Doctor  Moore  was  a native 
of  Butte.  He  attended  the  University  of  Montana 
and  received  his  MD  degree  from  the  University 
of  Minnesota  Medical  School  in  1924.  Prior  to 
moving  to  Kalispell,  he  was  a Fellow  at  the  Mayo 
Clinic  in  Rochester,  Minnesota  for  three  years. 
Doctor  Moore  was  a member  of  the  Flathead  Med- 
ical Society,  the  Montana  Medical  Association,  and 
the  American  Medical  Association. 


66 


Rocky  Mountain  Medical  Journal 


Before  prescribing,  please  consult 
;c  plete  product  information,  a sum- 
n,/of  which  follows: 

Indications:  Tension  and  anxiety 
iiis,  somatic  complaints  which  are 

0 :omitants  of  emotional  factors;  psy- 
ihieurotic  states  manifested  by  tension, 
inety,  apprehension,  fatigue,  depres- 

i\  symptoms  or  agitation;  symptomatic 
e f of  acute  agitation,  tremor,  delirium 
mens  and  hallucinosis  due  to  acute 
ikhol  withdrawal;  adjunctively  in  skele- 
anuscle  spasm  due  to  reflex  spasm  to 

01  l pathology,  spasticity  caused  by 
ifsr  motor  neuron  disorders,  athetosis, 
,ti-man  syndrome,  convulsive  disorders 
n for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
iv/to  the  drug.  Children  under  6 
n )ths  of  age.  Acute  narrow  angle  glau- 
:cia;  may  be  used  in  patients  with  open 
ir  e glaucoma  who  are  receiving  appro- 
frte  therapy. 

Warnings:  Not  of  value  in  psychotic 
fsents.  Caution  against  hazardous 
fjpations  requiring  complete  mental 
itness.  When  used  adjunctively  in  con- 
nive disorders,  possibility  of  increase 
•equency  and/or  severity  of  grand  mal 
jures  may  require  increased  dosage  of 
hdard  anticonvulsant  medication; 
fjpt  withdrawal  may  be  associated 

temporary  increase  in  frequency 
F / or  severity  of  seizures.  Advise 
inst  simultaneous  ingestion  of  alcohol 
r other  CNS  depressants.  Withdrawal 
pptoms  (similar  to  those  with  barbitu- 
Sis  and  alcohol)  have  occurred  follow- 
abrupt  discontinuance  (convulsions, 
nor,  abdominal  and  muscle  cramps, 
hiting  and  sweating) . Keep  addiction- 
ne  individuals  under  careful  surveil- 
:;e  because  of  their  predisposition  to 
situation  and  dependence.  In  preg- 
icy,  lactation  or  women  of  childbearing 
, weigh  potential  benefit  against 
sible  hazard. 

Precautions:  If  combined  with  other 
(chotropics  or  anticonvulsants,  con- 
br  carefully  pharmacology  of  agents 
bloyed;  drugs  such  as  phenothiazines, 
cotics,  barbiturates,  MAO  inhibitors 
jl  other  antidepressants  may  potentiate 
action.  Usual  precautions  indicated  in 
ients  severely  depressed,  or  with  latent 
iression,  or  with  suicidal  tendencies. 
l;erve  usual  precautions  in  impaired 
al  or  hepatic  function.  Limit  dosage  to 
allest  effective  amount  in  elderly  and 
lilitated  to  preclude  ataxia  or  over- 
• ation. 

i Side  Effects:  Drowsiness,  confusion, 
d lopia,  hypotension,  changes  in  libido, 
nisea,  fatigue,  depression,  dysarthria, 
jmdice,  skin  rash,  ataxia,  constipation, 
Ihidache,  incontinence,  changes  in  sali- 
vion,  slurred  speech,  tremor,  vertigo, 
linary  retention,  blurred  vision.  Para- 

Id deal  reactions  such  as  acute  hyper- 
Bdted  states,  anxiety,  hallucinations, 

ii  reased  muscle  spasticity,  insomnia, 
r ;e,  sleep  disturbances,  stimulation 

il"  le  been  reported;  should  these  occur, 
c continue  drug.  Isolated  reports  of  neu- 
t penia,  jaundice;  periodic  blood  counts 
c f liver  function  tests  advisable  during 
I g-term  therapy. 
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If  there’s  good  reason 
to  prescribe 
for  psychic  tension... 


When,  in  spite  of  counseling, 
the  patient’s  pattern  of  overreaction  to  stress 
affects  his  ability  to  function 

Dependable  response 
IS  a good  reason 
to  consider  Valium 

(diazepam) 

2-nig,  5-mg, 
lO-mg  tablets 


A NEW  CONCEPT 


IN  MEDICAL  MANAGEMENT 


Surgical  Center,  Pathology , Radiology, 


CENTER 

Pharmacy 


FOR  YOU 

Health  Club  and  Recreational 
Facilities 

Library  and  Conference  Rooms 
Comprehensive  Business  Services 
( More  Than  You  Dreamed 
Possible ) 


FOR  YOUR  PATIENT 

Supervised  Well-Child  Nurs 
and  Play  Area 
Full  Service  Medical  Facilit 
Patient  Education  Prograrr 
(More  Than  They  Dreame 
Possible ) 


Southeast  Denver  Medical  Center 

758-5076 


Family  Practice  text  available  now 

The  first  definitive  work  on  the  discipline  of 
family  practice  is  now  off  the  press.  Family  Prac- 
tice is  a basic  text  for  students  and  residents  in 
family  practice,  and  may  be  used  also  as  a refer- 
ence for  practicing  physicians. 

The  volume  covers  a wide  range  of  subjects, 
including  family  psychodynamics,  the  manage- 
ment of  chronic  illness,  interviewing  techniques, 
sex  counseling,  treatment  of  chemical  abuse,  and 
managing  the  health  care  team.  In  addition,  it  in- 
cludes 15  chapters  on  the  clinical  components  of 
family  practice. 

Dr.  Thomas  W.  Johnson,  formerly  director  of 
the  Education  Division  of  the  American  Academy 
of  Family  Physicians;  Dr.  Robert  Rakel,  chairman 
of  the  Department  of  Family  Practice  at  the  Uni- 
versity of  Iowa  College  of  Medicine,  and  Dr. 
Howard  Conn,  staff  member  of  Uniontown  (Pa.) 
Hospital  are  co-editors.  Contributors  include  a 
number  of  physicians  in  family  practice  education 
and  private  family  practitioners. 

Early  sales  exceeded  expectations.  A second 
printing  of  the  book  is  scheduled  May  2.  Accord- 
ing to  W.  B.  Saunders,  publishers,  “No  other  book 
brings  together  so  much  information  tailored  spe- 
cifically to  the  needs  of  the  family  physician  and 
primary  care  specialist.” 

The  library  description:  Family  Practice.  Conn, 
Rakel  and  Johnson.  W.  B.  Saunders  Co.,  West 
Washington  Square,  Philadelphia,  Pa.  19105. 
About  1,065  pages,  350  figures.  About  $33.00. 


Orthopaedic  Research  Awards 

The  American  Academy  of  Orthopaedic  Sur- 
geons, Chicago,  has  announced  that  entries  of 
manuscripts  are  being  accepted  for  the  1974 
Kappa  Delta  Awards  in  orthopaedic  research. 
Three  awards  will  be  given  of  $2,000  each,  pro- 
viding that  manuscripts  of  requisite  quality  are 
submitted,  for  outstanding  research  in  the  field 
of  orthopaedic  surgery  from  United  States  citizens 
resident  in  the  States  or  its  Possessions. 

Categories  are:  Basic  research  that  relates  to 
the  musculoskeletal  system,  clinical  research  in 
orthopaedic  surgery,  and  problems  related  to 
trauma  of  the  musculoskeletal  system. 

Papers  to  receive  the  awards  will  be  selected 
during  the  current  year  for  presentation  at  the 
Academy’s  Annual  Meeting  January  17-22,  1974, 
in  Dallas,  Texas. 

In  addition,  manuscripts  are  being  sought  for 
consideration  for  the  sorority’s  special  Silver  An- 
niversary Prize  of  $5,000.  This  prize  will  not  be 
awarded  until  the  Academy’s  Advisory  Commit- 
tee on  Research  and  Board  of  Directors  recognize 
a contribution  as  having  special  significance  to 
orthopaedics. 

Submission  deadline  is  August  31,  1973,  and 
applicants  should  submit  six  copies  of  manuscripts 
to  Kappa  Delta  Awards,  Advisory  Committee  on 
Research,  American  Academy  of  Orthopaedic  Sur- 
geons, 430  North  Michigan  Avenue,  Chicago,  Illi- 
nois 60611. 


A COMPLETE  MEDICAL  PLAZA 

{Lakewood) 

WEST  ALAMEDA  MEDICAL  PLAZA 

4900  West  Alameda  Avenue 

(East  and  Next  to  Villa  Italia  Shopping  Center] 


:% 


^ 10,000  Sq,  Ff»  Rentaining 


Already  Available:  An  Independent  Physical  Therapy  Department 
Colorado  Pathologist  Regional  Laboratory 
Radiologist,  Pharmacy,  and  other  Specialties 

Work  Oirettly  with  Owner  and  Design  Your  Own  Suite 

Cell  Anytime;  Jack  J.  Mowder,  Ov/ner -Manager,  922-3525  or  986-6683 
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WANT  ADS 


CHOICE  LAKEWOOD,  COLORADO  LOCATION  for  medical 
and  dental  offices.  Completed  by  February  1973.  Call  (303) 
455-7545.  1172-6-TFB 


PHYSICIAN  EDUCATION  PROGRAM  IN  FAMILY  PLAN- 
NING at  UCLA.  Sponsored  by  the  American  College  of 
Obstetrics  and  Gynecology.  Approved  for  credit  by  the  Amer- 
ican Academy  of  General  Practice.  Six  (6)  courses  for  six  (6) 
physicians  each  from  January  through  June  1973.  Seven-day 
individualized  program  with  a “core”  curriculum  and  elective 
courses.  Didactic,  clinical,  surgical,  and  community  experience 
in  family  planning.  For  more  Information  contact  Irvin  M. 
Cushner,  MD,  OB-GYN  Department,  UCLA,  Center  for  Health 
Sciences,  Los  Angeles,  California  90024.  Telephone:  (213) 
825-1046.  273-1-4B 


GENERAL  INTERNIST:  Incorporated,  multi-specialty  group 
of  seven  physicians  desires  second  Internist.  College  town 
of  8.000  in  beautiful  San  Luis  Valley  in  Southern  Colorado. 
100  bed  accredited  hospital  with  well  equipped  laboratory. 
Call  or  write:  S.  D.  Nichols,  M.D..  201  Carson  Ave.,  Alamosa, 
Colorado  81101.  Telephone  589-6605.  573-6-1 


FOR  SALE:  1)  Norelco  84  dictating  machine  with  extra  cas- 
sette, head  set  and  foot  pedal  for  secretary  typing,  and 
telephone  recording  attachment.  2)  Burdick  4 EKG  machine  in 
excellept  condition  with  all  attachments  and  case.  3)  Med- 
icine Cabinet.  41  Centrifuge.  Call  or  write  Dale  C.  Brent- 
linger,  M.D.  (303  ) 333-5456,  1875  York  Street,  Denver,  Colo- 
rado 80206.  573-3-3 


MEDICAL  DIRECTOR,  Director  of  Medical  Education,  age 
41,  board  certified  ENT,  completing  M.S.  in  health  admin- 
istration University  of  Colorado  Medical  Center,  seeks  200- 
500  bed  progressive  hospital  in  future  oriented  community 
in  west,  southwest  or  Rocky  Mountain  states.  Write  Doctor, 
6424  East  Mississippi,  Denver,  Colorado  80222.  373-6-3 


OCCUPATIONAL  PHYSICIAN  — Reside  in  Las  Vegas;  40- 
hour  week;  competitive  starting  salary;  office  space  and 
all  equipment  supplied  by  employer;  laboratory  and  x-ray 
facilities  available.  Will  join  a staff  of  five  physicians  in 
providing  emergency  treatment  of  illness  and  injuries  and 
overseeing  health  of  employees  at  the  Nevada  Test  Site. 
Liberal  fringe  benefits  including  insurance,  retirement  plan, 
vacations,  sick  leave,  advancement  opportunities,  interview 
and  relocation  allowance;  must  be  a U.S.  citizen  and  must 
become  licensed  in  Nevada.  Replies  held  strictly  confiden- 
tial. Send  resume  to:  L.  W.  Bennett,  Reynolds  Electrical  and 
Engineering  Co.,  Inc.,  P.O.  Box  14400,  Las  Vegas,  Nevada 
89114.  Equal  Opportunity  employer  — M/F.  373-5-3B 


SURGEON,  NEUROLOGIST,  ORTHOPEDIST,  PEDIATRI- 
CIAN, ALLERGIST,  CARDIOLOGIST,  and  PSYCHIATRIST 
needed  in  new  multispecialty  building  near  completion  im- 
mediately adjacent  to  the  new  St.  Anthony’s  North  Satellite 
Hospital.  Occupancy,  July,  1973.  This  is  a burgeoning  new 
practice  opportunity.  James  W.  Langley,  M.D.,  940  Oak 

Place,  Denver  80229.  (303)  287-5551.  373-2-4B 


FOR  SALE:  Reconditioned  Sanborn  51  EKG  in  excellent  op- 
erating condition.  $200.  Harry  V.  Unfug,  M.D.,  P.C.,  210  W. 
Magnolia,  Fort  Collins,  Colorado  80521.  473-3-2 


WANTED:  GP  for  Holyoke  and  Phillips  County,  in  NE  Colo- 
rado. Community  has  24-bed  hospital.  Recently  completed 
Medical  Clinic  completely  furnished  with  most  modern  equip- 
ment, rent  free  and  ready  for  immediate  occupancy.  Contact 
Mr.  Jerry  L.  Slagle,  P.O.  Box  357,  Holyoke,  Colorado  80734; 
telephone  (303  ) 854-2297.  473-4-3B 


FOR  SALE — Basal  metabolism  machine,  complete  with  copy- 
ing paper,  oxygen  tank,  and  supporting  table.  Make  offer. 
(Denver)  Call  534-8377.  573-2-1 


SUBSTANTIAL  GUARANTEE  PLUS  RELOCATION  EX- 
PENSE; General  practitioner,  OB  GYN,  Internist.  Write  or 
call  collect  (406)  563-5262,  Administrator,  Community  Hospital 
of  Anaconda,  600  Oak  Street,  Anaconda,  Montana  59711. 

373-12-3B 


INTERNIST  with  nephrology  subspecialty,  32,  military  serv- 
ice completed,  seeks  practice  opportunity  in  Midwest  or 
mountain  states.  Box  373-10-3B,  Rocky  Mountain  Medical 
Journal,  1601  E.  19th  Ave.,  Denver  80218.  373-10-3B 


RHEUMATOLOGIST-IMMUNOLOGIST,  age  37,  board  certi- 
fied Internal  Medicine,  now  in  academics,  seeks  associa- 
tion. Proximity  to  mountains  and  skiing  desirable.  Reply  to 
Box  573-1-lB,  Rocky  Mountain  Medical  Journal,  1601  E.  19th 
Avenue,  Denver,  Colorado  80218.  573-1-lB 


OTOLARYNGOLOGIST  WANTED  — Certified  or  eligible, 
solo  practice  in  Clovis,  New  Mexico.  Population  30,000  with 
additional  40,000  drawing  area,  completely  unopposed,  ac- 
credited hospital,  excellent  living  conditions,  schools, 
churches,  present  ENT  must  retire  because  of  age  and  over- 
work. Potential  gross  first  year  $80-100,000.  Write  or  call 
J.  H.  Cameron,  M.D.,  2900  Main,  Clovis,  N.  M.  88101,  (505) 
762-2341  or  Lyn  Abshere,  M.D.,  (505)  762-4455.  373-4-3 


WANTED:  Chief  of  Medicine  to  direct  active  service  in 
GM&S  Hospital.  Located  in  picturesque  southeastern  Mon- 
tana city  of  9,000.  Great  four  season  outdoor  area  for  all 
sports.  Relocation  allowance.  Housing  on  grounds  available. 
Salary  dependent  on  training.  Non-discrimination  in  employ- 
ment. Write  Chief  of  Staff,  VA  Hospital,  Miles  City,  Montana 
59301.  473-1-2B 


UROLOGIST — 4 years  solo.  Relocating  to  avoid  cross-town 
busing.  Boards  In  progress.  Desire  prea  of  demo  need.  Wish 
solo,  partnership  or  associate.  No  groups  or  clinics.  Reply  to 
Box  473-2-2B,  Rocky  Mountain  Medical  Journal,  1601  E.  19th 
Avenue,  Denver,  Colorado  80218.  473-2-2B 


OFFICE  SPACE  AVAILABLE  July  1973  in  medical-dental 
building  in  immediate  Windsor  Gardens  area  (Denver). 
Please  call  (303  ) 364-9393  for  further  information.  573-4-lB 


FOR  sale; — 40  acres  raw  land  mountain  property.  Two  hours 
from  Denver,  near  Williams  Fork  Reservoir;  near  national 
forest.  Call  or  write  for  further  details.  Orr  Land  Company, 
Kremmling,  Colorado  80459.  Telephone  724-3360  . 573-5-lB 


PEDIATRIC  CARDIOLOGIST  (Board  certified,  experienced 
in  cardiac  catheterization)  would  like  to  join  medical  group 
in  Rocky  Mountain  States.  Access  to  cardiac  catheterization 
laboratory  preferred.  Reply  to  Box  573-8-lB,  Rocky  Moun- 
tain Medical  Journal,  1601  E.  19th  Avenue,  Denver,  Colorado 
80218.  573-8-lB 


THERMOPOLIS,  WYOMING— Because  of  the  death  of  my 
husband,  Benjamin  Gitlitz,  M.D.,  his  office  practice  and 
equipment  are  available  for  another  Doctor  of  Medicine.  We 
are  located  at  the  foothills  of  the  Rockies  — easily  available 
to  hunting,  fishing  and  boating  and  only  165  miles  from  the 
east  entrance  to  Yellowstone  Park.  Very  modem  air-condi- 
tioned office.  50-bed  hospital  is  located  next  door  to  the 
famed  Gottsche  Rehabilitation  Centre  in  Thermopolis.  Con- 
tact Mrs.  Benjamin  Gitlitz,  817  Clark  Street,  Thermopolis, 
Wyoming  82443.  573-7-1 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 

specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 

Denver,  Colorado  80202 
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“Antiacid”  action 
for  ulcer  patients... 


one  of  the  many 
thingsyou  need  in  an 
anticholineigic. 


Pro-Banthlne  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

“Antiacid"  action — Pro-Banthine®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

“Sustained”  action — Pro-Banthine  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic"  action — Pro-Banthine  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool" — Pro-Banthine  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthine® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-BanthTne  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-BanthTne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-Santh?ne  P.A.— Each  tablet  of  Pro-BanthTne  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
BanthTne  15  mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthine®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department.  Box  5110,  Chicago,  III.  60680 
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Pro-Banthine* 

brand  of  ill*  1 *1 

propantheline  bromide 

a good  option  in  peptic  ulcer 


MINOCIN’ made  the  difference  in  just  eight  days: 


Clinical  Data:  , 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 100  mg:  200  mg  stat,  100  mg  every  12 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken9/14/71. 

Concomitant  therapy:  None.^ 


Semisynthetic 

MUNOON 

MINOCYCUNEHO 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


Minocycline  is  a tetracycline  with  activity  against  a wide 
range  of  gram-negative  and  gram-positive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yei- 
low-gray-brown).  This  is  more  common  during  long-term  use 
but  has  been  observed  following  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines, 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated.  In 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and,  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines. Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia,  hyper- 
phosphatemia, and  acidosis.  Pregnancy:  In  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  in  fetal  tissues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  in  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established. 
Newborns,  infants  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue.  Pre- 
matures, given  oral  doses  of  25  mg. /kg.  every  6 hours,  dem- 
onstrated a decrease  in  tibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk 
of  lactating  women  who  are  taking  a drug  of  this  class.  Safe 


use  has  not  been  established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Patients  on  anticoagulant 
therapy  may  require  downward  adjustment  of  such  dosage. 
Test  for  organ  system  dysfunction  (e.g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group  A beta  hemo- 
lytic streptococcal  infections  for  at  least  10  days.  Avoid  giv- 
ing tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopapular  and 
erythematous  rashes.  Exfoliative  dermatitis  (uncommon). 
Photosensitivity  is  discussed  above  ("Warnings").  Renal 
toxicity:  rise  in  BUN,  dose-related  (see  "Warnings").  Hyper- 
sensitivity reactions:  urticaria,  angioneurotic  edema,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in  high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands;  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age, disappearing  rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia, 
eosinophilia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  MINOCIN  is  not  notably  influenced  by  foods  and  dairy 
products. 


^Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection. 

tCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories, 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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WYOMING 


What  should  a 


medication  for  sleep 


be  expected 
provide?^ 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity toflurazepam  HCI, 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  ie.g..  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age. Though  physical  and  psychologu 
dependence  have  not  been  reported  or 
recommended  doses,  use  caution  in  ad 
ministering  to  addiction-prone  mdividt 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  deibilitated 
initial  dosage  should  be  limited  to  15  m' 
to  preclude  oversedation,  dizziness  anc 
or  ataxia.  If  icombmed  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects.consider  potential  additive  effei 
Employ  usual  precautions  in  patients 
who  are  severely  depressed,  or  with 


for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane.  Insomnia  patients  given  one  30-mg  capsule  of  Dalmane 
at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency 

Dalmane  (flurazepam  HCl)  has  been  shown  to  be  consistently  effective  even 
during  consecutive  nights  of  administration. Thus  there  is  little  likelihood  for 
the  need  to  increase  dosage  to  maintain  therapeutic  effect. 

Dalmane  is  in  a class  by  itself.  Not  a narcotic,  barbiturate  or  methaqualone, 
Dalmane  is  the  only  available  benzodiazeoine  specifically  indicated  for  insomnia. 


with  relative  safety 

Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane 
(flurazepam  HCl);  no  depression  of  cardiac  or  respiratory  function  was  noted  in 
patients  administered  recommended  or  higher  doses  for  as  long  as  90  consecu* 
five  nights.  In  most  instances  when  adverse  reactions  were  reported  they  were 
mild,  infrequent  and  seldom  required  discontinuance  of  therapy.  Morning 
“hang-over”  with  Dalmane  has  been  relatively  infrequent.  Dizziness,  drowsi- 
ness, lightheadedness  and  the  like  have  been  the  side  effects  noted  most 
frequently,  particularly  in  the  elderly  and  debilitated.  (An  initial  dose  of 
Dalmane  15  mg  should  be  prescribed  for  these  patients.) 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep  medication, 
consider  Dalmane— a single  entity  agent  proved  effective  and  relatively  safe 
for  relief  of  insomnia. 


When  restful  sleep  is  indicated 

One  30-ing  capsule  /7.s.— usual  adult  dosage 
(15  mg  may  suffice  in  some  patients) 

One  15-mg  capsule  /7.S.— initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffman n-La  Roche  Inc. 
Nuttey,  New  Jersey  07110 


lent  depression  or  suicidal  tendencies 
'finodic  blood  counts  and  liver  and  kid- 
V function  tests  are  advised  during 
Iseated  tiherapy.  Observe  usual  precau- 
.ns  in  presence  of  impaired  renal  or 
lOatic  function. 

' verse  Reactions;  Dizziness,  drowsi- 
':5s.  Iightheadedness.  staggering,  ataxia 
d falling  have  occurred,  particularly 
31'derly  or  debilitat.ed  patients.  Severe 
dation,  lethargy,  disorientation  and 
Tia,  probably  indicative  of  drug  intoler- 
:e  or  overdosage,  have  been  reported 


Also  reported  were  headache,  heart- 
burn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech. 


confusion,  restlessness,  hallucinations, 
and  elevated  SGOT.  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e g . excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage: 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined, 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCl. 
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Hair  styles  come  and  go, 

but  Selsun  ^SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  IVi  % , w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume.  303413R 


If  you’re  ordering 
outside  cultures  for 

bacteriuria 

throat  strep 

gonorrhea 

Candida  [Monilia] 

Staph  aureus 

Pseudomonas 

aeruginosa 

you  can  reduce 
errors  caused  by 
delayed  incubation 
by  switching  to 
Ciinicuit 

SKD’s  convenient,  economical 
office  culturing  system 


With  outside  culturing, 

unless  each  specimen  is  suitably  and  continuously  refrigerated 
between  collection  in  your  office  and  culturing  in  an  outside  laboratory, 
contaminants  can  multiply  rapidly  and  delicate  organisms  may  die. 

With  Clinicuiroffice  culture  tests 

■ compact  incubator  permits  culturing  in  your  office  immediately  after 
specimen  collection 


■ built-in  streaking  tines  reduce  handling... save  time 

■ airtight  sterile  culture  tube  keeps  contaminants  out. . .and  moisture 
in. . .to  foster  growth  and  extend  organism  life 

In  selected  tests 

■ modified  media  maximize  growth  of  target  organisms. . .minimize 
contamination 

■ color  reactions  simplify  interpretation 

Swab...  Incubate...  Read  Results... 


TO  ORDER, ..OR  FOR  MORE  INFORMATION... 
MAIL  COUPON. ..OR  CALL  C215)  LO  4-2400 


SMITH  KUNE  DIAGNOSTICS 

Division  of  SmithKIine  Corporation 

1 SCO  Spring  Garden  St.,  Phila.,  Pa.  1 91 01 
Dept.  E42 

Please  send  me: 

rin/en  'Ciinicuit'  culture  tests  for 

SJW-RM  6/73 

N.  gonorrhoeae  $28.20  per  dozen; 
$23.40  per  dozen 

all  others 

'Ciinicuit'  incubator,  $25  each;  8-test 

fully  guaranteed 

more  information  on  'Ciinicuit' 

□ Check  enclosed  □ Please  bill  me 

capacity; 

Name 

Address 

City 

State  Zip 

Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 


Soyalac  is  often 
the  answer. 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  U S A. 


This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms: 
Concentrated  Liquid, 
Ready-to-Serve,  Powdered 


^^Prescription 
drugs  - 
who  should 
determine  the 
maker?^^ 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 
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"Too  many  doctors  are  indiffe ' rji 
ent  to  the  economic  consequences  a 
their  decisions.”  So  stated  a recent ' i-r,: 
issue  of  Medical  News  Report  (De-  ' g 
cember4,  1972),  an  independent 
weekly  newsletter  published  by  forrr 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


Doctor,  are  you  indifferent ...  ? 

In  discussing  an  anticipated  in’ 
crease  in  Blue  Shield  rates,  Dr.  Bias 
ingame’s  newsletter  had  this  to  say: ; 

“In  general,  it  can  be  said,  MD'' 
have  given  the  impression  they  are  ‘ 
not  particularly  concerned  with  the  | 
increase  in  cost  of  health  care  to  the 
patients... 

“True,  an  MD’s  training  is  pri-  ; 
marily  scientific,  but  in  the  real  worl' 
of  practice,  all  of  his  scientific  deci- ! 
sions  have  a price  tag,  or  an  econom. 
impact.  The  economics  of  health  cat| 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


S' 
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When  the  pharmacist  recom- 
mends that  a drug  product  other  tha 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- ! 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neces 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacist 
made  in  the  absence  of  clinical  know 
edge  of  the  patient,  could  expose  him' 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothing 
in  the  pro-substitution  argument  that 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledge 
about  drugs.  Yet  the  pharmacist’s  j 
task  to  keep  current  on  the  entire  i 
field  of  drug  therapy,  to  some  degree,! 
puts  him  at  a disadvantage.  Most  ' 
often,  a practicing  physician  will  need; 
expert  knowledge  of  no  more  than  25  ] 


^ lid  be  an  obligation  of  nnedical 
p;tice. . . 

“Medical  societies  ought  to  con- 
t : continuing  campaigns  to  point 
gihe  substantial  savings  that  could 
isalized  thru  deductible  insurance 
protection  for  catastrophic  ill- 
5.  At  the  very  least,  they  should,  in 
patients’  interest,  question  the 
ics  of  any  insurance  organization 
: raises  health  care  costs  by  forc- 
policyholders  to  buy  insurance 
/ may  not  need  or  want  and  prob- 
•'  / won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
to  the  economic  consequences  of 
'ir  decisions.  Too  many,  for  ex- 
ple,  habitually  hospitalize  patients 
[the  convenience  of  the  MD.  it’s 
i,  iisense  to  deny  such  habits  exist . . . 

3; ! “Doctors,  thru  their  medical  so- 
. ties,  have  unhesitatingly  appealed 
r heir  patients  for  support  in  the 
j , it  against  government  interference 
j h the  private  practice  of  medicine. 

3,  jd  the  public  in  the  past  has  re- 
' )nded.  It’s  time  the  American  Med- 
: I Association  and  state  and  local 
,3.  jidical  societies  paid  off  the  debt  by 
i,  bisive  action  to  hold  down  the  cost 
ffimedical  care.” 

4st  of  Drugs 

h Insurance  rates  and  hospital 
®!arges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection”  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


: 30  drugs  that  he  selects  to  treat  the 
'%jority  of  conditions  encountered  in 
(3  practice.  Moreover,  the  physi- 
lan’s  choice  of  a specific  brand  is 
■■(ised  on  his  knowledge  of  the  pa- 
hnt’s  medical  history  and  current 
jindition,  and  his  experiences  with 
le  particular  manufacturer’s 
joduct. 

"■  Some  substitution  proponents 
hve  argued  that  the  dispensing  of  a 
description  is  a simple  two-party 
ansaction  between  the  pharmacist 
jiiid  the  patient,  and  that  a substitut- 
g pharmacist  may  avoid  even  a 
jbchnical  breach  of  contract  by  simply 
' Dtifying  the  patient  that  he  is  making 
le  substitution.  1 would  judge  that 
;w  courts  would  be  sympathetic 
)ward  a pharmacist  who  substituted 
l^Hthout  physician  approval  and  who 
' ndertook  a legal  defense  that  seeks 
) make  the  patient  responsible  for 
ie  pharmacist’s  actions, 
educed  Prescription  Prices? 

Substitution  advocates  are 
uggesting  to  the  consumer,  and  par- 
■ icularly  the  consumer  activist,  that 
educed  prescription  prices  could 
iollow  legalization  of  substitution. 

’ Ve  have  seen  absolutely  no  evidence 
0 justify  this  claim.  To  the  contrary, 
))ixperience  in  Alberta,  Canada,  where 
'.ubstitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  a// brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 


What  it  means 
to  live  and  wofk  it 
Tipton  County, 
'fennessee 


Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 


An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


Female 


159 


Male 


117 


□ Persons  without  solar  keratoses  B Persons  with  solar  keratoses 

•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


•Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  t3^ical  lesion  is  flat 
31  slightly  elevated,  brownish  or  reddish  in 
Dolor,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

1 5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5 % cream . . . 
high  in  patient  acceptability . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  atapplication  site  mostfrequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  lO-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5% fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


THE  PRICE  OF 

LETTER  (IIIIM  lEVOMK 

ijimoir  brand  of  I4 

HAS  BEEN  CUT  BY30%. 


• New  scored  tablets  for  easy 
dosage  adjustment. 

• color  coded  and  potency  marked 
tablets  for  quick  identification. 


6 potencies. 


0 025  mg  0 05  mg  0 1 mg  0,2  mg. 


Indications:  Hypothyroid  conditions. 
Contraindications:  Thyrotoxicosis,  acute 
myocardial  infarction  and  in  the  presence  ot 
uncorrected  adrenal  insufficiency  because  it 
increases  the  tissue  demands  for  adrenocortical 
hormones  and  may  cause  an  acute  adrenal  crisis. 
Warnings:  Should  be  used  with  caution  in  patients 
with  cardiovascular  disease,  including  hypertension 
Development  of  chest  pain  or  other  aggravation  of 
cardiovascular  disease  will  require  a decrease  in 
dosage 

Injection  of  epinephrine  in  patients  with  coronary 
artery  disease  may  precipitate  an  episode  of 
coronary  insufficiency  This  may  be  enhanced  in 
patients  B^^iving  thyroid  preparations.  Careful 
observaWdn  IS  required  it  catecholamines  are 
administered  to  patients  in  this  category  Patients 
with  coronary  artery  disease  should  be  carefully 
observed  during  surgery,  since  the  possibility  of 
precipitating  cardiac  arrhythmias  may  be  greater  in 
those  treated  with  thyroid  hormones. 

Thyroid  replacement  may  potentiate  antico- 
agulant effects  with  agents  such  as  warfarin  or 
bishydroxycoumarin  and  reduction  ot  one-third  in 


anticoagulant  dosage  should  be  undertaken  upon 
initiation  of  LETTER"  (sodium  levothyroxine. 
Armour]  tablets  therapy.  Subsequent  anticoagulant 
dosage  adjustment  should  be  made  on  the  basis  of 
frequent  prothrombin  determinations. 

In  patients  whose  hypothyroidism  is  secondary  to 
hypopituitarism,  adrenal  insufficiency  will  probably 
also  be  present.  When  adrenal  Insufficiency  and 
hypothyroidism  coexist,  the  adrenal  insufficiency 
should  be  corrected  by  corticosteroids  before 
administering  thyroid  hormone 
Precautions:  Patients  with  hypothyroidism,  and 
especially  myxedema,  are  particularly  sensitive  to 
thyroid  preparations  so  that  treatment  should  begin 
with  small  doses  and  increments  should  be  gradual. 

In  patients  with  diabetes  mellitus,  addition  of 
thyroid  hormone  therapy  may  cause  an  increase  in 
the  required  dosage  of  insulin  or  oral  hypoglycemic 
agents.  Conversely,  decreasing  the  dose  of  thyroid 
hormone  may  possibly  cause  hypoglycemic 
reactions  if  the  dosage  of  insulin  or  oral 
hypoglycemic  agents  is  not  adjusted 
Adverse  Reactions:  Excessive  dosage  of  thyroid 
medication  may  result  in  symptoms  of  hyper- 


0 5 mg 


thyroidism  Since,  however,  the  effects  do  not 
appear  at  once,  the  symptoms  may  not  appear  for 
one  to  three  weeks  after  the  dosage  regimen  is 
begun  The  most  common  signs  and  symptoms  of 
overdosage  are  weight  loss,  palpitation,  nervous- 
ness, diarrhea  or  abdominal  cramps,  sweating, 
tachycardia,  cardiac  arrhythmias,  angina  pectoris, 
tremors,  headache,  insomnia,  intolerance  to  heat 
and  fever.  If  symptoms  of  overdosage  appear, 
discontinue  medication  for  several  days  and 
reinstitute  treatment  at  a lower  dosage  level 
Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg 
daily.  This  may  be  increased  in  small  increments 
every  1 to  3 weeks  until  proper  metabolic  balance 
is  achieved. 

Available:  Bottles  of  1 00  tablets,  in  6 potencies: 
0.025  mg.  (violet).  0.05  mg.  (peach),  0.1  mg, 
(pink),  0.2  mg.  (green),  0.3  mg.  (yellow),  and 
0 5 mg.  (white). 


Armour  Pharmaceutical  Company 
Phoenix,  Arizona  85077 


Wouldn’t  it  be 
a good  idea 
to  start  your  new 
hypothyroid 
patients 
on  Letter’? 
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Occult  Blood:  often  the  first  clue 

to  colon  cancer 
Hemocculf  Slides 
make  routine 


fecal  screening  a 
practical  office 
procedure 


Ready  for  instant  use 

Noguaiac  preparation,  heating,  or  complex  developing 
procedures.  Slide  is  ready  to  give  to  patient  for  application 
of  specimen  at  home— or  in  the  office. 

Compact... inoffensive. ..mailable 
With  'Hemoccult',  only  a minute  stool  sample  is  required. 
Bulky,  smelly  specimens  are  eliminated.  “Inoculated" 
slides  are  easy  for  patient  to  carry  or  mail. 

Color  change  is  easy  to  read 
Positive  color  response  to  'Hemoccult'  developer  is 
usually  clear  cut.  There’s  little  likelihood  of  variation  in 
interpretation  by  different  individuals. 

Sensitive...  but  not  too  sensitive 
Laboratory  tests  assure  the  carefully  controlled  uniformity 
of  'Hemoccult'  guaiac-impregnated  filter  paper.  In  vitro 
studies  show  it  has  a high  degree  of  consistency  in 
detecting  fecal  blood  in  amounts  above  the  range  con- 
sidered normal  [i.e.,  2.0  to  2.5  ml./100Gm.  of  feces, 
per  day]. 

Economical 

A recommended  test  series  of  6 'Hemoccult'  Slides 
costs  only  90  cents.  Less,  if  slides  are  purchased  in 
cartons  of  1,000. 


2 SIMPLE  STEPS 

1 . Apply  thin  smear  of  stool;  close  slide.  Let  dry. 

I 2.  Open  perforated  tab  on  back;  apply  developer.  Read  Also  available:  ‘Hemoccult’  Tape 

I results  in  30  seconds.  Iqp  on-the-spot  testing  during  rectal  or 

[ Any  trace  of  blue  is  “positive"  for  occult  blood.  sigmoidoscopic  examinations. 


TO  ORDER  OR  FOR  MORE  INFORMATION,  MAIL  OOUPON  OR  CONTACT  YOUR  SK&F  REPRESENTATIVE 


SMITH  KLINE  DIAGNOSTICS 

division  of  SK&F  Laboratories 

Dept.  E42 

1 500  Spring  Garden  Street 
Philadelphia,  Pa.  19101 

Please  send  me: 


□ Check  enclosed 

□ Please  bill  me 


Name 


boxes  of  100 'Hemoccult' Slides®  $15.00  each 


street  Address 


1 

SJW-RM  6/73  I 


I 


I 

I 


‘Hemoccult’  Tape  dispensers  @ $9.00  each 

Additional  information 


City 


State  Zip  I 

I 

I 

I 

I 


L 


Signature 


^ «> 
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KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Etosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS]  Division  of  ICI  America  Inc.  j Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/  sedative/  antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  [Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


Colorado-W  yoming 
Regional  Medical  Program 
Streptococcus  Control  Program 

An  extensive  streptococcus  detection  and  con- 
trol program  begun  last  fall  in  Logan,  Morgan  and 
Yuma  Counties  by  the  Northeast  Colorado  Health 
Department  here  has  resulted  in  a more  than  50 
per  cent  reduction  in  strep  infections  among  the 
4,500  gradeschoolers  the  program  is  reaching,  and 
the  program  has  proven  that  an  effective  control 
program  can  be  run  without  abnormally  high 
costs. 

Supported  by  $11,000  in  grant  funds  from  the 
Colorado-Wyoming  Regional  Medical  Program 
(CWRMP)  and  the  Colorado  Heart  Association 
(CHA),  the  program  was  started  last  October  with 
two  goals  in  mind  — to  reduce  the  incidence  of 
strep  in  the  three  counties  and  to  test  the  effec- 
tiveness of  the  program  itself. 

Schools  in  the  three  counties  were  divided  into 
two  test  groups.  In  one  group,  all  the  students 
(100  per  cent)  received  throat  cultures  once  a 
month.  In  the  other  group,  only  16  per  cent  of  the 
students  were  cultured.  If  a school  in  which  16 
per  cent  culturing  was  done  showed  an  unusually 
high  rate  of  strep,  then  all  of  the  students  in  that 
school  were  cultured. 

The  incidence  of  strep  infections  in  the  two 
control  groups  was  remarkably  similar,  even 
though  only  a fraction  of  the  students  in  one  of 
the  groups  was  sampled.  In  the  schools  where  all 
of  the  students  were  cultured  monthly,  the  aver- 
age percentage  of  positive  infections  declined 
steadily  from  20.2  per  cent  in  October,  to  only  6.4 
per  cent  in  March.  In  the  schools  in  which  16  per 
cent  of  the  students  were  cultured  monthly,  the 
positive  percentage  declined  from  19  per  cent  in 
October  to  9.2  per  cent  in  March.  A comparable 
reduction  was  noted  in  the  number  of  positive 
streps  reported  by  private  physicians  in  the  three 
counties  from  October  to  March.  Positives  in 
Logan  County  dropped  from  15.2  to  11.9  per  cent 
and  in  Morgan  County  from  19.4  to  9.3  per  cent. 

The  program  could  become  a model  for  other 
detection  and  control  efforts  across  the  country, 
especially  in  areas  of  high  strep  incidence  where 
health  officials  are  sampling  large  numbers  of 
students. 


RondomyGin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  (luring  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray- brown),  which  Is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  uniess  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  Indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  In  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level 
determinations  of  drug. The  antianabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines.  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on 
anticoagulant  therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta- hemolytic  streptococcal  infections  for  at  least  10  days. 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  monilial 
overgrowth)  in  the  anogenital  region. 

Skin:  maculopapularand  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies 
are  known  to  occur. 

USUAL  DOSAGE:  Adults-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections;  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams 
of  'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given,  (ilose  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  Impair 
absorption  and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give 
drug  one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  Infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  'Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomvcin  300.g 

[melihacvGlinG  HCI] 

Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


When  the  asthma 
can  anticipate 
the  attack 

Bronkotabs’ 


Each  tablet  contains  ephedrjne  sulfate  24  mg;  theophylline  100  mg 
glyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 
(warning;  may  be  habit-forming). 


Why  (day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasm  to 
open  airways  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar 
mucosa  to  improve  the 
passage  of  air. 

Economical  long- 
term therapy. 


PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal, and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  However, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  1001$ 


Decubitus  Ulcers  Yield  to 


Travase"  Ointment 

brand  of  Sutilains 


After  six  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


Adjunctive  Therapy— Observe  Its  Effects  in  48  hours 

When  the  recommended  nursing  technique  is 
followed  without  deviation,  this  procedure  can 
generate  visible  improvement  within  48  hours  of 
treatment.  If  no  dissolution  of  slough  occurs  by  then, 
further  application  is  unlikely  to  be  rewarding 
(recheck  for  break  in  procedure,  usually  due  to  use 
of  cleansing  or  antiseptic  agents  which  impair  the 
effectiveness  of  the  enzyme  in  TRAVASE). 


Clinical  observation  and  photos  by  Kathleen  Brough 
Oldham.  M.D..  Marion  County  Home.  Indianapolis.  Ind. 


Please  see  next  page  for  prescribing  information 
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I First  Class 

Permit  No.  39 
Deerfield,  III. 


BUSINESS  REPLY  MAIL 


No  Postage  Stamp  Necessary 
If  Mailed  in  the  United  States 


Postage  Will  Be  Paid  by  Addressee 


Flint  Laboratories 

Division  of  Travenol  Laboratories,  Inc. 
200  Wilmot  Road 
Deerfield,  Illinois  60015 


Travase®  Ointment  brand  of  Sutilains 

APPLICATION  TECHNIQUE:  TRAVASE  Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for  biochemical  debridement.  It 
dissolves  and  facilitates  the  removal  of  necrotic  tissues  and  purulent 
exudates. 

TRAVASE  enzymes  are  selective.  Virtually  inactive  on  viable  tissue. 

When  this  recommended  nursing  technique  is  followed  without  deviation, 
this  procedure  can  generate  visible  improvement  within  48  hours  . . . 


(Ulcer  being  irrigated) 
Thoroughly  cleanse  and 
irrigate  the  wound  area  using 
only  sterile  water  or  sodium 
chloride  solution.  Be  sure  to 
cleanse  the  wound  of  any 
antiseptics  or  heavy-metal 
antibacterial  agents  which 
may  interfere  with  the 
enzyme  activity. 


Thoroughly  soak  the  wound 
area.  Where  practical,  tubbing 
or  showering  is  suitable.  Or 
wet  soaks  with  gauze  pads 
may  be  used.  Remember  to 
avoid  chemical  cleansing 
agents  which  may  interfere 
with  the  therapy. 


With  a sterile  cotton  swab  or 
finger  cot,  apply  a very  thin 
layer  of  TRAVASE  Ointment. 
The  ointment  spreads  easily 
and  only  a small  amount  is 
needed  (a  small  dab  of 
ointment  will  cover  an  area 
as  big  as  the  back  of  a hand). 

Be  sure,  though,  to  rub  the 
ointment  well  into  every  crack 
or  crevice  of  the  wound  and 
overlap  the  surrounding  skin 
one-fourth  to  one-half  inch 
beyond  the  area  to  be 
debrided — to  be  sure  of 
complete  coverage. 


Apply  loose,  wet  dressings, 
Ihoroughly  soaked  in  sodium 
;hloride  solution  or  sterile 
water  to  the  area  to  be 
febrided  only. 


Cover  the  moist  dressings 
with  an  occlusive  wrap 
(Saran  wrap,  Telfa  Pads,  or 
other  plastic  wrappings)  to 
keep  wound  site  moist.  Do  not 
extend  occlusive  wrap  over 
Vz  inch  beyond  area  to 
be  debrided. 


When  changing  dressing, 
gently  wipe  away  the 
dissolved  material.  Repeat  the 
complete  dressing  procedure, 
including  application  of 
TRAVASE  Ointment,  four 
times  daily. 


The  ulcer  shown  in  these  photos  is  simulated  on  a model  in  order  to  demonstrate 
he  correct  TRAVASE  application  technique. 


■n 

i 


To:  FLINT  LABORATORIES 

Division  of  Travenol  Laboratories,  Inc. 
200  Wilmot  Road 
Deerfield,  Illinois  60015 


Name . 
Title 


Institution . 
Street 


City. 


State 


-Zip, 


i Please  send: 

I Additional  Information  on  TRAVASE®  Ointment  (brand  of  Sutilains) 

In-service  training  program 

Comment 


DESCRIPTION:  TRAVASE®  (brand  of  sutilains)  Ointment  is  a sterile 
preparation  of  proteolytic  enzymes,  elaborated  by  Bacillus  subtilis,  in  a 
hydrophobic  ointment  base  consisting  of  95%  white  petrolatum  and  5%  i 
polyethylene.  One  gram  of  ointment  contains  approximately  82,000  case  i 
units*  of  proteolytic  activity. 

ACTION:  TRAVASE  Ointment  selectively  digests  necrotic  soft  tissues  by 
proteolytic  action.  It  dissolves  and  facilitates  the  removal  of  necrotic 
tissues  and  purulent  exudates  that  otherwise  impair  formation  of 
granulation  tissue  and  delay  wound  healing  (4). 

At  body  temperatures  these  proteolytic  enzymes  have  optimal  activity  in 
the  pH  range  from  6.0  to  6.8. 

INDICATIONS:  For  wound  debridement  (1,2) — TRAVASE  Ointment  is 
indicated  as  an  adjunct  to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following  lesions: 

Second  and  third  degree  burns, 

Decubitus  ulcers. 

Incisional,  traumatic,  and  pyogenic  wounds. 

Ulcers  secondary  to  peripheral  vascular  disease. 


CONTRAINDICATIONS:  Application  of  TRAVASE  (brand  of  sutilains) 
Ointment  is  contraindicated  in  the  following  conditions: 

Wounds  communicating  with  major  body  cavities, 

Wounds  containing  exposed  major  nerves  or  nervous  tissue. 
Fungating  neoplastic  ulcers. 

Wounds  in  women  of  child-bearing  potential— because  of  lack  of 
laboratory  evidence  of  effects  of  TRAVASE  upon  the  developing  feti 

WARNING;  Do  not  permit  TRAVASE  Ointment  to  come  into  contact  with 
the  eyes.  In  treatment  of  burns  or  lesions  about  the  head  or  neck,  shoul 
the  ointment  inadvertently  come  into  contact  with  the  eyes,  the  eyes  she 
be  immediately  rinsed  with  copious  amounts  of  water,  preferably  sterilej 

PRECAUTIONS;  A moist  environment  is  essential  to  optimal  activity  of  tl 
enzyme.  Enzyme  activity  may  also  be  impaired  by  certain  agents.  In  viln 
several  detergents  and  antiseptics  (benzalkonium  chloride, 
hexachlorophene,  iodine,  and  nitrofurazone)  may  render  the  substrate 
indifferent  to  the  action  of  the  enzyme  (3).  Compounds  such  as  thimeros 
containing  metallic  ions  interfere  directly  with  enzyme  activity  to  a 
slight  degree,  whereas  neomycin,  sulfamylon-streptomycin,  and  penicilli 
do  not  affect  enzyme  activity.  In  cases  where  adjunctive  topical  therapy 
has  been  used  and  no  dissolution  of  slough  occurs  after  treatment  with  i 
TRAVASE  Ointment  for  24  to  48  hours,  further  application,  because  of  i 
interference  by  the  adjunctive  agents,  is  unlikely  to  be  rewarding. 

In  cases  where  there  is  existent  or  threatening  invasive  infection, 
appropriate  systemic  antibiotic  therapy  should  be  instituted  concurrently 

Although  there  have  been  no  reports  of  systemic  allergic  reaction  in 
humans,  studies  have  shown  that  there  may  be  an  antibody  response  in 
humans  to  absorbed  enzyme  material. 

ADVERSE  REACTIONS:  Adverse  reactions  consist  of  mild,  transient  pair 
paresthesias,  bleeding  and  transient  dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  analgesics.  Side  effects  severe 
enough  to  warrant  discontinuation  of  therapy  occasionally  have  occurrei 

If  bleeding  or  dermatitis  occurs  as  a result  of  the  application  of  TRAVAt 
(brand  of  sutilains)  Ointment,  therapy  should  be  discontinued.  No  syster 
toxicity  has  been  observed  as  a result  of  the  topical  application  of 
TRAVASE  Ointment. 

Dosage  and  Administration 

STRICT  ADHERENCE  TO  THE  FOLLOWING  IS  REQUIRED  FOR  EFFECT 
RESULTS  OF  TREATMENT 

1.  Thoroughly  Cleanse  and  Irrigate  Wound  Area  with  sodium  chlor 
or  water  solutions.  Wound  MUST  be  cleansed  of  antiseptics  or 
heavy-metal  antibacterials  which  may  denature  enzyme  or  alter 
substrate  characteristics  (e.g.,  Hexachlorophene,  Silver  Nitrate, 
Benzalkonium  Chloride,  Nitrofurazone,  etc.). 

2.  Thoroughly  moisten  wound  area  either  through  tubbing,  shower 
or  wet  soaks  (e.g.,  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  iayer  assuring  intimate  cent 
with  necrotic  tissue  and  compiete  wound  coverage  extending  tc 
Va  to  Vz  inch  beyond  the  area  to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per  day  for  best  resuits. 

How  Supplied 

3P3002  TRAVASE  Ointment  is  suppiied  steriie  in  one-half  ounce  tubes 
(14.2  g.)  containing  82,000  casein  units  of  sutilains  per  gram  c 
hydrophobic  ointment  base. 

The  ointment  must  be  stored  under  refrigeration  at  2°  to  10°  C 
(35°  to  50°  F). 
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3.  Howes,  E.  L.  The  healing  of  the  burn  may  be  hindered  by  its  first  aid 
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•A  casein  unit  is  the  amount  of  enzyme  required  to  produce  the  same 
optical  density  at  275  m/i  as  that  of  a solution  of  1.5  meg.  tyrosine/ml. 
after  the  enzyme  has  been  incubated  with  35  mg.  of  casein  at  37°  C.  fc 
one  minute. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053  
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The  1973  edition  of  the  Directory  has  now  been  mailed  to  all  Active  members 
of  our  six  participating  state  societies,  and  several  incorrect  listings  have  been 
called  to  our  attention. 

The  purpose  of  the  Directory  is  not  served  unless  we  have  your  correct  office 
address,  phone  number,  city  or  town  (with  zip  code),  your  specialty,  and  type  of 
practice.  With  over  6,000  listings,  it  is  impossible  for  us  to  accurately  compile  this 
information  unless  you  keep  us  informed. 

We  request  that  all  revisions  of  your  Directory  listing  (office  address)  be  sent 
specifically  to  the  Rocky  Mountain  Medical  Journal  office.  Since  many  physicians 
prefer  that  their  Journal  be  sent  elsewhere  than  their  office,  changes  are  not  made 
for  Directory  listings  from  post  office  notices  or  returns,  unless  such  notice  reflects 
a move  to  another  city  or  state. 

As  space  permits  during  the  year,  we  will  publish  corrected  (not  new)  listings 
as  they  come  to  us.  The  first  of  these  appear  below: 

COLORADO 

Colorado  Springs 

Ciccone,  William  J;  3241  W Carefree  Cir;  597-6816;  ORS*  (PP)  17  — (page  9) 
Gigliotti,  Lawrence  G;  1317  N Academy  Blvd;  596-4116;  ORS*  (PP)  09  — (page  9) 

Denver 

Parks,  Barbara  J;  1666  S University  Blvd;  744-7078;  GS*  (PP)  10  — (page  21) 
Weiss,  Peter;  1930  S Federal  Blvd;  934-5659;  IM  (PP)  19  — (page  27) 

Kern,  M.  Richard;  1245  E.  Colfax  Ave;  534-5289;  ORS*  (PP)  18  — (page  19) 

Durango 

Koplowitz,  Joseph  E;  203  Penney  Bldg;  Box  380;  247-0801;  OPH*  (PP)  — (Listing 
on  page  38  should  be  on  page  27) 

Steamboat  Springs 

Lewis,  Ronald  G;  PO  Box  550;  879-2779;  ORS*  (PP)  (Page  36) 

NEVADA 

Las  Vegas 

Fortier,  Quincy  E;  PO  Box  2508;  Huntridge  Sta;  385-1695;  GYN*  (PP)  04  — 
(page  49) 

Mindlin,  Ivan;  120  E.  Flamingo  Rd;  734-8158;  ORS*  (PP)  01  — (page  49) 

NEW  MEXICO 

Albuquerque 

Bettman,  Jerome  W Jr;  303  Mulberry,  NE;  247-0211;  OPH  (PP)  06  ~ (page  52) 

Santa  Fe 

Swedenborg,  Samuel  W;  34414  E Garcia;  983-2311;  P*  (PP)  01  — (page  60) 

UTAH 

Salt  Lake  City 

Larsen,  Gary  F;  2180  E 4500  South;  278-2857;  ORS*  (PP)  17  — (Listing  on  page  63 
should  be  on  page  68) 

WYOMING 

Sheridan 

Omohundro,  J M III;  108  S Thurmond;  674-8384;  OPH*  (PP)  — (page  75) 
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Twofo 


24  in 


of  Cordran’ 

Fiurandrenolido 


Additional  Information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


300080 


TT HE  COMMON  DENOMINATOR  of  the  rapid  and 
revolutionary  changes  in  the  active  practice 
of  Medicine  in  America  is  accountability. 

The  physician  has  always  accepted  and,  in 
fact,  promoted  accountability  in  patient  care. 

It  has  always  been  part 
Accountability  — and  parcel  of  medical 

A Bitter  practice.  The  rub  is 

Pill  that  today  accountabil- 

ity is  demanded  by 
others  than  the  patient  or  the  profession.  Ac- 
countability to  government,  to  other  third 
parties,  and  to  the  public  in  general,  is  a bit- 
ter pill  for  many  doctors,  especially  those  of 
the  older  generations.  But,  accountability  to 
the  public  is  here  to  stay. 

Accountability  to  society  is  a way  of  life 
in  our  modem  and  complex  civilization.  It 
is  the  cost  of  the  increase  of  our  population. 
Individual  freedom  decreases  with  increase 
in  the  number  of  individuals  — in  the  com- 
munity, in  the  nation,  or  in  the  world.  With 
increasing  dependence  upon  each  other,  there 
is  decreasing  freedom  of  action  of  each.  Most 
physicians  accept  this  fact,  but  many  of  us 
do  not  recognize  its  application  to  our  work. 
Many  physicians  can  accept  with  equanimity 
numerous  complexities  of  population  growth, 
but  they  are  bitterly  intolerant  of  similar 
complexities  in  their  professional  life. 

Third  party  payment  has  become  the  pri- 
mary method  of  payment  for  medical  care. 
The  carrier,  whether  it  be  government  or  pri- 
vate insurance  company,  has  a fiscal  respon- 
sibility it  cannot  avoid.  The  third  party  is  ac- 
countable and  in  turn  must  demand  that  the 
purveyor  of  care,  doctor  or  hospital,  be  ac- 
countable. The  third  party  demands  account- 
ability by  the  hospital  which  in  turn  must 
have  accountability  from  the  doctor.  The 
third  party  must  demand  direct  accountabil- 
ity from  the  physician  in  his  office. 


The  doctor-patient  relationship  is  the  bul- 
wark of  medical  care  in  America  — the  best 
in  the  world.  Preservation  of  this  relationship 
is  possible  only  if  there  be  professional  con- 
trol of  accountability.  Many  dedicated  physi- 
cians are  involved  in  movements  which  aim 
to  keep  the  profession  in  control.  Peer  review, 
in  the  hospital,  in  Blue  Shield,  and  in  the 
Foundation,  has  this  goal.  Most  of  these  ef- 
forts by  physicians  are  voluntary.  The  effort 
and  sacrifice  of  some  are  gigantic.  Yet,  often 
these  doctors  are  criticized  and  even  accused 
of  capitulation.  Such  criticism  and  accusation 
is  grossly  unfair.  In  fact,  it  is  stupid! 

Certainly,  the  physician  must  know  that 
a pill  may  be  bitter  but  also  may  be  neces- 
sary. 

T 

A HE  Congress  of  the  United  States  re- 
cently passed  public  law  92-603,  amendments 
to  the  Social  Security  law,  or  HRl  as  it  is 
commonly  known.  This  new  law  sets  forth 
criteria  for  the  development  of  peer 

review  organizations 
An  Opportunity  (PSRO’s)  throughout 

for  our  country  prior  to 

Freedom  January  1,  1976.  This 

law  initially  and 
clearly  gives  the  responsibility  for  the  PSRO 
development  and  control  to  the  medical  pro- 
fession. 

In  a recent  meeting  of  the  American  As- 
sociation of  Foundations  for  Medical  Care, 
Senator  Peter  Dominick  of  Colorado  dis- 
cussed “Peer  Review:  An  Opportunity  for 
Freedom”.  Over  the  past  decade  of  increas- 
ing government  intervention  we  have  been 
searching  for,  and  working  for,  a way  to 
keep  control  of  the  practice  of  medicine.  The 
opportunity  is  now  here.  However,  should 
the  medical  profession  not  be  up  to  the  task. 
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there  is  provision  in  the  new  law  for  other 
organizations  to  establish  and  control  the 
PSRO’s. 

The  recently  appointed  PSRO  Director, 
Dr.  William  Bauer,  comes  from  Greeley, 
Colorado.  He  is  a strong  advocate  of  private 
practice.  He  is  soliciting  input  of  the  medical 
society  and  of  the  private  practitioner  in  the 
development  of  PSRO’s.  As  Senator  Dom- 
inick said,  here  is  the  opportunity  to  con- 
tinue the  private  practice  of  medicine  as  we 
know  and  believe  it  should  be  practiced.  He 
suggests  that  we  continue  our  responsibility 
to  the  patient  by  addressing  ourselves  to  the 
problems  at  hand  as  well  as  to  the  problems 
of  the  future. 


In  this  period  of  rapid  change,  it  would 
appear  that  we  should  organize  ourselves  to 
be  in  position  to  best  respond  to  the  demands 
being  placed  upon  us  by  the  public.  The  Colo- 
rado Foundation  for  Medical  Care  affords  us 
such  a structure.  The  Foundation  goals  have 
been  established  to  respond  not  only  to  the 
development  and  operation  of  PSRO’s,  but 
to  function  in  the  many  other  areas  that  are 
desired  by  our  communities  and  physicians. 
PSRO  is  a chance  for  physicians  to  keep  con- 
trol of  the  practice  of  medicine.  There  may 
not  be  another  such  opportunity. 

John  Wood,  MD 


For  an  organization  supposedly 
opposed  to  change,  the  AMA  has 
made  a lot  of  changes. 


One  of  the  most  significant  was  the  ad- 
dition of  an  important  new  voice  in  the 
AMA  — that  of  interns  and  residents. 
For  the  first  time,  these  young  physi- 
cians have  not  only  a voice  but  also  a 
vote  in  helping  shape  AMA  policies. 

Recently,  the  AMA  House  provided  the 
same  opportimities  for  membership  and 
participation  to  medical  students. 

That’s  not  all.  In  another  important 
change,  the  AMA’s  council-committee 
structure  has  been  streamlined.  Some 
councils  and  committees  have  been 
dropped.  Others  have  been  made  more 
efficient  by  reducing  their  size  to  seven 
members  for  councils  and  five  for  com- 
mittees. And  to  permit  more  frequent 


infusion  of  new  members  and  ideas, 
maximum  tenure  of  service  has  been 
reduced  to  seven  and  five  years,  respec- 
tively. 

The  AMA  has  made  a lot  of  changes. 
Changes  to  make  it  more  responsive  to 
the  ideas  of  all  physicians  . . . changes 
to  make  it  more  effectively  serve  the 
needs  of  the  profession. 

Change  will  continue.  But  it  will  be  de- 
cided only  by  those  of  you  interested 
and  dedicated  enough  to  be  a force  in 
that  change. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 

535  N.  Dearborn  St./Chicago,  111.  60610 
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Systemic  cat  scratch  disease 

With  hepatosplenomegaly,  multiple 
lymphadenopathy  and  hepatic  dysfunction 


Bernard  C.  Korbitz,  MD,  Denver 


The  entity  known  as  Cat  Scratch  Disease 
was  initially  reported  in  the  American  lit- 
erature in  1951,  when  a case  report  was  pub- 
lished by  Greer  and  Keefer.^  However,  it  is 
generally  accepted  that  Foshay  was  actually 
the  first  to  describe  the  disease  which  he  re- 
ferred to  as  Cat  Scratch  Fever  in  1932  while 
he  was  studying  tularemia.  Since  that  time, 
pediatricians  especially,  have  become  keenly 
aware  of  the  prevalence  of  this  disease.  Gen- 
erally, Cat  Scratch  Disease  is  a relatively  be- 
nign self-limited  process  for  which  no  spe- 
cific therapy  is  indicated.  However,  we 
encountered  a patient  who  presented  not 
only  with  multiple  lymph  node  involvement, 
but  also  hepatosplenomegaly  and  evidence  of 
abnormal  liver  function.  We  believe  that  this 
case  warrants  reporting,  since  the  patient  was 
initially  referred  to  a cancer  treatment  cen- 
ter by  his  physician,  with  a clinical  and 
pathologic  diagnosis  of  “Hodgkin’s  Disease.” 
Also  it  is  the  first  case  to  our  knowledge  in 
which  visceral  involvement,  including  he- 
patic, has  been  reported  in  a proven  case  of 
this  disease. 

CASE  REPORT 

A 14-year-old  white  male  was  admitted  for 
evaluation  and  probable  treatment  for  suspected 
Hodgkin’s  Disease.  The  patient  had  noted  a pain- 
ful right  epitrochlear  lymph  node  in  mid  Decem- 
ber of  1969.  After  approximately  two  weeks  he 
consulted  his  family  physician.  At  that  time  he  de- 
nied any  fever,  or  malaise  and  had  no  other  con- 
stitutional symptoms.  An  epitrochlear  lymph  node 
biopsy  had  been  performed  on  December  31,  1969, 
and  a diagnosis  of  possible  Hodgkin’s  Disease  was 
made.  The  patient  was  referred  for  further  eval- 
uation. 


At  the  time  of  admission,  he  presented,  as  a 
well  developed,  well  nourished  boy,  who  did  not 
appear  to  be  acutely  ill.  Examination  of  the  eyes, 
ears,  nose,  and  throat  were  essentially  negative. 
There  were  discrete,  enlarged,  but  non-tender 
nodes  in  the  right  posterior  cervical  triangle,  along 
the  posterior  border  of  the  sterno-cleidomastoid 
muscle.  Tender  palpable  nodes  were  present  in 
both  axillae,  being  approximately  3 to  4 cm  in 
diameter  in  the  right  axilla.  There  was  a recent 
surgical  healing  incision  in  the  right  epitrochlear 
area,  which  was  still  somewhat  erythematous  and 
tender  and  there  was  mild  lymphedema  of  the 
right  arm.  Bilateral,  discrete,  non-tender,  en- 
larged inguinal  lymph  nodes  were  present.  The 
lungs  were  clear  to  auscultation  and  percussion, 
and  auscultation  of  the  heart  was  normal.  Pal- 
pation of  the  abdomen  showed  a definitely  en- 
larged liver,  with  a discrete  non-tender  liver  edge 
palpable  approximately  1 cm  below  the  right  cos- 
tal margin.  The  spleen  descended  2 cm  below  the 
left  costal  margin  and  was  slightly  tender. 

Laboratory  workup  showed  the  following 
data:  Hematocrit  37.3%  with  hemoglobin  12.8 
gm%.  Erythrocyte  count  was  4.7  million/mm^. 
Platelets  were  normal  on  smear.  White  blood 
count  was  8,900/mm3  with  45%  segmented  neu- 
trophils, 11%  bands,  12%  eosinophils,  2%  basophils, 
25%  lymphocytes  and  5%  monocytes.  Fasting  glu- 
cose was  101  mg%;  BUN  11  mg%;  uric  acid,  3.5 
mg%;  cholesterol,  191  mg%;  calcium,  10.1  mg%; 
phosphate,  4.9  mg%;  and  total  bilirubin,  0.2  mg%. 
The  SCOT  varied  from  26  to  43  Karmen  units. 
SGPT  was  34  Karmen  units,  LDH  was  113  Wacker 
units,  alkaline  phosphatase  was  27  King-Arm- 
strong  units.  Total  serum  proteins  were  7.7  gm% 
with  an  albumin  of  3.5  gm%,  alpha-1  globulins 
0.38  gm%,  alpha-2  globulins  1.11  gm%.  The 
alpha-2,  Beta,  and  gamma  globulins  were  all  ele- 
vated, the  alpha-2  globulins  being  most  elevated 
and  comprising  14.4%  of  the  total  serum  proteins 
(the  normal  range  being  3.5  to  9.5%).  The  AG 
ratio  was  0.84.  During  the  course  of  the  initial 
workup,  the  patient  had  a histoplasmin  skin  test 
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Fig.  1.  Section  of  right  axillary  lymph  node  show- 
ing cavitary  necrotic  process  with  marked  pleo- 
morphism  (hematoxylin  and  eosin  x 250). 


Fig.  2.  Different  section  of  right  axillary  lymph 
node  showing  disruption  of  normal  nodal  architec- 
ture, pleomorphism  and  a giant  cell  in  upper  right 
center  (hematoxylin  and  eosin  x 100). 


and  intermediate  PPD  applied  which  were  both 
negative  x3,  as  were  heterophile  antibody  titers. 
Also  toxoplasmosis  Sabin  dye  test  titer  was  less 
than  1:6. 

Microscopic  examination  of  the  epitrochlear 
lymph  node  revealed  a necrotizing  granulomatous 
process  which  did  not  appear  to  be  typical  of 
Hodgkin’s  Disease,  but  rather  was  thought  to  rep- 
resent an  acute  necrotizing  process.  It  was  decided 
that  a right  axillary  lymph  node  should  be  ob- 
tained for  a better  diagnostic  evaluation.  This  was 
subsequently  done,  and  the  pathologic  impression 
of  the  removed  axillary  node  was  necrotizing 
granulomatous  adenitis,  the  most  likely  diagnoses 
being  Cat  Scratch  Disease,  tularemia,  brucellosis, 
lymphogranuloma  venereum,  Hodgkin’s  Disease  or 
possibly  atypical  tuberculous  infection.  Cultures  of 
the  lymph  node  were  negative  for  routine  bac- 
terial cultures  and  also  negative  on  both  stain 
and  cultures  for  acid  fast  bacteria  and  fungi.  Fig.  1 
is  a microscopic  view  of  one  section  of  the  lymph 
node  demonstrating  a cavitary  area  with  numerous 
polymorphonuclear  leucocytes  and  marked  pleo- 
morphism. Fig.  2 represents  another  area  of  the 


lymph  node,  and  in  it  is  a prominent  giant  cell. 
Cat  scratch  skin  test  antigen  (obtained  from  Dr. 
S.  S.  Kalter  of  the  Southwest  Foundation  for  Re- 
search in  Education,  Division  of  Microbiology,  In- 
fectious Diseases  in  San  Antonio,  Texas),  0.1  ml, 
was  injected  intradermally  into  the  volar  surface 
of  the  patient’s  forearm.  At  24  hours  he  had  30  by 
60  ml  of  erythema  and  5 by  5 ml  of  induration 
(Fig.  3);  48  hours  after  injection  the  erythema 
began  fading  and  the  center  of  the  indurated  area 
showed  definite  formation  of  a pustule.  At  72  hours 
after  inoculation  there  was  approximately  6 by  6 
ml  of  induration  with  a definitely  necrotizing  pus- 
tular center  (Fig.  4). 

In  light  of  the  negative  workup  for  malignancy 
or  other  infectious  disease  and  the  definitely  posi- 
tive skin  test  to  Cat  Scratch  antigen,  a diagnosis 
of  Cat  Scratch  Disease  was  made.  On  questioning 
the  patient  and  his  family,  it  was  discovered  that 
approximately  three  months  prior  to  the  develop- 
ment of  his  disease,  the  family  had  purchased  a 
kitten.  The  cat  had  been  present  in  the  house  dur- 
ing this  entire  length  of  time;  however,  the  patient 
denied  being  scratched  by  the  cat.  It  is  also  sig- 
nificant that  on  initial  examination  of  the  patient, 


Fig.  3.  Appearance  of  skin  site  24  hours  after  in- 
oculation. Note  30  X 60  ml  area  of  erythema  and 
early  pustule  formation  at  inoculation  site. 


Fig.  4.  Appearance  of  skin  test  site  72  hours  after 
inoculation.  Note  definite  pustule  surrounded  by 
6x6  ml  area  of  erythema  and  induration. 
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when  he  was  first  seen,  no  primary  site  of  scratch 
or  inoculation  could  be  found. 

The  patient  was  placed  on  tetracyline  250  mg 
q.i.d.  for  ten  days.  He  was  discharged  from  the 
hospital  and  followed  on  an  outpatient  basis.  Dur- 
ing the  ensuing  five-month  period  of  time,  his 
weight  increased  from  88  pounds  to  96  pounds.  His 
hematocrit  rose  to  40%  and  eosinophils  dropped  to 
2%.  During  this  period  of  time,  the  patient’s  ap- 
petite which  had  been  slightly  decreased,  im- 
proved. He  resumed  normal  activity,  including 
playing  basketball  and  baseball.  On  physical  exam- 
ination in  March  of  1970,  approximately  three 
months  after  his  initial  referral,  the  spleen,  liver, 
and  enlarged  lymph  nodes  were  no  longer  palpa- 
ble, however,  he  continued  to  have  an  elevated  al- 
kaline phosphatase.  In  June  of  1970  his  weight  had 
increased  to  96  pounds  and  he  was  feeling  fine. 
However,  because  of  the  consistently  elevated 
serum  alkaline  phosphatase  it  was  elected  to  per- 
form an  open  liver  biopsy  to  rule  out  active  granu- 
lomata  involving  the  liver.  The  liver  wedge  sec- 
tion which  was  obtained,  was  essentially  normal, 
except  for  scattered  foci  of  what  appeared  to  be 
healing  areas  of  scattered  pleomorphic  infiltrates 
with  some  degree  of  hyaUnization  in  these  areas. 
No  distinct  granulomata  were  seen  and  no  evidence 
of  necrosis  was -noted. 

The  patient  has  been  subsequently  followed  for 
two  years,  during  which  time  his  serum  alkaline 
phosphatase  has  gradually  decreased.  His  weight 
has  increased,  appetite  has  increased,  and  physical 
activity  has  also  returned  to  normal  and  he  has 
absolutely  no  splenomegaly,  hepatomegaly  or 
lymphadenopathy.  Also  the  complete  blood  workup 
is  entirely  within  normal  limits,  with  the  excep- 
tion of  persistently  slightly  elevated  serum  alka- 
line phosphatase. 

In  a review  of  the  English  literature  of  Cat 
Scratch  Disease,  this  author  was  able  to 
document  only  four  patients  with  spleno- 
megaly in  540  cases.  All  four  of  these  patients 
were  children  under  the  age  of  15.^  Several 
authors  have  theorized  that  “atypical  Cat 
Scratch  Disease”  may  occasionally  involve 
the  mesenteric  lymph  nodes,  causing  abdom- 
inal pain,  and  several  authors,  notably  Mer- 
ten, have  alluded  to  the  possibility  that  some 
cases  of  acute  mesenteric  adenitis  in  children 
might  be  due  to  Cat  Scratch  Disease.^-^  Mer- 
ten has  also  mentioned  that  hepato-spleno- 
megaly  has  been  reported  in  some  children 
with  non-specific  illnesses,  conceivably  con- 
sistent with  Cat  Scratch  Disease.  However, 
apparently  none  of  these  cases  were  authen- 
ticated with  positive  tests  or  lymph  node  bi- 
opsies diagnostic  of  Cat  Scratch  Disease."* 
Rickies  and  Bernier  report  that  laparotomies 


for  suspected  appendicitis  have  occasionally 
showed  enlarged  mesenteric  nodes  with  a 
histologic  pattern  consistent  with  Cat  Scratch 
Disease,  and  several  of  the  patients  had  posi- 
tive skin  tests  to  Cat  Scratch  antigen.® 

Several  interesting  observations  can  be 
made  from  a review  of  this  large  series  of 
cases  of  Cat  Scratch  Disease.  The  initial 
symptoms  frequently  include  fever,  malaise, 
almost  inevitably  painful  lymph  nodes,  which 
in  over  50  per  cent  of  cases  involve  only  one 
lymph  node.®  There  may  be  phlebitis  in  the 
area.  Paronychia  has  been  reported,  also 
erythema  nodosum,  and  in  the  atypical  cases, 
such  unusual  symptoms  as  abdominal  pain, 
encephalitis  or  Parinaud’s  syndrome  (oculo- 
glandular  syndrome).*’®  In  more  than  three- 
fourths  of  the  patients  it  is  found  that  the  ill- 
ness tends  to  be  of  mild  degree.  In  most  of 
the  reported  cases  the  primary  lesion  has 
been  found  in  at  least  half  of  the  cases.  Gen- 
erally from  three  to  30  days  following  con- 
tact with  a cat’s  bite  or  scratch,  a red  lesion 
appears  at  the  inoculation  site.  Later  it  may 
become  encrusted,  however,  generally  there 
is  no  associated  lymphangitis.  The  primary 
lesion  generally  lasts  only  7 to  14  days,  but  at 
times  they  have  been  observed  to  last  as  long 
as  1 to  3 months.  Generally  the  primary  in- 
oculation site  has  the  appearance  of  a heal- 
ing insect  bite.  Approximately  10  to  14  days 
after  the  appearance  of  the  primary  inocula- 
tion site,  lymphadenopathy  is  noted,  often 
only  one  node."*’®  In  a series  by  Carithers,  Ca- 
rithers  and  Edwards,  in  two-thirds  of  cases 
only  one  node  was  enlarged,  the  axillary 
nodes  being  most  common,  followed  in  order 
by  cervical,  preauricular,  submandibular, 
epitrochlear,  femoral,  inguinal,  and  sub- 
clavicular.®  Spaulding  and  Hennessy  de- 
scribed 83  cases  and  in  their  series  when  only 
one  lymph  node  was  involved,  the  axillary 
nodes  were  the  most  common.  When  more 
than  one  lymph  node  area  was  involved,  the 
most  common  association  was  that  of  axillary 
and  epitrochlear  lymph  nodes.® 

The  consensus  of  the  authors  whose  series 
have  been  reviewed  is  that  in  the  vast  major- 
ity of  cases,  in  some  series  as  high  as  86  per 
cent.  Cat  Scratch  Disease  followed  a so-called 
typical  benign  course  in  which  after  a known 
contact  with  a cat,  especially  after  a scratch. 
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the  patient  developed  a primary  inoculation 
pustule  or  site  from  three  to  as  long  as  30 
days  after  the  scratch.  This  was  followed 
usually  in  two  weeks  by  the  painful  single 
lymph  node  in  the  majority  of  cases,  although 
in  other  cases,  multiple  lymph  nodes  were 
involved.  In  the  other  14  per  cent  of  cases, 
the  so-called  atypical  forms,  Parinaud’s  syn- 
drome was  probably  the  most  common  atyp- 
ical form  or  complication  of  the  disease.  How- 
ever, other  complications  reported  include, 
atypical  pneumonia,  thrombocytopenic  pur- 
pura, recurrent  suppurative  adenopathy, 
erythema  nodosum  and  exanthemata.  In  ap- 
proximately 35  per  cent  of  all  patients,  ex- 
cept for  the  painful  lymph  node,  there  have 
been  no  other  symptoms.  Generally,  within  a 
period  of  two  months  the  disease  has  run  its 
course  and  the  patient  is  asymptomatic.  In 
many  cases,  the  symptoms  have  completely 
resolved  in  a far  shorter  length  of  time.*  ® 

There  has  been  disagreement  by  some  as 
to  what  constitutes  a positive  skin  test  to  the 
antigen,  which  is  prepared  from  purulent 
exudate  from  a suppurative  node  from  a pa- 
tient who  has  the  disease.  According  to  Kal- 
ter,  a jxjsitive  test  is  any  degree  of  erythema, 
at  24  hours  after  inoculation,  whether  there 
is  any  induration  or  not.®  Among  the  labora- 
tory studies  which  have  been  noted  to  be  oc- 
casionally abnormal  in  this  disease,  are  an 
increased  sedimentation  rate  in  the  vast  ma- 
jority of  patients,  and  also  a relative  increase 
in  the  number  of  eosinophils  in  the  differen- 
tial smear.  Occasionally  the  white  blood 
count  is  elevated  but  seldom  greater  than  15- 
to  16,000.  Chest  x-rays  occasionally  have  re- 
vealed mediastinal  adenopathy. 

In  reviewing  the  literature  one  other  in- 
teresting observation  is  the  predilection  of 
this  disease  in  most  of  the  United  States  to 
occur  predominantly  during  the  late  fall  and 
early  winter  months,  primarily  October,  No- 
vember, December,  and  January.^  In  the 
series  by  Carithers,  Carithers  and  Edwards, 
75  per  cent  of  their  cases,  however,  occurred 
during  the  late  summer  and  early  fall 
months,  but  this  series  of  152  patients  were 
reported  from  Florida,  and  possibly  the  warm 
climate  had  some  modifying  effect.® 


We  believe  that  our  patient  certainly  ful- 
filled the  criteria  outlined  by  Margileth,  Kal- 
ter  and  others  for  establishing  a diagnosis  of 
Cat  Scratch  Disease.*'-®  An  extensive  workup 
failed  to  show  any  other  etiologic  agent  or 
malignancy;  his  disease  ran  a somewhat  self- 
limited course;  a biopsy  of  two  of  the  in- 
volved nodes  showed  necrotizing  granuloma- 
tous adenitis  with  giant  cells  present;  culture 
of  these  involved  nodes  were  negative  for 
routine  bacteria,  fungi  and  mycobacteri;  and 
the  patient  presented  a strongly  positive  skin 
test  reaction  to  the  specific  Cat  Scratch  Dis- 
ease antigen.  We  believe  the  significance  of 
this  case  report  lies  in  the  fact  that  the  pa- 
tient was  referred  by  a physician  after  a pri- 
mary diagnostic  workup  with  a presumptive 
diagnosis  of  Hodgkin’s  Disease,  and  because 
he  had  hepatosplenomegaly  and  elevated  al- 
kaline phosphatase,  with  a reversed  AG  ratio, 
it  is  likely  that  he  could  have  been  mistak- 
enly considered  a Stage  IV  Hodgkin’s  Disease 
and  subjected  to  cytotoxic  chemotherapy. 

Among  the  diseases  which  must  be  consid- 
ered in  cases  such  as  this,  where  a necrotiz- 
ing granulomatous  process  involves  lymph 
nodes,  are  tuberculosis,  tularemia,  brucello- 
sis, Hodgkin’s  Disease  and  lymphogranuloma 
venerum.  In  general,  toxoplasmosis  presents 
with  a distinctly  different  histologic  pattern, 
although  it  at  times  may  be  confusing.  Other 
possibilities  could  include  recent  vaccina- 
tions, with  regional  lymph  node  reactions  to 
such  vaccination.  The  presence  of  multiple 
lymph  node  involvement  in  Cat  Scratch  Dis- 
ease is  not  common  and  the  presence  of 
splenomegaly  is  distinctly  a rare  occasion  oc- 
curring in  less  than  1 per  cent  of  the  cases, 
which  we  were  able  to  review  in  the  English 
literature.*®  Although  several  authors  have 
alluded  to  the  possibility  that  abdominal  pain, 
and  hepatosplenomegaly  in  patients  with  dis- 
eases which  have  not  been  confirmed  to  be 
Cat  Scratch  Disease  may  be  due  to  involve- 
ment by  the  disease,  this  has  been  pure  spec- 
ulation. It  is  our  feeling  that  this  is  the  first 
substantiated  case  in  which  visceral  involve- 
ment including  the  liver  and  spleen  as  well 
as  wide  spread  lymph  node  involvement  has 
been  reported  and  verified  as  being  due  to 
Cat  Scratch  Disease. 
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Summary 

A patient  is  reported  who  was  initially 
believed  to  have  p>ossible  Hodgkin’s  Disease 
because  of  the  development  of  a painful  right 
epitrochlear  lymph  node.  Subsequent  study 
showed  necrotizing  granulomatous  adenitis 
involving  the  involved  node  as  well  as  a sec- 
ond biopsied  right  axillary  lymph  node.  The 
patient  also  presented  with  painful  bilateral 
axillary  lymphadenopathy,  painless  cervical 
and  inguinal  lymphadenopathy,  slightly  pain- 


ful splenomegaly  and  hepatomegaly  and  a 
persistently  elevated  alkaline  phosphatase 
and  reversed  AG  ratio  with  significant  ele- 
vation of  the  alpha-2  globulin.  Subsequent 
workup  showed  that  the  patient  reacted 
strongly  to  specific  Cat  Scratch  skin  test  an- 
tigen and  all  studies  were  negative  for  other 
causes  for  his  disease.  It  is  felt  that  this  case 
report  represents  one  of  the  rare  cases  in 
which  Cat  Scratch  Disease  has  been  verified 
to  involve  not  only  multiple  peripheral  lymph 
nodes,  but  also  the  spleen  and  liver.  • 
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Epigastric  pain 

Clue  to  colon  CA 


Jerry  J.  Appelbaum,  MD,  Raymond  S.  Gutin,  MD, 
and  Stephen  Engel,  MD,  Denver 


Persistent  unexplained  upper 
gastrointestinal  complaints  should  be 
considered  as  a possible  symptom  of 
cancer  of  the  colon. 


The  occurrence  of  abdominal  pain  as  a symp- 
tom in  patients  with  carcinoma  of  the  colon 
is  well  established.^  In  a recent  series  Rosato^ 
showed  that  in  young  people  (under  the  age 
of  35  years)  abdominal  pain  was  second  only 
to  weight  loss  as  the  most  common  symptom. 
The  localization  of  this  pain  is  not  detailed, 
and  is  listed  as  episodic,  recurrent  and  often 


not  at  the  site  of  the  lesion.  The  usual  symp- 
toms referable  to  cancer  of  the  colon  are 
change  in  bowel  habits,  abdominal  pain, 
weight  loss  and  rectal  bleeding,  in  decreasing 
order  of  frequency.^  The  term  “pain”  is  used 
to  describe  everything  from  tenesmus  to 
frank  obstruction. 

A review  of  patients  with  colon  cancer  by 
Keddie  and  Hargreaves'*  highlights  the  im- 
portance of  abdominal  pain  as  a presenting 
symptom.  The  investigators  also  identified 
upper  gastrointestinal  pain  related  to  food  in- 
take as  a finding  in  patients  with  right-sided 
colon  lesions.  The  nature  of  the  pain  so  much 
resembled  peptic  disease  symptoms  that  sev- 
eral patients  were  treated  for  ulcers  before 
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the  actual  diagnosis  was  made.  Walrond®  con- 
firmed the  epigastric  location  of  pain  in  colon 
cancer  patients  with  proven  colon  carcinomas 
and  led  us  to  uncover  three  additional  cases. 
Since  it  is  possible  that  this  association  is 
more  common  than  suspected,  we  are  present- 
ing our  cases. 

CASE  REPORTS 

Case  1.  A 61 -year-old  woman  was  admitted  to 
the  hospital  with  abdominal  pain  of  eight  months 
duration.  The  pains  were  epigastric  in  location, 
very  minimal  at  the  onset,  and  gradually  increas- 
ing in  severity.  They  were  described  as  “hunger 
pains”  and  were  relieved  with  bland  foods.  Large 
meals,  spicy  foods,  and  coffee  seemed  to  intensify 
the  epigastric  discomfort.  With  the  gradual  in- 
crease in  the  severity  of  her  pain,  anorexia  ap- 
peared. One  month  prior  to  hospitalization,  her 
symptomatology  was  severe  enough  to  cause  her 
to  consult  a physician  and  antacids  were  added  to 
her  bland  diet.  She  denied  any  change  in  bowel 
habits.  Following  decreased  responsiveness  to  ant- 
acids and  with  an  almost  constant  midepigastric 
burning  t3T)e  of  pain,  she  was  hospitalized. 

Physical  examination  showed  a well-nourished 
woman  in  no  great  distress.  There  was  some 
epigastric  tenderness  to  deep  palpation.  The  liver 
and  spleen  were  not  enlarged.  Bowel  sounds  were 
normal.  Rectal  examination  showed  the  presence 
of  formed  stool  which  was  negative  for  occult 
blood.  Sigmoidoscope  examination  to  the  level  of 
20  cm  demonstrated  no  abnormalities.  The  remain- 
der of  the  physical  examination  was  within  normal 
limits. 

Laboratory  studies  showed  a normal  white 
coimt  and  differential.  Hemoglobin  was  14.7  gm.; 
blood  sugar,  BUN  were  within  normal  limits. 
Upper  GI  series  showed  no  evidence  of  duodenal 
ulcer.  X-rays  established  normal  gall  bladder  func- 
tion. A barium  enema  revealed  an  annular  lesion 
which  appeared  to  be  a carcinoma  at  the  mid-sig- 
moid level.  At  surgery,  this  was  confirmed. 

The  lesion  completely  involved  the  bowel  for 
a distance  of  approximately  two  inches  and  the 
tumor  extended  to  the  serosa  with  no  obvious  evi- 
dence of  metastatic  disease.  Anterior  resection  was 
performed  and  the  patient  had  an  uneventful  post- 
operative course. 

Pathologic  examination  of  the  resected  spec- 
imen disclosed  adenocarcinoma  with  metastatic 
tumor  in  two  of  seven  mesentery  lymph  nodes  ex- 
amined. Following  discharge  from  the  hospital,  the 
patient  had  an  uneventful  recovery.  She  reported 
no  evidence  of  the  epigastric  pain  experienced 
prior  to  surgery  and  was  able  to  eat  all  foods.  Over 
the  following  ten  years  her  condition  has  remained 
essentially  unchanged. 


Case  2.  A 36-year-old  man  was  admitted  be- 
cause of  chronic  post-prandial  vomiting  of  three 
months  duration,  abdominal  pain,  and  weight  loss. 
History  indicated  that  he  was  hospitalized  eight 
years  before  with  documented  peptic  ulcer  disease. 
He  had  been  placed  on  an  ulcer  diet  for  approx- 
imately six  months  with  symptomatic  improve- 
ment. Following  this  initial  successful  period  the 
patient  voluntarily  discarded  his  strict  diet  and  his 
symptoms  returned.  A year  before  admission  he 
began  to  lose  weight,  and  seven  months  later 
noted  the  onset  of  persistent  epigastric  pain.  The 
pain  was  of  varying  intensity,  but  could  always  be 
elicited  by  epigastric  pressure.  In  addition,  he 
began  to  vomit  one  or  two  hours  following  every 
meal.  Two  months  prior  to  admission,  he  was  un- 
able to  retain  any  digested  food  other  than  liquids. 
In  the  past  four  to  five  years,  his  bowel  habits  had 
been  quite  irregular  and  during  the  immediate 
past  six  months,  he  reported  four  to  five  loose 
bowel  movements  each  day.  He  denied  any  tarry 
or  grossly  bloody  stools. 

On  physical  examination  the  patient  was 
emaciated  and  had  general  ichthyosis.  There  were 
enlarged  lymph  nodes  in  the  axillary,  supraclavicle 
and  cervical  areas.  A smooth  non-tender  liver  was 
enlarged  three  cms.  beneath  the  costal  margin. 
Deep  palpation  caused  epigastric  pain.  The  spleen 
was  not  palpable.  Rectal  examination  was  normal. 

Laboratory  examination  at  admission  showed 
hemoglobin  of  7.3  gm.,  hematocrit  25,  and  normal 
WBC  and  differential,  as  well  as  a normal  serum 
bilirubin,  alkaline  phosphatase,  proteins,  uric  acid, 
prothrombin  time,  blood  glucose  and  electrolytes. 
Serum  iron  binding  capacity  was  410  micrograms 
per  100  ml,  and  serum  iron  was  45  micrograms 
per  100  ml.  Gastric  analysis  with  Histalog  revealed 
a maximum  stimulated  acid  of  24  mEq.  per  hour, 
and  the  volume  and  pH  were  within  normal  lim- 
its. Stool  examination  for  occult  blood  was  posi- 
tive. Upper  gastrointestinal  x-rays  disclosed  only 
prominent  folds  in  the  duodenal  bulb.  Chest  x-ray 
was  normal,  as  was  the  oral  cholecystogram. 
Barium  enema  examination  revealed  no  abnor- 
mality. On  sigmoidoscopy  posteriorly  at  eight  cm. 
a small  one  cm.,  smooth,  flat,  elevated  lesion  was 
noted  and  biopsied.  The  report  was  infiltrative 
adenocarcinoma.  Abdominal  perineal  resection  was 
performed.  Pathologic  examination  revealed  an  in- 
filtrating adenocarcinoma  of  the  rectum  invading 
through  the  submucosa  with  no  invasion  of  the 
muscularis  present.  No  metastatic  adenocarcinoma 
was  found  in  any  of  the  lymph  nodes  submitted. 

The  patient  had  a completely  uneventful  post- 
operative course.  A one  year  follow-up  found  him 
relieved  of  all  his  previous  abdominal  complaints. 

Case  3.  A 43-year-old  woman  was  admitted  for 
resection  of  a rectal  tumor.  In  excellent  health 
until  two  years  prior  to  admission,  she  underwent 
some  emotional  stress  and  began  to  have  what  she 
described  as  “heartburn”  in  the  retrosternal  and 
epigastric  areas.  She  consulted  her  physician,  and 


28 


Rocky  Mountain  Medical  Journal 


his  impression  was  functional  gastrointestinal  dis- 
ease. She  was  placed  on  tranqtdlizers  with  satis- 
factory results.  A year  later  the  distress  returned, 
and  she  was  again  relieved,  this  time  with  ant- 
acids. She  denied  emesis  or  change  in  bowel  habits. 
The  pain  was  epigastric  in  location  starting  one 
and  one-half  to  two  hours  after  meals.  Four 
months  later,  despite  her  rigid  adherence  to  the 
diet  and  antacid  therapy,  the  symptoms  returned. 
An  upper  gastrointestinal  x-ray  study  was  normal. 
A rigid  program  of  bland  diet,  antacids,  anticho- 
linergics and  sedatives  were  instituted  with  some 
improvement,  but  gradually  the  pain  returned. 
One  month  prior  to  this  hospitalization,  she  be- 
came constipated  and  shortly  afterwards  noted 
bright  red  rectal  bleeding  following  bowel  move- 
ments. On  sigmoidoscopic  examination  a biopsy 
proven  adenocarcinoma  was  noted  ten  cm.  from 
the  anal  verge.  She  was  admitted  to  the  hospital 
for  treatment. 

At  admission,  blood  pressure  was  110/70,  pulse 
was  80  and  regular,  and  examination  of  the  heart 
and  lungs  were  within  normal  limits.  The  abdom- 
inal examination  revealed  no  tenderness,  no  masses 
or  organ  enlargement.  Pelvic  and  rpctal  examina- 
tions were  within  normal  limits. 

Laboratory  examination  included  normal  white 
count,  hemoglobin,  hematocrit,  urinalysis,  and  liver 
function  tests.  X-ray  examination  of  the  upper 
gastrointestinal  tract  was  normal  with  no  evidence 
of  peptic  disease.  Chest  x-ray  was  normal.  Barium 
enema  showed  the  rectosigmoid  mass. 

At  surgery  a large  tumor  mass  was  found  10 
to  12  cm.  from  the  anal  verge.  Pathologic  examina- 
tion of  the  specimen  revealed  infiltrating  adeno- 
carcinoma with  extension  to  the  serosa.  There  was 
metastatic  involvement  of  lymph  nodes  at  levels 
one,  two  and  three. 

The  immediate  postoperative  course  was  un- 
eventful and  after  discharge  she  was  given  a course 
of  chemotherapy.  All  the  epigastric  pain  discom- 
fort that  she  had  experienced  prior  to  resection 
of  her  colon  was  relieved. 


Discussion 

The  three  patients  described  similar  symp- 
toms. All  initially  had  diagnosis  of  peptic  dis- 
ease and  were  treated  unsuccessfully.  All  sub- 
sequently proved  to  have  carcinoma  of  the 
colon.  The  symptoms  were  relieved  in  each 
case  following  resection  of  the  tumor. 

Since  early  discovery  and  treatment  is 
considered  vital  to  possible  cure,®’®'^°  any  in- 
formation which  can  lead  to  an  early  diag- 
nosis will  benefit  the  patient.  This  small  series 
indicates  that  epigastric  ulcer-like  pain  can 
be  an  important  clue  to  the  existence  of  car- 
cinoma of  the  colon. 

Less  than  five  per  cent  of  the  patients 
with  carcinoma  of  the  colon  are  asympto- 
matic^'®'^'®’’’-®  and  the  diagnosis  considered  for- 
tuitous. Our  findings,  with  those  of  Rosato, 
Keddie  and  Walrond  may  indicate  the  ulcer- 
type  pain  could  be  a clue  to  the  eventual  cor- 
rect diagnosis. 

While  all  three  of  our  cases  represented 
carcinoma  of  the  left  side  of  the  colon,  Ked- 
die'* felt  that  involvement  of  the  right  side  of 
the  colon  caused  referred  pain  in  the  epigas- 
trium. Our  cases  indicate  that  the  epigastric 
pain  can  be  caused  by  lesions  in  other  parts 
of  the  colon. 

No  estimate  can  be  made  of  the  number 
of  persons  with  upper  gastrointestinal  com- 
plaints who  subsequently  have  been  foimd  to 
have  carcinoma  of  the  colon,  however,  an 
awareness  of  a possible  association  may  lead 
to  earlier  correct  diagnosis.  • 
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Retroperitoneal  and  transmesosigmoid 
herniation  of  the  ileum 

Report  of  a case 


Internal  hernias  account  for  less  than  three 
per  cent  of  intestinal  obstructions, and  her- 
nias of  the  sigmoid  mesocolon  comprise  only 
five  per  cent  of  all  internal  hernias. We  re- 
cently encountered  an  extremely  rare  variety 
of  internal  herniation  producing  bowel  ob- 
struction. At  operation,  the  patient’s  entire 
ileum  was  found  herniated  retroperitoneally 
into  her  pelvis,  with  a single  loop  of  small 
bowel  doubled  back  and  knuckled  through  a 
small  defect  in  the  sigmoid  mesocolon. 

CASE  REPORT 

The  patient  was  a 49-year-old  Caucasian 
woman.  Nine  months  earlier,  she  had  undergone 
a total  abdominal  hysterectomy  for  a fibroid 
tumor  of  the  uterus.  She  had  been  well  until  the 
night  before  admission,  when  she  began  to  have 
episodes  of  cramping  lower  abdominal  pain,  wors- 
ened by  food  or  drink.  Her  last  bowel  movement 
was  48  hours  before  hospitalization.  She  had  vom- 
ited bilious  material  several  times  during  the  pre- 
ceding 24  hours. 

She  was  afebrile  on  admission.  Her  abdomen 
was  only  slightly  distended.  Bowel  sounds  were 
present  and  not  notably  hyperactive,  high  pitched, 
or  rushing.  The  entire  abdomen  was  mildly  tender 
on  deep  palpation,  with  the  greatest  discomfort 
over  the  lower  quadrants.  The  patient  was  most 
comfortable  with  her  legs  drawn  up,  thighs  flexed; 
most  uncomfortable  with  her  trunk  h3q)er- 
extended.  On  rectal  examination,  soft  stool  was 
present  and  guaiac  negative.  No  masses  were 
felt.  Pelvic  and  rectovaginal  findings  also  were 
normal. 

Admission  WBC  count  was  elevated  to  10,000, 
with  a shift  to  the  left.  All  other  laboratory  find- 
ings were  normal.  Flat-plate  and  upright  films  of 
the  abdomen  showed  several  small-bowel  air-fluid 
levels,  slight  distention  of  the  small  bowel,  and 

*Dr.  Steele  is  Resident  in  Surgery,  Dr.  Kenneth  C.  Sawyer, 
Sr.  is  Associate  Clinical  Professor  of  Surgery,  and  Dr. 
Robert  B.  Sawyer  is  Clinical  Instructor  in  Surgery.  Uni- 
versity of  Colorado  School  of  Medicine.  Requests  for  re- 
prints should  be  directed  to  Robert  B.  Sawyer,  MD,  1839 
High  Street,  Denver,  Colorado  80218. 


Glenn  Steele,  Jr.,  MD,  Robert  B.  Sawyer,  MD, 
and  Kenneth  C.  Sawyer,  MD,  Denver* 


gas  in  the  colon.  The  film  was  interpreted  as  show- 
ing early  obstruction  of  the  small  bowel,  probably 
mechanical  in  nature. 

Initial  diagnosis  was  obstruction  secondary  to 
adhesions  from  the  previous  surgery.  The  patient 
was  given  nothing  by  mouth,  a nasogastric  tube 
was  placed,  and  infusion  of  parenteral  fluids  was 
begun.  On  the  morning  following,  her  abdomen 
was  completely  soft  and  flat;  bowel  sounds  were 
normal,  flatus  was  passing,  and  she  had  experi- 
enced no  further  cramping.  Repeat  flat  and  up- 
right abdominal  films  showed  some  resolution  of 
the  air-fluid  levels  and  much  less  distended  bowel. 


Fig.  1.  Upper  gastro-intestinal  series  showing  di- 
latation of  small  bowel  down  to  a stenotic  area  in 
distal  ileum. 
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Fig.  2.  Drawing  of  retroperitoneal  herniation  of 
small  bowel  into  the  true  pelvis. 


After  four  hospital  days,  during  which  the  pa- 
tient was  totally  asymptomatic  and  eating  a reg- 
ular diet,  an  upper  gastrointestinal  series  was 
done.  This  showed  continuing  dilation  of  the  prox- 
imal to  mid  small  bowel  down  to  a stenotic  area 
at  the  distal  ileum,  overlying  the  sacrum  (Fig.  1). 

At  exploration,  multiple  filmy  adhesions  were 
easily  lysed.  None  of  these  seemed  to  be  contrib- 
uting to  the  obstruction.  However,  from  distal 
jejunum  to  approximately  5 to  6 cm.  proximal  to 
the  ileocecal  valve,  the  small  bowel  had  herniated 
retroperitoneally  into  the  true  pelvis  (Fig.  2).  The 
small  bowel  was  bordered  laterally  by  the  right 
ureter,  medially  by  the  sigmoid  colon,  anteriorly 
by  the  bladder,  and  posteriorly  by  the  psoas 
muscle.  Doubling  back  from  the  mass  of  firmly  ad- 
herent small  bowel  in  the  pelvis,  a loop  of  ileum 
had  knuckled  through  a tight  2 to  3 cm.  oval  de- 
fect in  both  sheaths  of  the  sigmoid  mesocolon 
(Fig.  3). 

The  knuckled  loop  of  ileum  was  removed  from 
the  defect.  Its  mesentery  was  edematous  and  in- 
flamed, but  distal  pulses  were  intact  and  the 


Fig.  3.  Drawing  of  incarcerated  loop  of  ileum 
through  defect  in  mesentery  of  sigmoid. 
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trapped  loop  remained  viable  throughout.  The 
mesenteric  defect  was  closed  by  suture.  Peri- 
toneum was  not  reapposed  after  dissection  of  the 
bowel  from  the  base  of  the  pelvis.  The  entire  small 
bowel  was  examined  and  all  remaining  adhesions 
were  lysed.  Postoperatively  the  patient  has  done 
well. 

Discussion 

Two  extremely  rare  internal  hernias  had 
occurred  postoperatively  in  this  patient.  The 
massive  retroperitoneal  herniation  of  the 
small  bowel  into  the  pelvis  was  potentiated 
by  the  initial  abdominal  hysterectomy.  After 
freeing  the  adherent  bowel  from  the  pelvis, 
we  did  not  attempt  to  reappose  the  attenuated 
retroperitoneum  and  risk  creating  another 
trap-door  for  the  bowel. 

A number  of  reasons  have  been  advanced 
for  the  occurrence  of  inter-sigmoid  hernia. 
Clemenz  and  Kemmerer^  categorize  the 
major  predispositions  as  follows:  (1)  length- 
ening of  the  mesentery  of  the  small  intestine, 
as  from  an  inguinal  hernia;  (2)  fixation  of 
the  sigmoid  colon  by  adhesions  with  sig- 
moid drawn  upward;  (3)  imprisonment  of  the 
small  intestine  in  the  pelvis  by  adhesions. 
With  almost  the  entire  small  bowel  trapped 
in  the  pelvis,  our  patient’s  sigmoid  colon  was 
deviated  medially,  with  the  mesocolon 
stretched  taut  in  an  almost  horizontal  plane. 


Less  than  four  intersigmoid  hernias  have 
been  described  in  the  literature.®'*®  Three 
basic  varieties  exist:  (1)  intersigmoid  — her- 
niation into  a congenital  fossa  a't  the  attach- 
ment of  the  lateral  aspect  of  the  sigmoid 
mesocolon,  at  the  fascial  fusion  line  of  Toldt; 
(2)  intramesosigmoid  — the  defect  is  present 
in  one  leaf  of  the  mesocolon  only;  (3)  trans- 
mesosigmoid  — the  rarest  type,  with  less 
than  five  reported  cases.®’®’**  As  in  our  pa- 
tient, an  intestinal  loop  presents  through  a 
defect  in  both  sheaths  of  the  sigmoid  meso- 
colon. No  sac  is  present.® 

With  both  varieties  of  internal  hernia  pre- 
sented above,  the  classic  picture  of  bowel  ob- 
struction is  masked.  Inflamed,  ischemic  bowel 
is  shielded  from  the  anterior  abdominal  wall, 
and  therefore  from  visual  examination  as 
well.  Removal  of  the  trapped  bowel,  as  with 
any  incarcerated  hernia,  is  mandatory. 

Summary 

Two  rare  internal  hernias  in  a patient  are 
described.  Presenting  as  a bowel  obstruction, 
these  were  found  to  be  retroperitoneal  and 
transmesosigmoid. 

Surgical  correction  consisted  of  lysis  of  ad- 
hesions, removal  of  the  small  bowel  from  the 
pelvic  floor,  and  withdrawal  of  the  loop  of 
ileum  knuckled  through  the  sigmoid  meso- 
colon. • 
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sputum  cytology  in  occult  lung  cancer* 


Devendra  S.  Saksena,  MD,  BS,  Charles  M.  Parrish,  MD, 
Richard  K.  Hughes,  MD,  and  Cyril  D.  Fullmer,  MD, 

Salt  Lake  City 


Emphasis  is  placed  on  the  diagnostic 
value  of  sputum  cytology.  A diagnostic 
program  for  the  patient  with  a normal 
chest  x-ray  and  malignant  sputum  cytology 
is  described.  After  apparent  curative 
pulmonary  resection  of  primary  lung 
cancer,  the  possibility  of  the  development 
of  a new  curable  primary  cancer  of  the 
lung  should  be  considered.  Postoperative 
sputum  cytology  as  well  as  chest 
x-ray  should  be  performed. 


Occult  lung  cancer  is  defined  here  as  car- 
cinoma of  the  lung  which  is  not  seen  in  con- 
ventional thoracic  roentgenograms.  This 
paper  presents  eight  cases  of  occult  lung 
cancer  that  were  diagnosed  by  sputum 
cytology  prior  to  the  appearance  of  diagnos- 
tic roentgenographic  changes.  One  of  these 
patients  had  three  different  primaries  de- 
tected successively,  and  another  patient  had 
two  distinct  primaries  detected  prior  to  ab- 
normal changes  in  chest  roentgenograms. 
Ten  pulmonary  resections  for  lung  cancer 
were  carried  out  on  seven  patients.  All  pa- 
tients had  bronchogenic  carcinoma  as  proved 
by  histopathologic  examination. 

•From  the  Divisions  of  Thoracic  and  Cardiovascular  Sur- 
gery. Departments  of  Surgery  and  Pathology,  Holy  Cross 
Hospital,  The  University  of  Utah  Medical  Center,  and  the 
University  of  Utah  College  of  Medicine,  Salt  Lake  City. 
Dr.  Saksena  is  Associate  in  Thoracic  and  Cardiovascular 
Surgery,  Bombay  Hospital,  Bombay,  India.  Dr.  Parrish  is 
Assistant  Clinical  Professor  of  Surgery,  Dr.  Hughes  is  F*ro- 
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Materials  and  Methods 

Sputum  was  studied  for  exfoliated  malig- 
nant cells  in  two  groups  of  patients,  (1)  clin- 
ically suspicious  cases  of  lung  cancer,  and 
(2)  a group  who  were  undergoing  yearly  ex- 
aminations and  were  thought  to  be  high  risk 
candidates  for  lung  cancer  because  of  their 
smoking  habits  or  their  occupations.  About 
1200  people  in  the  second  group  are  being 
followed  with  sputum  cytologic  studies  at 
regular  intervals.  The  technical  details  for 
studying  sputum  for  exfoliative  cytology 
have  been  described  previously  by  Fullmer 
and  Parrish.^ 

Case  Material 

Eight  patients  with  occult  lung  cancer 
were  detected  by  sputum  cytology.  In  all, 
eleven  malignant  lesions  were  diagnosed  in 
these  eight  patients.  Seven  of  the  patients 
were  men  who  had  smoked  heavily.  One  was 
a female  nonsmoker.  Seven  of  the  patients 
had  pulmonary  resections,  and  two  of  them 
had  more  than  one  resection.  Seven  of  the 
eight  patients  were  seen  because  of  clinical 
symptoms  of  hemoptysis,  shortness  of  breath, 
or  cough.  One  patient  was  detected  by  rou- 
tine sputum  screening  for  malignant  cells. 
Presence  of  malignant  cells  in  the  sputum 
was  the  first  evidence  of  carcinoma  in  all  pa- 
tients. Bronchoscopy,  bronchograms,  lamino- 
grams  and  aspiration  of  bronchial  secretions 
were  performed  in  order  to  try  to  determine 
the  site  of  the  lesions  in  all  cases.  Diagnostic 
exploratory  thoracotomy  was  not  performed. 
(Table  1). 
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TABLE  1 


POSITIVE  SPUTUM  CYTOLOGY  IN  OCCULT  LUNG  CANCER 
Mode  of 


Case 

Age 

Sex 

Symptoms 

Localization 

Rx. 

Survival 

1 

57 

M 

Hemoptysis 

Chest  X-Ray 
Bronchoscopy 

RL  Lobectomy 

RM  Lobectomy 

20  Months 

8 Months 
(Expired) 

2 

65 

M 

Cough  and  Fever 

Hemoptysis 

Chest  X-Ray 
Collapse  LUL 
Bronchoscopy 

LU  Lobectomy 
(No  Lesion  Found) 
Pneumonectomy 

24  Months* 
(Expired) 

3 

62 

M 

Asymptomatic 

Chest  X-Ray  and 
Bronchoscopy 

1- RM  Lobectomy 

2- LL  Lobectomy 

3- Lingulectomy 

41  Months 

4 

50 

M 

Hemoptysis 

Bronchoscopy 

RU  Lobectomy 

82  Months 

5 

55 

M 

Hemoptysis 

Bronchoscopy 

R Pneumonectomy 

25  Months 
(Expired) 

6 

51 

F 

Cough 

Bronchoscopy 

LL  Lobectomy 

96  Months 

7 

72 

M 

Hemoptysis 

Bronchoscopy 

Radiation 

8 Months* 
(Expired) 

8 

61 

M 

Cough  and 
Hemoptysis 

Chest  X-Ray 

L Pneumonectomy 

29  Months 

*No  evidence  of  residual  carcinoma  on  autopsy 


CASE  REPORTS 

Case  1.  A 57-year-old  male  was  first  seen  in  De- 
cember, 1962  because  of  blood  streaked  sputum.  His 
sputum  cytology  was  positive  for  malignant  cells 
on  four  occasions.  A complete  workup,  including 
bronchoscopy,  bilateral  bronchograms,  ENT  exam- 
inations, and  laminograms,  did  not  reveal  the 
source  of  the  malignant  cells.  Repeat  bronchoscopy 
after  eight  weeks  showed  blood  coming  from  the 
right  lower  lobe  bronchus  and  chest  x-rays  dis- 
closed a parenchymal  infiltrate  in  the  right  lower 
lobe.  In  January,  1963  a right  lower  lobectomy 
was  performed.  A well  differentiated  epidermoid 
carcinoma  was  found  arising  from  the  lower  lobe 
bronchus  without  lymph  node  involvement.  He 
returned  in  December,  1963  with  hemoptysis.  Spu- 
tum showed  malignant  cells.  Chest  x-rays,  bron- 
chograms and  bronchoscopy  were  negative.  After 
eight  weeks,  a mass  in  the  middle  lobe  was  seen 
on  x-rays.  In  January,  1964  a right  middle  lobec- 
tomy was  performed.  An  epidermoid  carcinoma 
arising  in  the  right  middle  lobe  bronchus,  and  in- 
volving the  mediastinal  lymph  nodes  was  found. 
He  died  in  September,  1964.  Permission  for  au- 
topsy was  not  granted. 

Case  2.  A 60-year-old  male  was  first  seen  in 
September,  1959  with  a history  of  smoking  two 
packages  of  cigarettes  daily  for  more  than  30  years. 
He  was  admitted  with  the  diagnosis  of  pneumoni- 
tis and  thrombophlebitis.  Initial  chest  x-rays 
showed  a collapse  of  the  left  upper  lobe.  Sputum 
cytology  was  suspicious  for  malignancy.  Bronchos- 
copy showed  obstruction  of  the  left  upper  lobe 
bronchus.  The  left  upper  lobe  did  not  show  im- 


provement on  medical  treatment  and  a left  upper 
lobectomy  was  performed.  No  tumor  was  found  in 
the  specimen.  The  patient  was  lost  to  followup 
until  April,  1965  when  he  appeared  for  a sputum 
examination.  Cytology  was  positive  for  squamous 
cell  carcinoma.  Chest  x-rays,  bronchograms  and 
bronchoscopy  were  negative.  Bronchial  washings 
showed  a moderate  number  of  malignant  cells 
from  both  lungs.  Bronchoscopy,  bronchial  wash- 
ings and  chest  x-rays  were  repeated  at  eight  week 
intervals.  In  August,  1965  he  had  hemoptysis  and 
bronchoscopy  showed  blood  coming  from  the  left 
lower  lobe  bronchus  and  biopsy  from  this  area 
showed  a poorly  differentiated  epidermoid  car- 
cinoma. A left  pneumonectomy  was  completed. 
The  patient  lived  until  September,  1967,  at  which 
time  he  died  of  congestive  heart  failure.  At  au- 
topsy there  was  no  residual  cancer. 

Case  3.  A 62-year-old  man  was  first  seen  in 
February,  1966  with  a history  of  smoking  two 
packs  a day  for  the  last  35  years.  Screening  spu- 
tum cytology  was  positive.  Chest  x-rays  and 
bronchogram  were  negative.  Bronchoscopy  did  not 
show  a lesion.  Bronchial  washings  from  the  right 
side  contained  abundant  malignant  cells  but  none 
were  found  on  the  left  side.  Followup  chest  x-rays 
showed  segmental  atelectasis  of  the  right  middle 
lobe.  A right  middle  lobectomy  was  performed. 
An  epidermoid  carcinoma,  9 mm.  in  diameter,  in- 
volved the  tertiary  middle  lobe  bronchus.  He  was 
followed  with  sputum  cytology  tests  and  chest 
x-rays.  Mahgnant  cells  were  seen  in  September, 
1967.  Complete  evaluation  did  not  localize  the 
lesion.  In  February,  1968  he  was  found  to  have 
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bleeding  from  the  left  posterior  basal  segment  of 
the  left  lower  lobe  bronchus  at  bronchoscopy.  On 
February  21,  1968  he  underwent  a left  lower  lo- 
bectomy and  a very  small  carcinoma  was  found 
in  the  bronchus.  He  was  followed  with  sputum 
cytology  studies.  In  April,  1969  he  was  found  to 
have  positive  sputum  cytology  again.  At  bron- 
choscopy an  obstructive  lesion  was  seen  in  the 
lingular  bronchus.  In  May,  1969,  the  lingula  of 
the  left  upper  lobe  was  resected.  A small  car- 
cinoma in  the  lingular  bronchus  was  found.  The 
patient  has  done  well  and  has  been  followed  with 
sputum  cytologies  since.  A recent  examination 
shows  a nondiagnostic  chest  x-ray  and  positive 
sputum  cytology.  The  patient  is  reluctant  to  have 
further  studies. 

Case  4.  A 50-year-old  male  was  first  seen  in 
December,  1965  with  a history  of  35  years  of  cig- 
arette smoking.  He  was  admitted  because  of  short- 
ness of  breath  and  blood  streaked  sputum.  Spu- 
tum was  positive  for  malignant  cells.  Chest  x-rays 
were  negative  as  were  the  laminograms.  An  earlier 
bronchoscopy  was  negative,  but  repeat  bronchos- 
copy showed  bleeding  from  the  right  upper  lobe 
bronchus.  Clots  from  the  right  upper  lobe  con- 
tained numerous  malignant  cells.  Biopsy  of  the 
bronchus  was  negative.  A right  upper  lobectomy 
was  performed.  Examination  showed  carcinoma 
arising  from  the  right  upper  lobe  bronchus  with 
stromal  invasion.  All  lymph  nodes  were  negative. 
The  patient  has  survived  for  nearly  seven  years 
after  resection. 

Case  5.  A 55-year-old  male  was  seen  because  of 
hemoptysis.  He  was  a heavy  smoker  of  more  than 
a pack  a day  for  40  years.  Chest  x-rays  were  nor- 
mal. Sputum  cytology  was  positive.  Bronchoscopy 
showed  a lesion  in  the  intermediate  bronchus  on 
the  right  side.  Biopsy  was  positive  for  squamous 
cell  carcinoma.  Right  pneumonectomy  was  per- 
formed. Three  of  the  eight  resected  lymph  nodes 
were  positive  for  metastatic  tumor.  The  patient 
died  two  years  later  of  bronchopneumonia.  He 
was  found  to  have  spinal  metastases  at  autopsy. 

Case  6.  A 61-year-old  female  was  first  seen  in 
October,  1964.  She  had  never  smoked.  Her  pre- 
senting complaints  were  flu-like  symptoms  and 
non-productive  cough.  Chest  x-rays  and  lamino- 
grams were  negative.  Sputum  cytologic  studies 
were  positive  for  malignant  cells.  Bronchoscopy 
was  negative  but  washings  showed  clumps  of  cells 
from  the  left  side  and  only  a small  number  of  ma- 
lignant cells  from  the  right.  At  repeat  bronchos- 
copy, there  appeared  to  be  a small  growth  aris- 
ing from  the  anterior  basal  segment  of  the  left 
lower  lobe  bronchus.  Multiple  biopsies  of  this  area 
showed  dysplasia  or  early  carcinomatous  changes. 
A left  lower  lobectomy  was  performed.  A small 
carcinoma  in  the  anterior  basal  segment  was 
found.  The  patient  is  alive  and  well  eight  years 
after  resection. 


Case  7.  A 72-year-old  male,  who  was  a heavy 
smoker  all  his  life,  was  admitted  because  of  pul- 
monary emphysema  and  hemoptysis.  His  chest 
x-rays  were  negative  for  tumor.  Sputum  cytology 
was  positive  for  poorly  differentiated  epidermoid 
carcinoma.  At  bronchoscopy  there  was  a lesion 
seen  in  the  left  main  stem  bronchus  which  was 
biopsied.  It  was  a poorly  differentiated  epider- 
moid carcinoma.  In  view  of  his  advanced  age  and 
poor  pulmonary  function,  surgery  was  contraindi- 
cated and  he  was  treated  with  radiation  therapy. 
He  died  at  home  eight  months  after  completion 
of  therapy.  At  autopsy  bilateral  bronchopneu- 
monia was  found.  Residual  tumor  was  not  seen. 

Case  8.  A 65-year-old  man  was  admitted  be- 
cause of  hemoptysis,  in  September,  1969.  He  had 
smoked  two  packs  of  cigarettes  a day  for  45  years. 
Sputum  cytology  was  positive  for  epidermoid  car- 
cinoma. Bronchoscopy,  bronchograms  and  lamino- 
grams were  negative.  He  was  lost  to  followup  for 
eight  months.  In  May,  1970,  chest  x-rays  showed 
a large  left  hilar  mass.  Cervical  mediastinotomy, 
scalene  node  biopsy  and  bronchoscopy  were  non- 
diagnostic. A left  pneumonectomy  was  performed 
in  July,  1970  for  removal  of  a squamous  carcinoma 
in  the  left  pulmonary  hilum.  Lymph  nodes  did  not 
contain  tumor.  He  is  alive  and  well  27  months 
after  pneumonectomy. 

Discussion 

The  presence  of  positive  sputum  cytology 
and  negative  chest  x-ray  places  a heavy  bur- 
den on  the  physician  responsible  for  the  pa- 
tient to  detect  the  source  of  the  malignant 
cells  at  the  earliest  possible  time  in  order  to 
start  appropriate  therapy.  We  have  found 
thoracic  laminograms  of  little  help  in  local- 
izing the  lesion.  Bronchography  was  not  help- 
ful in  our  cases.  Bronchoscopy  was  most  val- 
uable in  localizing  the  tumors.  A similar 
experience  was  reported  by  Pearson^  in  a 
series  of  occult  lung  cancers.  Bronchoscopy 
was  helpful  in  visualizing  the  tumor,  and  lo- 
calizing the  site  of  bleeding.  Bronchoscopy 
identified  the  source  of  malignant  cells  in 
seven  out  of  ten  instances  that  lead  to  pul- 
monary resection  and  in  one  case  treated  by 
radiation  therapy.  In  several  cases,  repeated 
bronchoscopies  were  necessary  to  localize  the 
lesion.  When  the  entire  workup,  including 
bronchoscopy,  was  negative,  it  was  repeated 
at  eight  week  intervals,  or  sooner  if  symp- 
toms developed,  until  the  source  of  the  posi- 
tive sputum  cells  was  identified.  Selective 
bronchial  washings  were  helpful  in  pointing 
to  the  site  of  the  lesion  but  they  were  not 
used  as  the  sole  evidence  for  thoracotomy. 
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There  were  malignant  cells  detected  from 
washings  of  the  uninvolved  side;  however, 
the  number  of  cells  from  the  involved  side 
was  far  greater. 

Four  of  seven  patients  undergoing  pul- 
monary resection  are  alive  two,  three  and  a 
half,  seven,  and  eight  years  after  their  last 
operation.  Two  of  four  patients  who  died  dur- 
ing the  period  of  followup  did  not  show  evi- 
dence of  residual  carcinoma  at  autopsy. 

In  a cooperative  study  reported  by  Lilien- 
feld,^  the  detection  rate  by  a single  sputum 
cytology  was  a disappointingly  low  33  per 
cent.  When  chest  x-ray  and  sputum  cytology 
were  combined,  the  detection  rate  went  up  to 
63  per  cent.  As  suggested  by  these  authors, 
this  rate  could  be  further  improved  by  in- 
creasing the  number  of  sputums  examined 
per  person  and  by  better  cytopathologic  tech- 
nics. 

Ryan^  reported  a 12  per  cent  incidence  of 
carcinoma  in  situ,  or  invasive  carcinoma  on 
histopathologic  examination  of  autopsy  spe- 
cimens in  the  opposite  lung  in  patients  who 
had  imdergone  pulmonary  resection  for  car- 
cinoma earlier,  even  though  the  bronchi  and 
lungs  appeared  grossly  normal.  In  view  of 
this  study,  and  as  pointed  out  by  Hughes  and 
Blades,^  the  problem  of  multiple  primary 
bronchogenic  carcinoma  is  a real  one.  There- 


fore, we  have  attempted  to  follow  patients 
diligently  after  pulmonary  resection  for  car- 
cinoma. For  the  first  two  years,  these  pa- 
tients have  a chest  x-ray  and  sputum  cytol- 
ogy every  three  months.  If  no  evidence  of 
recurrence  or  new  primary  is  seen,  the  pa- 
tients then  will  have  chest  x-rays  annually 
and  sputum  cytology  every  six  months,  un- 
less they  become  symptomatic.  We  have  de- 
tected three  new  primary  lung  cancers  after 
initial  resection  in  two  patients  with  this  pro- 
gram. 

Summary 

Chest  x-rays,  combined  with  diligent 
search  for  abnormal  cells  in  bronchial  secre- 
tions, provide  the  greatest  potential  for  diag- 
nosing early  cases  of  lung  cancer.  Earlier 
diagnosis  may  lead  to  improved  survival  in 
these  patients.  We  have  been  able  to  make  a 
diagnosis  of  lung  cancer  in  eight  patients  by 
sputum  cytology  alone  in  the  face  of  normal 
chest  x-rays.  Seven  of  these  patients  had  sub- 
sequent pulmonary  resection.  One  of  these 
had  three  successive  primary  carcinomas  of 
the  lung  detected  on  each  occasion  by  sputum 
cytology  prior  to  changes  on  chest  roent- 
genograms. Sputum  cytology  is  a promising 
method  of  screening  high  risk  patients  for 
lung  cancer.  • 
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Practical  aspects  of  migraine 


Martin  J.  Rubinowitz,  MD,  Denver* 


It  is  estimated  that  five  to  ten  per  cent  of 
the  population  have  migraine.  The  inheri- 
tance pattern  is  unclear  except  for  hemi- 
plegic migraine,  which  is  clearly  dominant. 
If  both  parents  are  affected,  69  per  cent  of 
the  offspring  have  migraine;  if  one  parent  is 
affected,  44  per  cent  have  migraine.  Twenty- 
nine  per  cent  of  migraine  patients  have  a 
negative  family  history.^ 

Etiology 

The  etiology  of  migraine  is  not  known. 
Some  studies  demonstrate  a decreased  level 
of  serotonin  preceding  and  during  head- 
aches, and  reduction  of  serotonin  levels  by  a 
reserpine-like  compound  will  precipitate  a 
headache.  Serotonin  is  oxidatively  deami- 
nated  by  mono-amine  oxidase  and  adminis- 
tration of  a mono-amine  oxidase  inhibitor 
will  increase  serotonin  levels  and  reduce 
frequency  of  headaches. 

Tyramine  has  also  been  implicated  etio- 
logically.^  Thirty  per  cent  of  migraine  pa- 
tients have  been  noted  to  have  attacks  pre- 
cipitated by  foods  high  in  tyramine  such  as 
cheese  and  chocolate.  Administration  of  ty- 
ramine  orally  triggers  off  attacks.  A defect 
in  the  conjugation  of  tyramine  in  migrainous 
patients  may  be  responsible. 

The  aura  of  migraine  is  associated  with 
vasoconstriction  of  the  intracranial  vessels 
and  the  actual  headache  is  associated  with 
vasodilatation  of  the  scalp  vessels.  Vasodila- 
tation, produced  by  an  unknown  substance, 
possibly  neurokinin,^  is  accompanied  by 
stretching  of  the  nerve  endings  in  the  vessel 
wall,  and  blood  pulsating  through  the  vessel 
produces  the  throbbing  component  of  the 
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headache.  Eventually,  the  vessel  wall  be- 
comes edematous  and  loses  its  resiliency,  the 
pain  becoming  aching  at  that  point.  Super- 
ficial AV  shunts  reduce  tissue  oxygenation 
and  decrease  pain  threshold  locally.  To  suc- 
cessfully abort  an  attack  of  migraine,  both 
a reduction  in  the  amplitude  of  pulsation  in 
the  affected  vessel,  and  closure  of  the  AV 
shunt  may  be  necessary. 

Classification 

Subtypes  of  migraine  are  classic,  common, 
cluster,  ophthalmoplegic  and  hemiplegic.  In 
classic  migraine,  the  headache  is  periodic, 
recurrent  and  usually  familial.  A definite 
aura  occurs  which  includes  contralateral 
neurologic  manifestations,  usually  visual,  but 
in  some  cases  motor  or  sensory.  The  pain  is 
unilateral,  throbbing,  and  usually  lasts  from 
four  to  six  hours.  Anorexia,  nausea  and  vom- 
iting are  frequently  associated.  Classic  mi- 
graine occurs  in  approximately  ten  per  cent 
of  headache  patients. 

In  common  migraine,  prodomes  are  vague 
and  may  precede  the  headache  by  hours  or 
days.  They  include  psychic  disturbances, 
gastrointestinal  manifestations  and  changes 
in  fluid  balance.  The  actual  headache  lasts 
for  many  hours  to  days.  The  pain  is  steady, 
unilateral,  aching  or  throbbing,  and  nausea, 
vomiting,  fatigue,  chills  and  edema  are  often 
associated.  This  is  the  most  frequent  type  of 
migraine. 

Cluster  migraine  is  the  occurrence  of 
headaches  in  a series  of  closely  spaced  attacks 
often  followed  by  remissions  of  long  dura- 
tion. Attacks  are  characteristically  sudden  in 
onset,  frequently  nocturnal  and  usually  lack 
an  aura.  Also  referred  to  as  histaminic 
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cephalalgia,  these  headaches  are  often  asso- 
ciated with  injection  of  the  conjunctivae, 
tearing,  nasal  stuffiness  and  occasionally 
meiosis  and  sweating.  The  pain  subsides 
abruptly  in  30  to  90  minutes.  This  type 
usually  afflicts  older  males.  The  terminology 
is  confusing  because  classic  and  common  mi- 
graine headaches  frequently  occur  in  clus- 
ters. 

Ophthalmoplegic  migraine  is  character- 
ized by  moderate  pain  of  long  duration  as- 
sociated with  ophthalmoplegia  which  may 
occur  during  or  after  the  headache.  The 
hemiplegic  migraine  complex  is  character- 
ized by  neurologic  deficits  such  as  hemi- 
plegia which,  on  occasion,  can  be  permanent. 
Lower  half  headaches  are  characterized  by 
pain  involving  the  lower  half  of  the  face  and 
having  the  same  clinical  features  as  common 
or  classic  migraine. 

Specific  Features 

Some  specific  features  of  migraine  are 
worthy  of  further  discussion.  Almost  all  pa- 
tients have  some  headaches  which  are  uni- 
lateral and  throbbing.  A history  of  headache 
occurring  on  both  sides  at  different  times 
lessens  the  likelihood  of  serious  neurologic 
disease  such  as  an  AV  malformation,  which 
would  be  suspect  if  all  headaches  occurred  on 
the  same  side.  The  “migraine  personality”  in- 
cludes the  following  features:  obsessive  com- 
pulsiveness, over  conscientiousness,  rigidity, 
perfectionism  and  a desire  to  please.  In- 
telligence is  not  a consistent  feature. 

Precipitants  of  attacks  include  excess  heat 
and  cold,  alcohol,  sleeping  pills,  menses  and 
contraceptives.  An  increased  frequency  of 
headaches  during  menopause  has  not  been 
conclusively  proved.  Bright  lights,  prolonged 
focusing  on  television  or  movies,  or  looking 
into  a microscope  may  also  trigger  head- 
aches. Stress  may  set  off  headaches,  which 
usually  occur  following,  rather  than  during 
the  stressful  event,  as  do  muscle  contraction 
headaches.  Hypoglycemia  may  be  the  me- 
chanism for  the  Sunday  morning  headache 
when  a person,  in  addition  to  having  had 
alcohol  the  night  before,  skips  breakfast  and 
awakens  in  the  late  morning  with  a head- 
ache. Fewer  attacks  of  migraine  may  occur 
when  diabetes  develops,  and  attacks  may  be 
triggered  by  insulin  induced  hypoglycemia.^ 


Characteristics  of  the  aura  are  often  di- 
agnostic. It  is  usually  unilateral,  occurs  on 
the  side  opposite  the  headache,  lasts' approxi- 
mately fifteen  minutes,  and  is  not  always 
followed  by  a headache.  Visual  aura  are  most 
frequent  and  having  the  patient  draw  what 
he  sees  is  often  helpful  diagnostically. 

Once  the  headache  has  become  estab- 
lished, certain  aggravating  factors  may  play 
a part.  These  include  exercise,  shaking  the 
head,  bending  over  and  Valsalva  maneuvers 
such  as  coughing  and  straining.  Associated 
symptoms  such  as  nausea,  vomiting  and 
photophobia  reflect  only  the  intensity  of  the 
headache  and  are  not  specific  for  migraine. 
They  occur  more  frequently  with  migraine 
because  these  headaches  are  usually  more 
severe  than  muscle  contraction  headaches. 
Other  features  of  the  history  include  early 
onset,  frequently  in  childhood,  and  propen- 
sity to  motion  sickness. 

Finally,  a patient  should  be  carefully 
questioned  regarding  prior  treatment.  Re- 
sistance to  aspirin  and  relief  with  ergotamine 
is  almost  diagnostic. 

Examination  and  Diagnosis 

Inspection  may  reveal  the  regal  look — 
the  patient  holds  his  head  still  to  minimize 
pain.  Relief  of  the  headache  with  preauricu- 
lar  vessel  compression  strongly  suggests  that 
the  headache  is  vascular  but  is  not  patho- 
gnomonic for  migraine.  Fundal  examination 
may  reveal  vasospasm.  The  neurologic  ex- 
amination is  normal  except  for  occasional 
neurologic  deficits  which  occur  most  often 
during  the  aura.  Flushing  or  pallor,  increased 
warmth  and  conjunctival  suffusion  may  be 
seen. 

Diagnostic  procedures  include  the  follow- 
ing: (1)  Abnormal  electroencephalograms 
have  been  reported  in  26  to  75  per  cent  of 
patients.  A generalized  dysrhythmia  is  most 
common  although  a transient  focal  abnor- 
mality may  be  seen  during  the  headache.  (2) 
The  brain  scan  is  usually  normal.  (3)  Ar- 
teriography should  be  avoided  because  there 
is  an  increased  complication  rate  due  to  an 
ischemic  tendency  in  these  patients.®  (4)  At- 
tack provocation  with  histamine  is  an  in- 
consistent and  inconclusive  finding.  Relief 
with  ergotamine  is  more  diagnostic. 


38 


Rocky  Mountain  Medical  Journal 


Prognosis 

Although  migraine  is  usually  a benign 
syndrome,  it  can  be  disabling.  Serious  man- 
ifestations include  permanent  neurologic  de- 
ficits due  to  thrombosis  and  hemorrhage, 
incapacitating  psychiatric  illness,  status 
hemicranus  and  migrainous  confusion  with 
prolonged  post-headache  psychosis. 

Treatment 

Ergotamine  Tartrate  is  effective  60  to  80 
per  cent  of  the  time  in  treatment  of  mi- 
graine. It  is  frequently  used  in  combination 
with  caffeine,  with  which  it  acts  synergisti- 
cally.  The  primary  effect  is  constriction  of 
the  extracranial  vessels  with  only  minimal 
constriction  of  the  intracranial  vessels,  thus 
usually  avoiding  prolongation  of  the  aura. 
These  preparations  must  be  taken  at  the  on- 
set of  the  headache  or  aura.  It  is  most  impor- 
tant to  instruct  patients  to  carry  them  every- 
where. If  ineffective,  analgesics  or  narcotics 
should  be  used. 

Side  effects  include  nausea  and  vomiting, 
which  are  usually  transient,  vascular  insuf- 
ficiency syndromes,  rare  idiosyncratic  re- 
actions and  habituation.  The  latter  results  in 
rebound  headaches.  Contraindications  in- 
clude vascular  disease,  jaundice,  liver  dis- 
ease, pregnancy,  sepsis,  and  thyrotoxicosis. 
Ergotamine  may  be  used  with  caution  if  the 
patient  has  mild  controlled  hypertension.  Fe- 
males should  be  warned  not  to  use  the  drug 
if  menses  occur  late. 

Oral  administration  is  preferred.  Four 
tablets  at  the  onset,  rather  than  two  tablets 
initially,  then  one  every  half  hour,  has  been 
found  to  be  the  most  effective  program.®  This 
insures  that  a maximum  dose  will  be  de- 
livered before  the  vessels  become  stiff  and 
unresponsive.  During  subsequent  headaches, 
dosage  adjustments  should  be  made  to  obtain 
the  minimum  effective  dose  which  will  com- 
pletely relieve  the  headache.  This  is  usually 
between  two  and  eight  tablets.  The  maxi- 
mum dose  per  week  should  be  12  tablets.  I 
prefer  Migral  over  Cafergot  because  this 
medication  has  only  half  as  much  caffeine, 
and  post-medication  jitteriness  is  less.  If  the 
patient  is  intolerant  of  caffeine,  Gynergan 
can  be  used.  Patients  with  stereotyped  noc- 
turnal cluster  headaches  may  be  benefited 
by  “prophylactic”  ergotamine  administra- 


tion. The  medication  may  be  taken  at  bed- 
time or  later  at  night  depending  on  the  usual 
time  of  onset  of  the  attack.  Available  prep- 
arations include  Gynergan,  Cafergot,  Cafer- 
got-PB,  Wigraine,  Migral  and  Bellergal,  and 
all  contain  1 mg.  of  ergotamine. 

If  the  oral  medication  is  not  feasible  be- 
cause of  early  vomiting,  several  other  routes 
are  available.  Suppositories  are  useful  if  they 
are  not  distasteful  to  the  patient,  and  access 
to  privacy  is  available  when  necessary.  In 
hot  weather  the  suppository  should  be  run 
under  cold  water  to  harden  prior  to  admin- 
istration. Available  preparations  all  contain 
2 mg.  of  ergotamine  and  include  Wigraine, 
Cafergot,  Cafergot-PB  and  Migral  supposi- 
tories. Other  routes  are  nasal  (medihaler- 
ergotamine),  injectable  (Gynergan  or  dihy- 
droergotamine)  and  sublingual  (Ergomar-R) . 
Most  of  the  medication  failures  occur  be- 
cause of  improper  technic  of  administration, 
so  that  patient  education  is  of  extreme  im- 
portance. Curiously,  placebos  produce  a 20 
per  cent  response  rate. 

Sansert  is  a preparation  relatively  free  of 
vasoconstrictor  activity,  but  is  a potent  sero- 
tonin antagonist.  It  prevents  sludging  in 
small  vessels  and  is  used  prophylactically.  It 
is  effective  56  to  76  per  cent  of  the  time^  and 
is  most  useful  for  patients  who  have  mi- 
graine which  is  not  well  controlled  with  the 
ergotamine  preparations  listed  above.  Side 
effects  include  nausea  and  vomiting,  which 
are  usually  transient,  and  vascular  insuf- 
ficiency syndromes.  There  have  been  rare 
reports  of  sustained  peripheral  vascular  vas- 
ospasm with  tissue  necrosis  and  gangrene, 
even  without  antecedent  peripheral  vascular 
disease.  This  often  cannot  be  anticipated  or 
reversed.  Edema,  weight  gain,  muscle  cramps, 
arthralgia,  neutropenia,  eosinophilia,  central 
nervous  system  symptoms  including  over- 
stimulation,  jitteriness,  insomnia,  drowsiness, 
unworldly  feelings,  ataxia  and  hyperesthesia, 
and  dermatologic  manifestations  including 
facial  flushing,  telangiectasia  and  rashes 
have  been  reported  infrequently.  Retroperi- 
toneal fibrosis  is  an  infrequent  but  poten- 
tially serious  complication  of  Sansert.’’  Symp- 
toms include  malaise,  fatigue,  weight  loss, 
fever  and  flank  pain,  and  IVP  may  reveal 
deviation  and/or  obstruction  of  one  or  both 
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ureters.  Retroperitoneal  fibrosis  is  almost  al- 
ways completely  reversible  upon  discontinu- 
ing the  medication.  There  have  been  a few 
cases  of  inflammatory  and  fibrotic  involve- 
ment of  the  heart  valves,  mediastinum,  lungs 
and  pleura.  Contraindications  are  essentially 
the  same  as  for  ergotamine  preparations.  The 
initial  dose  is  two  mg.  three  times  daily  with 
meals  and  this  can  be  increased  to  a maxi- 
mum of  12  mg.  daily.  After  every  six  months 
of  treatment  there  must  be  an  interval  of 
three  to  four  weeks  without  this  medication. 

Dilantin  has  been  used  in  patients  with 
abnormal  EEGs  and  other  neurologic  mani- 
festations with  limited  success. 

Propanolol  is  one  of  several  new  drugs. 
In  a double-blind  crossover  study,  Propanolol 
in  a dose  of  20  mg.  four  times  daily  used 
prophylactically  produced  an  80  per  cent  re- 
sponse rate.®  Blockade  of  vasodilator  recep- 
tors of  adrenergically  innervated  extra- 
cranial vessels  is  postulated  as  the  mecha- 
nism of  action.  Side  effects  are  minimal. 
More  study  is  needed  to  determine  whether 
it  should  precede  or  follow  Sansert  adminis- 
tration. It  is  less  toxic  and  less  expensive. 
Midrin  is  a sympathomimetic  medication. 


Your  Newest  Neighbor  May  Be  Your  Best  Friend. 


Or  so  it'll  seem  with  your  communirv'  mental 
health  center.  It’s  a new  type  of  facility,  run  by 
[X’ople  in  your  area  with  initial  help  from  the 
Feder.il  ^jovernment 

The  nice  thing  about  it  is  that  you  don't  h.tve  to 
go  far  to  get  help  for  emotional  problems  u hen 
it'.s  needed.  Help  like  inpatient  and  outpatient 
care,  hospitalization,  emergency  service,  and 
public  education  and  consultation.  So  far,  there 


are  US  such  centers  ofser.irmg  throughout  the 
country.  The  go.ii  is  1 ,500  hy  19S0. 

Promoting  them  is  the  National  Association  for 
Menial  Health  — the  only  nationwide  citizens’ 
org.inir.ificm  n.iloso- 

Your  mental  healtli  association  is  .striving  to 
make  a difference  in  the  quality  of  servicc.s 
provided  by  these  centers. 


Join  and  Support  Your  Menial  Health  Association 
Citizens  Who  Do  Make  A Difference 


and  in  a double-blind  crossover  study  proved 
to  be  superior  to  ergotamine  for  headache 
relief  and  produced  less  nausea  and  vomit- 
ing.® Clonidine  diminishes  responsiveness  of 
peripheral  vessels  to  both  dilator  and  con- 
strictor effects,  and  was  statistically  signifi- 
cantly better  than  a placebo  in  20  of  31  pa- 
tients treated  in  a small  series.’®  Sandomigrin 
has  antiserotonin,  antihistaminic  and  anti- 
depressant properties,  and  in  one  series 
70  per  cent  of  patients  were  improved. 
Side  effects  are  rare  and  no  cases  of  retro- 
peritoneal fibrosis  have  been  reported  to 
date.  Other  agents  that  have  shown  promise 
include  MY-25,”  Ergostine,’^  Periactin,  Octin 
R,  Ponstel  and  mono-amine  oxidase  inhibi- 
tors. 

Cyrosurgery  is  a new  method  of  treat- 
ment recently  applied  to  selective  branches 
of  the  external  carotid  artery.  Brief  applica- 
tion of  low  temperature  probes  for  six  min- 
utes destroys  nerve  tissues  of  the  arterial  wall 
and  fuses  nerve  fibrils  and  perivascular  tis- 
sue. Sixty-one  per  cent  of  patients  achieved 
a good  result  in  one  reported  series. 

Analgesic-narcotics  are  useful  if  the  pre- 
ceding drugs  are  ineffective,  contraindicated 
or  poorly  tolerated.  Aspirin  should  be  tried 
prior  to  ergotamine  preparations;  a small  per 
cent  of  adults  and  most  children  with  mi- 
graine will  respond.  This  should  be  taken  at 
the  onset  in  a fashion  similar  to  ergotamine 
preparations.  It  is  inadvisable  to  use  phena- 
cetin  compounds  because  of  the  risk  of  anal- 
gesic nephropathy  in  a group  of  patients 
who  often  require  large  doses  of  these  medi- 
cations for  many  years.  In  my  experience 
Methadone  has  been  the  most  effective  nar- 
cotic. Its  efficacy  is  probably  due  to  its  po- 
tency rather  than  any  specific  effect  for  mi- 
graine. Other  medications  that  have  been 
used  with  variable  success  include  Darvon, 
codeine,  Percodan,  Demerol,  Dilaudid,  and 
morphine.  Addiction  must  be  watched  for 
and  prescriptions  should  be  written  for 
limited  amounts  of  medication. 

Adjuvant  symptomatic  treatment  is  often 
useful.  The  usual  antiemetics  are  appropriate 
for  nausea  and  vomiting,  and  the  route  of 
administration  is  tailored  to  the  individual 
patient’s  needs.  During  the  headache,  appli- 
cation of  ice  will  produce  vasoconstriction 
and  this  may  be  helpful.  Heat  applied  to  the 
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neck  area  after  the  muscle  contraction  com- 
ponent becomes  manifest  may  be  useful.  Rest 
in  a dark  room  is  also  of  benefit. 

Patient  education  should  include  a de- 
tailed explanation  of  the  mechanism  and 
treatment  of  migraine.  One  should  advise 
the  patient  to  distribute  his  weekly  tasks 
more  evenly,  avoid  deadlines  and  take  va- 
cations when  possible.  Review  of  a typical 
day  and  an  attempt  to  modify  situations 
which  might  contribute  to  precipitating  head- 
aches is  useful.  Some  patients  may  require 


tranquilizers,  antidepressants  and  even  psy- 
chotherapy. 

Summary 

The  etiology,  classification,  specific  fea- 
tures, physical  findings,  diagnosis,  prognosis, 
and  treatment  of  the  migraine  syndrome 
have  been  reviewed.  It  is  hoped  that  this 
discussion  will  provide  the  basis  for  renewed 
enthusiasm  for  better  diagnosis  and  treat- 
ment of  this  common  and  perhaps  medically 
unexciting,  but  frequently  transiently  inca- 
pacitating syndrome.  • 
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Acquired 


Nitrite,  added  to  sausage  to  keep  it  red, 
may  have  turned  a man  blue  and  caused 
myocardial  infarction. 


Acquired  methemoglobinemia  acutely  com- 
promises tissue  oxygenation  and  is  a recog- 
nized cause  of  cyanosis  and  collapse  mimick- 
ing cardiovascular  catastrophe.  The  following 
is  a case  report  of  a man  with  previous  coro- 
nary heart  disease  who  ate  sausage  and  then 
developed  cyanosis,  collapse,  and  probably 
sustained  another  myocardial  infarction. 


methemoglobinemia 

A case  report 


John  W.  Lacher,  MD,  Denver 


CASE  REPORT 

On  the  night  of  January  9,  1971,  a 67-year-old 
male  arrived  by  ambulance  at  the  Saint  Joseph 
Hospital  emergency  room.  He  was  cyanotic,  dysp- 
neic  and  weak.  Within  minutes  he  lost  conscious- 
ness. He  was  intubated  and  supported  with  posi- 
tive pressure  respiration  with  oxygen.  The  pulse 
was  regular  but  thready.  Signs  of  pulmonary 
edema  were  noted.  The  electrocardiogram  showed 
left  bundle  branch  block.  He  was  given  furose- 
mide,  digoxin,  bicarbonate,  aminophyllin  and 
morphine  sulfate  intravenously  and  admitted  to 
the  coronary  care  unit.  At  that  time  he  was  rest- 
less, afebrile  and  cyanotic.  The  pulse  was  120, 
respiratory  rate  30  and  blood  pressure  125/80. 
Moist  rales  and  venous  distension  persisted.  Port- 
able chest  x-ray  was  consistent  with  pulmonary 
edema.  Admission  hematocrit  was  59%,  white 
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count  21,600  with  a normal  differential  count.  Ar- 
terial blood  gas  measurement,  shortly  after  ad- 
mission to  the  unit  with  100%  oxygen  ventilation, 
showed  a pH  of  7.15,  pCO  , of  46  mm.Hg,  and  a pO., 
of  61.4. 

The  patient’s  hospital  record  v/as  obtained  and 
it  was  learned  that  he  had  been  hypertensive  for 
five  years.  In  September  of  the  previous  year  he 
had  a myocardial  infarction  with  pulmonary 
edema.  His  EKG  at  that  time  showed  left  bundle 
branch  block.  He  was  readmitted  a month  later  in 
pulmonary  edema  without  infarction.  Since  that 
time  he  had  maintained  good  health.  He  was  on 
a daily  dose  of  lOOmg  triamterene  and  0.25  mg 
digoxin.  He  had  developed  a good  exercise  toler- 
ance and  engaged  in  light  calisthenics  and  swim- 
ming three  times  a week  at  a local  health  spa.  He 
did  not  smoke. 

Overnight  treatment  consisted  of  continued 
positive  pressure  respiration,  rotating  tourniquets 
and  phlebotomy  of  200  cc.  of  blood. 

The  following  morning  he  was  more  alert  and 
breathing  normally.  He  was  extubated  and  gave 
the  following  additional  history:  The  day  of  ad- 
mission his  wife  was  out  of  town  and  he  was  cook- 
ing for  himself.  He  bought  two  large  sausages  and 
cooked  them  for  his  evening  meal.  He  wasn’t  able 
to  finish  eating  the  second  sausage  because  of  a 
bitter,  salty  taste.  About  a half  hour  later  he  de- 
veloped a tingling  sensation  high  in  the  front  of 
his  chest,  followed  shortly  thereafter  by  nausea 
and  weakness.  He  took  one  nitroglycerin  tablet 
with  no  relief.  He  became  dyspneic  and  phoned 
the  ambulance. 

Because  of  the  preceding  history,  a methemo- 
globin  determination  was  obtained  thirty-six  hours 
after  admission.  At  this  time  the  methemoglobin 
was  3.8%  of  the  total  hemoglobin,  the  upper  limit 
for  the  determination  being  3.0%  in  this  labora- 
tory. Before  discharge  from  the  hospital,  repeat 
determinations  were  1%,  both  before  and  subse- 
quent to  taking  a nitroglycerin  tablet.  Admission 
CPK  was  elevated  to  278  units  and  the  SCOT  to 
84  units.  Both  values  returned  to  the  normal  range 
over  the  next  three  days.  The  EKG  showed  no 
evolutionary  changes.  He  remained  in  hospital 
two  weeks,  and  has  subsequently  enjoyed  good 
health.  The  remaining  sausage  was  not  available 
for  analysis,  having  been  destroyed  by  the  pa- 
tient’s family  upon  learning  that  it  was  a possible 
vector  of  disease. 


Discussion 

Methemoglobinemia  contributes  to  tissue 
anoxia  by  virtue  of  being  an  inert  pigment 
unable  to  transport  oxygen  and  by  shifting 
the  oxygen  dissociation  curve  to  the  left,  re- 
sulting in  decreased  unloading  of  oxygen  at 
the  capillary  level. ^ This  patient  developed 
cyanosis,  collapse  and  methemoglobinemia 
after  eating  sausage.  The  clinical  course  was 
typical  for  so-called  “sausage  cyanosis,”  which 
is  hypothesized  to  be  caused  by  unequal  mix- 
ture of  nitrite  in  the  sausage  casing  resulting 
in  a bolus  overdose.-  In  this  case  enzyme  evi- 
dence suggestive  of  myocardial  damage  was 
obtained. 

Nitrates  and  nitrites  are  acronymically 
sanctioned  food  additives  of  the  GRAS  cate- 
gory. GRAS  stands  for  Generally  Recognized 
As  Safe.  They  may  be  added  to  meat  prod- 
ucts at  a final  concentration  of  less  than  500 
parts  per  million  of  sodium  nitrate  and  200 
parts  per  million  of  sodium  nitrite.  The  salts 
impart  a cured  flavor  and  reddened  color  to 
the  product  in  addition  to  having  a moderate, 
but  variable,  preservative  effect.'^  Absorption 
of  large  amounts  of  the  nitrite  oxidizes  hemo- 
globin to  methemoglobin.  Other  compounds, 
including  nitroglycerin  may  do  the  same. 
Methemoglobin  remained  low  after  nitrogly- 
cerin challenge  later  during  hospitalization 
however. 

Recently  consumer  interests  have  chal- 
lenged the  GRAS  categorizations  of  the  FDA, 
especially  nitrite  additives.^  Although  sau- 
sage cyanosis  may  not  occur  frequently,  it 
may  be  life-threatening,  as  in  this  case.  If  it 
is  true  that  the  main  benefit  of  this  food  addi- 
tive is  a cosmetic  one,  perhaps  its  use  does 
not  justify  the  risk.  • 
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Clostridia 


Ubiquitous  and  still  lethal 


Eugene  L.  Weston,  MD,  FACS,  and  Albert  J.  Knkral,  MD,  FACS,  Denver* 


Gas  gangrene  is  an  insidious  and 
formidable  complication  of  trauma, 
surgery,  and  injections.  Review  of  the 
rapid  clinical  course  and  the  treatment 
is  presented. 


Most  surgeons,  if  they  are  lucky,  will  en- 
counter a fulminating  case  of  gas  gangrene 
only  once  every  eight  to  ten  years  in  a busy 
surgical  practice.  In  a recent  report,  Alte- 
meier^  discussed  54  cases  of  proven  gas  gan- 
grene at  Cincinnati  General  Hospital  over  a 
thirty  year  period  with  a 14.8  per  cent  mor- 
tality. He  further  pointed  out  that  in  his  sur- 
vey of  187,936  major  wounds  of  violence  in 
World  War  II,  there  was  an  incidence  of  gas 
gangrene  of  1.76  per  cent.  In  other  series  re- 
viewed by  Dr.  Altemeier  and  associates,  in 
3,027  major  wounds  of  trauma,  the  incidence 
of  clostridial  contamination  varied  widely 
from  3.8  per  cent  to  39  per  cent.  In  metro- 
politan Denver,  there  has  been  an  average  of 
three  to  five  cases  per  year  of  gas  gangrene 
for  the  past  five  years.  At  St.  Anthony  Hos- 
pital, Denver,  there  were  35  positive  cultures 
of  Clostridia  with  two  active  cases  of  gas  gan- 
grene in  1971. 

Gas  gangrene  is  a clinical  term  rather 
than  a bacteriologic  one.  Altemeier  has  clas- 
sified these  clinical  pictures  as  clostridial  in- 
fections and  crepitant  non-clostridial  lesions 
as  detailed  in  Table  1 and  Table  2.  In  the 

•Dr.  Weston  is  Clinical  Instructor  of  Surgery,  and  Dr. 
Kukral  is  Associate  Clinical  Professor  of  Surgery,  Univer- 
sity of  Colorado  Medical  School. 


TABLE  1 

CLOSTRIDIAL  INFECTIONS 

I.  Clostridial  Myositis 

A.  Spreading  or  diffuse  (Gas  Gangrene) 

1.  Crepitant 

2.  Non  Crepitant  or  Edematous 

3.  Mixed 

4.  Anaerobic 

B.  Localized 

1.  Crepitant 

2.  Non  Crepitant 

II.  Clostridial  Cellulitis  (Anaerobic  or  Crepitant) 

III.  Tetanus 

Altemeier  and  Fuller,  JAMA,  1971,  Vol.  217,  No.  6. 

TABLE  2 

CREPITANT  NON-CLOSTRIDIAL  LESIONS 

I.  Bacterial 

A.  Aerobic  Aerogenic  Infections 

1.  Conforms 

2.  Mixed 

B.  Hemolytic  Staphylococcal  Fasciitis 

C.  Hemolytic  Streptococcal  Gangrene 

D.  Anaerobic  Streptococcal  Infections 

E.  Infections  with  Bacteroides  Organisms 
H.  Non-bacterial 

A.  Trauma 

B.  Air  Hose  Injury 

C.  Hydrogen  Peroxide  Irrigation 

D.  Benzine  Injection 

Altemeier  and  Fuller,  JAMA,  1971,  Vol.  217,  No.  6. 

early  differential  diagnosis  of  an  infection 
with  possible  gas  gangrene,  the  gram  stain 
will  help  to  differentiate  the  coliforms,  the 
bacteroides,  staphylococci  and  the  strepto- 
cocci though  the  patient  will  require  very 
close  observation  to  rule  out  an  underlying 
clostridial  infection. 

We  are  reporting  two  fatal  cases  of  sys- 
temic infection  caused  by  clostridia  septique 
and  one  surviving  patient  who  had  clostridia 
perfringens. 
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CASE  REPORTS 

Case  1.  A female,  age  42,  was  admitted  to  the 
hospital  on  September  26,  1971,  and  expired  Sep- 
tember 28,  1971.  She  had  been  taking  Prednisone 
5 mgm  daily  for  several  years  for  chronic  lupus 
erythematosis.  She  was  known  to  have  leukopenia 
since  1970.  She  was  admitted  with  “gastroenteritis” 
and  in  mild  shock.  Temperature  was  102,  pulse 
100,  respiratory  rate  30.  A history  was  obtained  of 
a tooth  extraction  one  week  prior  to  admission. 
The  shock  and  liquid  stools  persisted,  and  she  was 
transferred  to  the  Medical  Intensive  Care  Unit. 
She  was  treated  with  fluids,  colloids,  vasopressors 
and  hydrocortisone. 

Approximately  18  hours  after  admission  she 
complained  of  aching  and  throbbing  in  the  left  leg. 
The  leg  was  noted  to  be  swollen  and  dusky.  A 
vascular  consultation  was  requested  and  shortly 
thereafter  a typical  dusty,  bronze-orange  lesion 
on  the  medial  thigh  was  noted  and  marked.  There 
was  rapid  progress  of  the  lesions  on  the  leg  and 
arms  over  the  next  two  hours.  (Fig.  1.)  A gram 
stain  of  the  fluid  from  beneath  blebs  in  the  medial 
thigh  revealed  gram  positive  bacilli  suggestive  of 
Clostridia.  Blood  cultures  were  negative.  She 
hemolized  from  an  hematocrit  of  36  on  admission 
to  an  hematocrit  of  20  over  12  hours  despite 
packed  cell  transfusions.  Admission  WBC  was 
2,500. 

The  patient  was  treated  vigorously  with  fluids, 
colloids,  blood  and  up  to  30  million  units  crystal- 


Fig.  1.  Photograph  of  thigh  of  patient  of  Case  1 
approximately  twenty  hours  after  admission. 


Fig.  2.  Photomicrograph  of  skeletal  muscle  of  Case 
1 showing  Clostridia  organisms  in  the  tissue. 


line  penicillin.  Over  the  course  of  a day  of  treat- 
ment in  the  Intensive  Care  Unit  she  received  ap- 
proximately 10  grams  of  Solu-Medrol.  Addition- 
ally, fasciotomies  were  carried  out  of  the  left  leg 
and  right  arm  as  a last  resort  for  preservation  of 
the  circulation.  Terminally  she  was  placed  on  a 
respirator.  She  expired  35  hours  after  admission. 

Postmortem  examination  revealed  a perforating 
ulcer  in  the  upper  rectum  with  fibrinous  material 
on  several  loops  of  bowel;  gas  gangrene  of  the  left 
buttock,  pelvis,  left  leg  and  right  arm  (Fig.  2); 
chronic  lupus  erythematosis;  splenomegaly;  and 
adrenal  cortical  atrophy. 

Case  2.  A male,  age  74,  was  admitted  November 
21,  1971,  and  expired  November  22,  1971.  He  had 
a past  history  of  hypertension  and  arthritis.  His 
medications  (intermittent  usage)  included  Buta- 
zolidin.  Cortisone  and  Diupres.  He  gave  a history 
of  a staphylococcal  infection  in  a finger  six  months 
previously  and  a tooth  extraction  two  months  be- 
fore admission.  Early  on  the  day  of  admission  he 
had  chills  and  sweating.  He  had  a cough  but  no 
chest  pain.  He  admitted  to  frequency  but  no  dys- 
uria.  On  admission  the  temperature  was  105,  pulse 
104,  respirations  32,  and  blood  pressure  78/0. 


Fig.  4.  X-ray  of  chest  of  Case  2 approximately 
eight  hours  after  admission  showing  gas  in  the 
subcutaneous  tissues. 
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He  was  admitted  to  the  Intensive  Care  Unit  and 
treated  as  a fever  of  unknown  origin,  possibly  a 
gram  negative  shock  or  pneumonia  (fulminating). 
Medication  included  10  million  units  of  crystalline 
penicillin,  Gentamycin,  Solu-Medrol,  Staphcillin, 
Lasix,  colloids  and  fluids.  The  admission  WBC  was 
1,049.  His  urine  output  remained  poor  during  the 
night.  Blood  cultures  were  drawn  and  later  one  of 
three  was  reported  positive  for  Clostridium  sep- 
tique  organisms. 

Fig.  3 shows  the  initial  x-ray  of  the  chest,  and 
Fig.  4 is  a film  approximately  eight  hours  later 
showing  gas  in  the  subcutaneous  tissues.  After 
approximately  twelve  hours,  he  developed  an 
orange-bronze  dusky  lesion  over  the  left  shoulder, 
right  thigh  and  right  lower  leg  with  rather  rapid 
associated  crepitus.  Approximately  twenty  hours 
after  admission  he  developed  a ventricular  fibril- 
lation and  terminally  aspirated  vomitus. 

Postmortem  examination  failed  to  reveal  a 
source  for  the  entrance  of  the  organism  despite  a 
careful  search  of  the  entire  G.I.  tract.  Final  diag- 
nosis included  Clostridia  septique  septicemia;  old 
rheumatoid  heart  disease;  chronic  arthritis;  bron- 
chopneumonia. The  adrenals  were  not  atrophied. 

Case  3.  An  obese  female,  age  31,  was  admitted 
September  1,  1970  to  an  emergency  room  with  com- 
plaints of  abdominal  pain  and  dark,  bloody  va- 
ginal drainage.  She  gave  a history  of  being  in  a 
hospital  in  another  city  two  weeks  previously  be- 
cause of  abdominal  pain.  She  was  Gravida  VIII, 
Para  VII.  She  was  told  that  her  pregnancy  tests 
were  negative.  The  day  prior  to  admission,  a 
physician  had  inserted  an  intrauterine  device. 

She  was  acutely  ill.  The  day  of  admission  her 
temperature  ranged  from  99  to  102.6,  pulse  was 
from  100-120,  respiratory  rate  was  24  and  blood 
pressure  was  110/120.  There  was  no  history  of  cor- 
tisone usage.  Her  total  WBC  was  16,000  with  a 
shift  to  the  left.  Fibrinogen  levels  were  normal. 
Initially  old  blood  was  present  at  the  cervical  os. 
The  size  of  the  uterus  was  difficult  to  ascertain 
because  of  her  obesity  and  her  intense  pain.  A 
smear  and  culture  of  the  os  was  obtained.  The 
smear  showed  mixed  organisms  and  blood.  Cul- 
ture revealed  Clostridium  perfringens,  and  was 
reported  approximately  24  hours  later. 

She  was  treated  initially  with  intravenous 
fluids,  Ampicillin  and  Kantrex.  She  was  re- 
examined about  eight  hours  after  admission  and 
at  this  time  a macerated  fetus  was  presenting  at 
the  cervical  os.  In  the  operating  room,  an  ex- 
tremely gentle  D&C  was  accomplished  with  a 
gauze  sponge  stick  and  blunt  curettes,  with  ade- 
quate emptying  of  the  uterus.  The  boggy  uterus 
then  contracted  down  with  the  aid  of  a slow  in- 
travenous pitocin  drip.  She  continued  to  improve, 
and  when  the  culture  report  was  available,  she 
was  additionally  placed  on  30  million  units  of 
crystalline  penicillin  daily.  No  further  surgery 
was  required,  and  she  was  discharged  in  seven 
days.  This  case  illustrates  Clostridia  cellulitis  (en- 
dometritis), which  is  more  favorable  for  recovery 
with  adequate  treatment  than  myositis. 


Discussion 

Clostridia  are  truly  ubiquitous  organisms. 
Fortunately  because  of  unknown  factors  as- 
sociated with  dosage,  virulence,  host  re- 
sistance and  lack  of  anaerobic  environment  or 
necrotic  tissue,  only  an  occasional  case  occurs 
in  an  average  practice.  A high  index  of  sus- 
picion is  necessary  because  there  is  such  a 
short  time  in  which  to  make  a diagnosis  and 
institute  the  proper  treatment  which  may  be 
life-saving  for  the  patient. 

Signs  and  symptoms  vary.  Clostridial 
myositis  has  a more  rapid  incubation  period, 
48-60  hours;  whereas  incubation  for  clos- 
tridial cellulitis  may  be  four  to  five  days.^ 
The  patient  is  pale  rather  than  flushed  and 
appears  much  more  ill  than  one  would  ex- 
pect with  an  early  postoperative  abscess  or 
pneumonia.  When  a clostridial  infection  de- 
velops in  a severely  injured  or  postoperative 
patient,  there  is  usually  a tachycardia,  ab- 
dominal distention,  with  nausea  and  vomit- 
ing of  rather  rapid  onset  and  occasionally 
hematemesis.  The  wound  must  be  thor- 
oughly inspected  and  if  one  is  a wound 
painter,  use  a clear  solution.  The  tissue  is 
mousey-colored,  musky  in  smell  and  often 
has  a dirty-brown,  watery  drainage.  The 
muscle  appears  gray  and  lifeless.  Crepitus 
is  a late  sign.  X-rays  will  often  show  gas  in 
the  tisuses  four  to  six  hours  after  the  onset. 

Treatment  of  clostridial  gas  gangrene  in- 
fection must  be  timely  and  adequate.  The  sep- 
tic shock  is  treated  initially  with  a central 
venous  pressure  line  in  place  and  serial  blood 
gases  as  needed.  Antibiotics  of  choice  remain 
penicillin  G up  to  30  million  units  daily  and 
tetracycline  two  to  four  grams  daily.  Corti- 
coids  may  be  indicated  in  treatment  of  the 
shock,  but  there  is  a question  of  whether  they 
aggravate  the  disease.  The  sina  quo  non  is 
adequate  debridement  with  the  wound  left 
open  for  hydrogen  peroxide  irrigations  and 
further  debridement  as  indicated.^  This 
means  amputation  or  wide  muscle  group  ex- 
cision in  an  extremity,  or  excision  of  as  much 
of  the  abdominal  wall  as  necessary  with  even 
insertion  of  a prosthetic  mesh  graft.  This  de- 
fect can  be  later  grafted.®  Glomerular  filtra- 
tion must  be  maintained  as  rather  rapid 
hemolysis  occurs.  Hyperalimentation  is  now 
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TABLE  3 

MORTALITY  IN  GAS  GANGRENE 
TREATED  WITH  HYPERBARIC  OXYGEN 


Number  of  Number  of  Mortality 


Authors 

Patients 

Deaths 

(Percent) 

Brummelkamp 

Glad,  Bouhoutsos 

40 

8 

20 

and  Douglas 

4 

2 

50 

Smith  et  al 

3 

0 

0 

Pascale  et  al 
Parkland  Memorial 

1 

0 

0 

Hospital,  Dallas 

3 

0 

0 

Jones,  Ronald  C.,  Post. 

Grad.  Med., 

Vol.  41:641-648,  1967. 

a valuable  added  tool  during  the  recovery  of 
the  patient  who  has  had  massive  abdominal 
debridement. 

Mortality  ranges  from  14.8  per  cent  to  64 
per  cent  in  various  series  depending  on  the 
type  of  infection  and  age  of  the  patient.^-^  In 
1961,  Brummelkamp  and  Boerema  reported 
excellent  results  in  reducing  morbidity  and 
mortality  by  the  use  of  hyperbaric  oxygen 
and  an  altitude  chamber.'’  It  has  been  shown 
that  with  three  atmospheres  of  pressure  and 
100  per  cent  oxygen  by  mask,  the  partial 
pressure  of  oxygen  can  be  raised  fifteen 
times,  up  to  2,000  millmeters  of  mercury.  It 
is  probable  the  only  modality  which  will 
change  the  near  100  per  cent  mortality  in 
systemic  clostridial  infections  is  the  hyper- 
baric chamber.^  Unfortunately,  most  of  us  do 
not  have  rapid  access  to  these  facilities.  There 
are  chambers  in  Texas,  Chicago  and  Min- 
neapolis. Military  air  evacuation  is  available 
to  save  a civilian  life  and  can  be  reached  by 
contacting  Washington,  D.  C.,  area  code 
202-693-5328. 

Needle  myringotomies  may  be  necessary 
in  the  unconscious  patient  and  slow  decom- 
pression is  essential  in  a sick  patient.  Also, 
one  should  be  aware  of  a possible  tension 


pneumothorax.  (Table  3.)  It  is  generally 
agreed  that  polyvalent  gas  gangrene  anti- 
toxin is  in  no  way  preventative  and  of  very 
questionable  value  in  actual  treatment.® 

The  overall  mortality  is  much  higher  in  in- 
dividuals over  age  60,  in  diabetics  and  in  pa- 
tients on  long  time  steroids.®  It  is  suggested 
that  one  consider  prophylactic  use  of  anti- 
biotics in  diabetics  and  in  patients  who  are 
chronic  steroid  users  and  who  are  undergoing 
biliary,  vascular  or  gastrointestinal  surgery. 

In  patients  with  colostomies  and  elderly 
people  who  are  incontinent  of  feces,  Clostridia 
can  often  be  cultured  on  the  skin.  Providone- 
iodine  compresses  and  skin  preparation  have 
been  shown  to  be  much  more  effective  than 
soap  and  water  in  reducing  the  clostridia  bac- 
teria count."  Brown"  reported  in  1966  two 
cases  of  clostridia  perfringens  complicating 
cesarean  sections  and  requiring  emergency 
hysterectomies.  He  reported  three  i>er  cent  of 
792  routine  lochia  cultures  showed  Clos- 
tridium perfringens. 

Harvey*"  has  pointed  out  the  danger  of  in- 
tramuscular injections  with  a vasopressor 
agent  in  reporting  the  death  of  a 22-year-old 
white  male  after  adrenalin  intramuscularly 
for  status  asthmaticus.  Postmortem  revealed 
Clostridium  perfringens  in  the  buttock  and 
along  the  needle  track.  Evans**  has  shown  ex- 
pverimentally  that  injections  of  adrenalin  into 
the  hamstrings  of  guinea  pigs  enhances  the 
growth  of  Clostridium  welchii  100,000  times. 

Summary 

Three  cases  of  clostridial  infection  and 
photographs  of  the  typical  appearance  of  the 
skin  lesion  have  been  presented.  The  diag- 
nosis and  treatment  of  gas  gangrene  is  re- 
viewed in  the  hope  of  emphasizing  a high 
index  of  suspicion  for  this  disease  in  the  post- 
operative or  post-traumatic  patient.  • 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
US-  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemicaily,  reducing  the  risk 
of  sensitization. 


INblCATtONS:Tfferapeut/ca//y,  used  a§  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
- organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Pmphylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

(POMIN  B-BACdRMN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  y,,  oz.  (approx.)  foil  packets. 


Wellconie 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


No.  99500 


A NEW  CONCEPT 
FOR  THIS  NEW 
DIAGNOSTIC  SET 

HALOGEN  LAMP 
ILLUMINATION 


• Twice  as  much  light  at  the  point  of 
diagnosis  from  exclusive  miniature  halogen 
lamps 

• Higher  light  intensity  over  entire  life  cycle 

• Better  color  fidelity  (closer  to  natural  sun- 
light) for  more  accurate  observations 

• Longer  life  expectancy  between  lamp  re- 
placement 

• New,  black  chrome  rechargeable  battery 
handles  provide  greater  power. 


GEO.  BERBERT  & SONS,  INC. 

1717  LOGAN  STREET,  DENVER,  COLORADO  80203  • TEL.  255-0408 
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Colorado  State  Science  Fair 

The  1973  Colorado  State  Science  Fair  was  held 
again  this  year  at  Cinderella  City  Shopping  Cen- 
ter on  April  13-14,  with  140  young  Colorado  scien- 
tists participating  in  the  competition. 


James  D.  Martha,  11th  grade  student  at  Gen- 
eral William  J.  Palmer  High  School  in  Colorado 
Springs  captured  First  Place  All  Awards  for  his 
exhibit  concerning  Cancer  in  Mice.  Mr.  Murtha 
also  won  the  Colorado  Medical  Society  Award  and 
will  have  his  exhibit  on  display  at  the  Annual  Ses- 
sion in  Colorado  Springs  in  September. 

He  has  also  won  First  Place  All  Exhibits  at  the 
1973  International  Science  and  Engineering  Fair, 
and  the  Kodak  Award  for  outstanding  scientific 
photography  at  the  Fair.  His  awards  as  winner  in 
the  International  competition  consisted  of  two 
$100  U.  S.  Savings  Bonds  and  a slide  rule. 


James  D.  Murtha,  an  11th  grade  student  at  Gen- 
eral William  J.  Palmer  High  School  in  Colorado 
Springs,  is  shown  with  his  First  Place  award  win- 
ing exhibit,  “Immunoprophylactic/ therapeutic 
Treatment  of  a Transplanted  Pleomorphic  Sar- 
coma of  Mice  with  Poly  l:c  Induced  Interferon”. 
After  winning  First  Place  in  the  Senior  High  Di- 
vision’s Zoology  category,  his  exhibit  was  selected 
as  best  in  the  entire  Colorado  State  Science  Fair. 


James  J.  Pattee,  III,  was  awarded  Second  Place 
All  Awards  for  his  exhibit  to  determine  star  colors 
with  black  and  white  photography.  Mr.  Pattee  is 
a 12th  grader  at  Roy  J.  Wasson  High  School  in 
Colorado  Springs. 

Both  James  Murtha  and  Jim  Pattee  competed 
in  the  International  Science  and  Engineering  Fair 
held  in  San  Diego  on  May  6-12.  All  expehses  for 
the  two  winners  were  paid  by  the  Colorado  State 
Science  Fair. 

The  Colorado  State  Science  Fair  is  sponsored 
by  the  Colorado  Medical  Society;  the  American 
Cancer  Society,  Colorado  Division;  the  U.S.  De- 
partment of  Commerce;  the  Denver  Post;  the 
Colorado  Engineering  Council,  and  the  Cinderella 
City  Merchants  Association.  The  Colorado  Medical 
Society,  with  Dr.  Calvin  Fisher  as  Fair  Director, 
handles  the  administrative  work  for  the  Colorado 
State  Science  Fair.  This  year  the  Fair  was  able 
to  offer  four  college  tuition  scholarshil>s,  one 
through  the  Colorado  School  of  Mines,  for  a full 
year’s  tuition  amounting  to  approximately  $450; 
and  several  book  scholarship  awards,  one  from  the 
Denver  Post  in  the  amount  of  $250,  in  addition  to 
the  regular  Science  Fair  awards  and  specialty 
awards  from  other  organizations.  The  U.S.  Depart- 
ment of  Commerce  offered  a summer  job  which 
was  accepted  by  Sharon  Gilbert,  one  of  the  di- 
visional winners.  The  Arctic  Alpine  Research  In- 
stitute also  awarded  ten  weeks’  room  and  board 
expense  as  a special  award  to  a winner. 

With  the  addition  of  these  valuable  awards  and 
the  excellence  of  the  judging  teams,  the  Colorado 
State  Science  Fair  has  again  been  able  to  provide 
rewarding  experiences  for  its  contestants. 

Dr.  Kenneth  A.  Kahn,  President-elect  of  the 
Colorado  Medical  Society,  introduced  the  principal 
speaker  at  the  Awards  Luncheon,  Senator  Peter 
Dominick.  Senator  Dominick  presented  the  scien- 
tists and  their  families  with  an  excellent  projec- 
tion of  the  problems  to  be  solved  in  our  environ- 
ment now  and  in  the  near  future. 


Jim  Pattee,  12th  grader  at  Roy  J.  Wasson  High 
School  in  Colorado  Springs,  is  shown  with  his 
award-winning  exhibit,  “Determining  the  Color  of 
Stars  with  Black  and  White  Photography”.  After 
placing  First  in  the  Senior  High  Physical  Sciences 
category,  his  exhibit  was  awarded  Second  Place 
All  Awards  honors  in  the  Colorado  State  Science 
Fair. 
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Bill  Jackson,  an  8th  grader  at  Fort  Morgan  Junior 
High,  was  selected  as  the  Second  Place  award  win- 
ner for  all  junior  high  exhibits  at  the  Colorado 
State  Science  Fair.  The  title  of  his  project,  entered 
in  the  Zoology  category,  is  “Circadian  Rhythm  in 
Gerhils”. 

Dr.  K.  Mason  Howard  judged  the  exhibits  for 
the  CMS  Award,  and  Dr.  Thomas  W.  Moffatt  pre- 
sented the  Award  at  the  luncheon. 

A complete  list  of  winners  follows: 

1973  REGULAR  SCIENCE  FAIR  AWARDS 

Top  Awards — All  Exhihits 

Junior  High 

1st  Place:  Richard  Tinkler,  9th  grade,  Mont- 
rose High,  Montrose,  “Simple,  Reliable 
Setting  Circuitry  for  an  Electric  Digital 
Clock” 

2nd  Place:  Bill  Jackson,  8th  grade.  Fort  Mor- 
gan Junior  High,  Fort  Morgan,  “Circadian 
Rhythm  in  Gerbils” 

3rd  Place:  Terry  Graves,  7th  grade.  La  Junta 
Junior  High,  Delhi,  “Are  Bacteria  in  the 
Milk  We  Drink?” 

Senior  High 

1st  Place:  James  D.  Murtha,  11th  grade.  Gen- 
eral William  J.  Palmer  High,  Colorado 
Springs,  “Immunoprophy lactic/therapeu- 
tic Treatment  of  a Transplanted  Pleo- 
morphic Sarcoma  of  Mice  with  Poly  l:c 
Induced  Interferon” 

2nd  Place:  Jim  Pattee,  12th  grade,  Roy  J. 
Wasson  High,  Colorado  Springs,  “Deter- 
mining the  Color  of  Stars  with  Black  and 
White  Photography” 

3rd  Place:  Roger  Olsen,  11th  grade.  Brush 
High,  Brush,  “Biological  Analysis  of  Pol- 
lution Levels  Along  the  South  Platte 
River” 


Botany  Exhibit  Awards 

Junior  High 

1st  Place:  Terry  Graves,  7th  grade.  La  Junta 
Junior  High,  Delhi,  “Are  Bacteria  in  the 
Milk  We  Drink?” 

2nd  Place:  Gloria  Denise  M.  Bornhoft,  9th 
grade.  Frenchman  RE-3,  Fleming,  “The 
Effects  of  Different  Wave  Lengths  of 
Light  on  Plant  Growth” 

3rd  Place:  Valana  Timroth,  9th  grade.  North 
Junior  High,  Colorado  Springs,  “Anti- 
biotics vs.  Mold” 

Hon.  Men.:  Richard  Olsheski,  9th  grade, 
Boltz  Junior  High,  Fort  Collins,  “Lead  on 
Ponderosa  Pine” 

Senior  High 

1st  Place:  Roger  Olsen,  11th  grade,  Brush 
High,  Brush,  “Biological  Analysis  of  Pol- 
lution Levels  Along  the  South  Platte 
River” 

2nd  Place:  Mai  Skoglund,  12th  grade,  Ala- 
meda High  School,  Lakewood,  “The  Ef- 
fect of  Sormd  Waves  on  Plant  Growth” 

3rd  Place:  Kevin  Gertig,  10th  grade.  Rocky 
Ford  High,  Rocky  Ford,  “Investigating 
Dominant  Algae  in  the  Oxidation  Pond 
Through  Chemical  Alteration  of  Their 
Environment” 

Hon.  Men.:  Larijo  Berridge,  10th  grade.  Pal- 
mer High,  Colorado  Springs,  “Identifying 
Blood  Groups  Through  the  Use  of  Plant 
Lectins” 

Engineering  Exhibit  Awards 

Junior  High 

1st  Place:  Richard  Tinkler,  9th  grade,  Mont- 
rose High  School,  Montrose,  “Simple,  Re- 
liable Setting  Circuitry  for  an  Electric 
Digital  Clock” 

2nd  Place:  Norman  Thompson,  9th  grade. 
Fort  Morgan  Junior  High,  Fort  Morgan, 
“Solar  Energy:  Is  It  an  Answer  to  Our 
Energy  Crisis?” 

3rd  Place:  Judy  Bolis,  8th  grade,  St.  Mary’s, 
Littleton,  “The  Use  of  Flyash  as  a Fire- 
proof Insulation” 

Hon.  Men.:  Carol  Meier,  8th  grade,  Wiggins 
Junior  High  School,  Wiggins,  “Aerody- 
namics” 

Senior  High 

1st  Place:  Sharon  Gilbert,  12th  grade.  Bay- 
field  High  School,  Bayfield,  “Weather 
Forecasting  Utilizing  High  Frequency 
Waves” 

2nd  Place:  George  Goebel,  10th  grade,  Jules- 
burg  High  School,  Julesburg,  “The  Per- 
formance of  a Solid  State  Laser  Sub- 
jected to  Cryogenic  Conditions” 

3rd  Place:  Robert  Lee  Russel,  12th  grade,  St. 
Mary’s  High,  Colorado  Springs,  “Leave 
the  Driving  to  ‘It’  ” 

Hon.  Men.:  Dale  R.  Pfau,  10th  grade,  Jules- 
burg High  School,  Julesburg,  “Develop- 
ment of  a 150  Kv  Particle  Accelerator” 
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Mathematics  Exhibit  Awards 

Junior  High 

1st  Place:  Joe  Davidek,  9th  grade,  Joseph 
Hodgkins  Junior  High  School,  Denver, 
“Magic  Numbers,  Squares,  and  Cubes” 

2nd  Place:  Carr  Smith,  7th  grade,  Lamar 
Jxmior  High  School,  Lamar,  “Computer 
Program  for  Adding  Fractions  and  Op- 
eration Go” 

3rd  Place:  Vanda  Kitashima,  8th  grade,  York 
Junior  High  School,  Thornton,  “Har- 
monic Motion” 

Hon.  Men.:  Brian  Allen  Pearsall,  9th  grade, 
Montrose  High  School,  Montrose,  “Pro- 
grammable Logic  Demonstrator” 

Senior  High 

1st  Place:  Arvind  N.  Srivastava,  12th  grade, 
Poudre  High  School,  Fort  Collins,  “The 
Nature  of  a Finite  Cosmology” 

2nd  Place:  William  N.  Schaffner,  12th  grade, 
Westminster  High  School,  Westminster, 
“Cellular  Automata  Configuration 
Theory” 

3rd  Place:  Thomas  D.  Schneider,  11th  grade, 
Boulder  High  School,  Boulder,  “A  Com- 
puter Model  of  a Hypothetical  Animal: 
The  Worm” 

Hon.  Men.:  Charles  David  Starkey,  12th 
grade,  Roy  J.  Wasson  Senior  High,  Colo- 
rado Springs,  “Theorems  of  Progressions” 


Physical  Sciences  Exhibit  Awards 
Junior  High 

1st  Place:  Rex  Craig,  8th  grade,  Prairie 
School,  Stoneham,  “An  Investigation  in 
F-Center  State  Distribution” 

2nd  Place:  Donald  Slavin,  8th  grade,  St. 
Peter  and  Paul,  Wheat  Ridge,  “The  Spec- 
troscope” 

3rd  Place:  Peter  Sandbom,  7th  grade,  Lesher 
High  School,  “Interaction  of  Rising  Hot 
and  Downward  Flowing  Air” 

Hon.  Men.:  James  Frank,  8th  grade.  Book- 
cliff  Junior  High,  Grand  Junction,  “Using 
Polarized  Light  to  Determine  the  De- 
terioration” 

Senior  High 

1st  Place:  Jim  Pattee,  12th  grade,  Roy  J. 
Wasson  High  School,  Colorado  Springs, 
“Determining  the  Color  of  Stars  with 
Black  and  White  Photography” 

2nd  Place:  David  T.  Lovering,  10th  grade, 
Lakewood  Senior  High,  Lakewood, 
“Plasma  Dynamics  — Is  It  Practical?” 
3rd  Place:  Kim  Brown,  10th  grade,  North- 
glenn High,  Northglenn,  “The  Principles 
of  the  Gas  Dynamic  Laser” 

Hon.  Men.:  Greg  Hauser,  12th  grade,  Mont- 
rose High,  Montrose,  “Cancellation  with 
Laser  Diffraction” 


Zoology  Exhibit  Awards 

Junior  High 

1st  Place:  Bill  Jackson,  8th  grade.  Fort  Mor- 
gan Junior  High  School,  Fort  Morgan, 
“Circadian  Rhythm  in  Gerbils” 

2nd  Place:  Kate  V.  Johnson,  9th  grade, 
Horace  Mann  Junior  High,  Colorado 
Springs,  “Vitamin  C and  the  Common 
Cold” 

3rd  Place:  Katy  Sullivan,  9th  grade.  North 
Junior  High  School,  Colorado  Springs, 
“A  Direct  and  Indirect  Comparison  of  the 
Natural  Learning  Abilities  in  Man  and 
Rat” 

Hon.  Men.:  Rodney  Scheetz,  7th  grade.  Delta 
Junior  High  School,  Delta,  “The  Amateur 
Paleontologist” 

Senior  High 

1st  Place:  James  D.  Murtha,  11th  grade.  Pal- 
mer High,  Colorado  Springs,  “Immuno- 
prophylactic/therapeutic  Treatment  of  a 
Transplanted  Pleomorphic  Sarcoma  of 
Mice  with  Poly  l:c  Induced  Interferon” 

2nd  Place:  Greg  Ogilvie,  12th  grade,  Salida 
High  School,  Salida,  “The  Effects  of 
Hexachlorophene  on  Class  Mammalia” 

3rd  Place:  Glenn  F.  Jones,  10th  grade,  Fow- 
ler High  School,  Fowler,  “Allergetic  An- 
tigen — A Bridge  or  a Block?” 

Hon.  Men.:  Kirk  E.  Mitchell,  10th  grade. 
Frenchman  RE-3,  Fleming,  “Do  Colored 
Lights  Affect  the  Sex  of  Fruit  Fly  Off- 
spring?” 

1973  SPECIAL  AWARDS 

Amelia  Earharl  Award, 

Zonta  Club  of  Boulder  County 

Carol  Meier,  8th  grade,  Wiggins  Junior 
High,  Wiggins,  “Aerodynamics”  (E) 

American  Astronautical  Society 

Senior  High 

Dale  R.  Pfau,  10th  grade,  Julesburg  High 
School,  Julesburg,  “Development  of  a 150 
Kv  Particle  Accelerator”  (E) 

Junior  High 

Vanda  Kitashima,  8th  grade,  York  Junior 
High  School,  Thornton,  “Harmonic  Mo- 
tion” (M) 

American  Cancer  Society,  Colorado  Division 

Senior  High 

James  D.  Murtha,  11th  grade,  Palmer  High, 
Colorado  Springs,  “Immunoprophylactic/ 
therapeutic  Treatment  of  a Transplanted 
Pleomorphic  Sarcoma  of  Mice  with  Poly 
l:c  Induced  Interferon”  (Z) 

Junior  High 

Kevin  Elisha,  9th  grade,  Dolores  County 
High  School,  Dolores,  “Cancer  Research 
for  Yourself”  (Z) 
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American  Society  for  Microbiology 
Senior  High 

1st  Place:  Glenn  F.  Jones,  10th  grade,  Fow- 
ler, “Allergetic  Antigen  — A Bridge  or 
a Block?”  (Z) 

2nd  Place:  Roger  Olsen,  11th  grade.  Brush 
High  School,  Brush,  “Biological  Analysis 
of  Pollution  Levels  along  the  South 
Platte  River”  (B) 

3rd  Place:  Janna  McCall,  10th  grade.  Rocky 
Ford  High  School,  Rocky  Ford,  “Could 
Amino  Acids  Be  Produced  From  the 
Primitive  Atmospheric  Gases?”  (E) 
Junior  High 

1st  Place:  Cindy  Lykkehoy,  8th  grade, 
Arickaree,  Cope,  “Isolation  of  Escherichia 
coli”  (B) 

Valana  Timroth,  9th  grade.  North  Junior 
High,  Colorado  Springs,  “Antibiotics 
vs.  Mold”  (B) 

2nd  Place:  Terry  Graves,  7th  grade.  La  Junta 
Junior  High,  Delhi,  “Are  Bacteria  in  the 
Milk  We  Drink?”  (B) 

3rd  Place:  Raenell  K.  Heath,  8th  grade. 
Frenchman  RE-3,  Fleming,  “What  Kinds 
or  Types  of  Mold  are  in  the  SoU?”  (B) 

American  Speech  and  Hearing  Association 
Senior  High 

1st  Place:  James  Murtha,  11th  grade.  Palmer 
High  School,  Colorado  Springs,  “Immuno- 
prophylactic/therapeutic  Treatment  of  a 
Transplanted  Pleomorphic  Sarcoma  of 
Mice  with  Poly  l:c  Induced  Interferon” 
(Z) 

2nd  Place:  Raymond  E.  Jones,  12th  grade, 
Fowler  High  School,  Fowler,  “The  Proc- 
ess of  Learning,  a Study  of  Ambystoma 
Tigrmum”  (Z) 

3ni  Place:  Greg  Ogilvie,  12th  grade,  Salida 
High  School,  Salida,  “The  Effects  of 
Hexachlorophene  on  Class  Mammalia” 
(Z) 

Hon.  Men.:  Sharon  Gilbert,  12th  grade.  Bay- 
field  High  School,  Bayfield,  “Weather 
Forecasting  Utilizing  High  Frequency 
Waves”  (E) 

Junior  High 

1st  Place:  Bill  Jackson,  8th  grade.  Fort  Mor- 
gan Junior  High,  Fort  Morgan,  “Circadian 
Rhythm  in  GerbUs”  (Z) 

2nd  Place:  Sandra  McPherson,  7th  grade, 
Scott  Carpenter  Junior  High,  West- 
minster, “An  Experiment  in  Learning” 
(Z) 

3rd  Place:  Shannon  Baessler,  8th  grade,  Wig- 
gins Junior  High,  Wiggins,  “The  Effect 
of  Centrifugal  Force  on  the  Growth  Hor- 
mones of  Beans”  (B) 

Hon.  Men.:  Bob  Charbonnel,  9th  grade, 
Washington  Irving  Junior  High,  Colorado 
Springs,  “Journey  of  a Thousand  Miles 
— Part  I”  (Z) 


Colorado  Medical  Society 
Senior  High 

James  D.  Murtha,  11th  grade.  Palmer  High, 
Colorado  Springs,  “Immunoprophylactic/ 
therapeutic  Treatment  of  a Transplanted 
Pleomorphic  Sarcoma  of  Mice  with  Poly 
l:c  Induced  Interferon”  (Z) 

Colorado  Mineral  Society 
Jimior  High 

1st  Place:  Donald  Slavin,  8th  grade,  St.  Peter 
and  Paul,  Wheat  Ridge,  “The  Spectro- 
scope” (P) 

2nd  Place:  Matthew  Olson,  9th  grade,  Kar- 
val  Public  School,  Karval,  “Was  South  of 
Karval  Once  a Sea?”  (P) 

3rd  Place:  Kathy  Johnson,  9th  grade,  Wig- 
gins Junior  High,  Wiggins,  “Polarized 
Light”  (P) 

Hon.  Men.:  Randy  Norberg,  7th  grade, 
Hodgkins  Jimior  High,  Westminster, 
“Solar  Power  in  the  Energy  Crisis”  (P) 

Colorado  Psychological  Association 

Junior  High 

Val  Boughman,  7th  grade.  West  School, 
Yuma,  “The  Effect  of  Soimd  on  Learn- 
ing” (P) 

Colorado  Science  Teachers’  Association 
Senior  High 

Greg  Hauser,  12th  grade,  Montrose  High 
School,  Montrose,  “Cancellation  with 
Laser  Diffraction”  (P) 

Jimior  High 

Kate  V.  Johnson,  9th  grade,  Horace  Mann 
Junior  High,  Colorado  Springs,  “Vitamin 
C and  the  Common  Cold”  (Z) 

Colorado  Scientific  Society 
Junior  High 

1st  Place:  Rodney  Scheetz,  7th  grade.  Delta 
Junior  High,  Delta,  “The  Amateur  Pa- 
leontologist” (Z) 

2nd  Place:  Reesa  Singley,  8th  grade,  Broom- 
field Junior  High,  Broomfield,  “Vol- 
canoes and  Earthquakes”  (P) 

Hon.  Men.:  Matthew  Olson,  9th  grade,  Kar- 
val Public  School,  Karval,  “Was  South  of 
Karval  Once  a Sea?”  (P) 

Colorado  State  Society  of  Medical 
Technologists  and  Colorado  Society  of 
Clinical  Pathologists 

Senior  High 

Kevin  Gertig,  10th  grade.  Rocky  Ford  High 
School,  Rocky  Ford,  “Investigating  Dom- 
inant Algae  in  the  Oxidation  Pond 
Through  Chemical  Alteration  of  their 
Environment”  (B) 

Jimior  High 

Richard  Olsheski,  9th  grade,  Boltz  Junior 
High,  Fort  Collins,  “Lead  on  Ponderosa 
Pine”  (B) 
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Eastman  Kodak  Company 

Senior  High 

Jim  Pattee,  12th  grade,  Roy  J.  Wasson  High 
School,  Colorado  Springs,  “Determining 
the  Color  of  Stars  with  Black  and  White 
Photography”  (P) 

Kevin  Gertig,  10th  grade,  Rocky  Ford  High 
School,  Rocky  Ford,  “Investigating  Dom- 
inant Algae  in  the  Oxidation  Pond 
Through  Chemical  Alteration  of  Their 
Environment”  (B) 

Junior  High 

Elizabeth  Lee  Garrison,  7th  grade,  Lincoln 
Junior  High,  Fort  Collins,  “Vibrations” 
(P) 

Donald  Slavin,  8th  grade,  St.  Peter  and 
Paul,  Wheat  Ridge,  “The  Spectroscope” 
(P) 

Institute  of  Arctic  and  Alpine  Research 
Senior  High 

Roger  Olsen,  11th  grade.  Brush  High  School, 
Brush,  “Biological  Analysis  of  Pollution 
Levels  Along  the  South  Platte  River” 
(B) 

Research  Society  of  America 
Senior  High 

Jim  Pattee,  12th  grade,  Roy  J.  Wasson  High 
School,  Colorado  Springs,  “Determining 
the  Color  of  Stars  with  Black  and  White 
Photography”  (P) 

Society  of  Mining  Engineers  of  AIME 
Senior  High 

David  T.  Lovering,  10th  grade,  Lakewood 
Senior  High  School,  Lakewood,  “Plasma 
Dynamics  — Is  It  Practical?”  (P) 

Junior  High 

Judy  Bolis,  8th  grade,  St.  Mary’s,  Littleton, 
“The  Use  of  Flyash  as  a Fireproof  Insula- 
tion” (E) 

Society  of  Women  Engineers 

Senior  High 

1st  Place:  Sharon  Gilbert,  12th  grade.  Bay- 
field  High  School,  Bayfield,  “Weather 
Forecasting  Utilizing  High  Frequency 
Waves”  (E) 

2nd  Place:  Janna  McCall,  10th  grade,  Rocky 
Ford  High  School,  Rocky  Ford,  “Could 
Amino  Acids  Be  Produced  from  the 
Primitive  Atmospheric  Gases?”  (E) 
Junior  High 

1st  Place:  Elizabeth  Lee  Garrison,  7th  grade, 
Lincoln  Jtmior  High,  Fort  Collins,  “Vi- 
brations” (P) 

2nd  Place:  Judy  Bolis,  8th  grade,  St.  Mary’s, 
Littleton,  “The  Use  of  Flyash  as  a Fire- 
proof Insulation”  (E) 

3rd  Place:  Laurie  Hendrickson,  8th  grade, 

Wiggins  Junior  High,  Wiggins,  “Recycled 
Paper”  (P) 


United  States  Department  of  Commerce 

Senior  High 

Sharon  Gilbert,  12th  grade,  Bayfield  High 
School,  Bayfield,  “Weather  Forecasting 
Utilizing  High  Frequency  Waves”  (E) 

United  States  Army 

Senior  High 

Kevin  Gertig,  10th  grade,  Rocky  Ford  High 
School,  Rocky  Ford,  “Investigating  Dom- 
inant Algae  in  the  Oxidation  Pond 
Through  Chemical  Alteration  of  Their 
Environment”  (B) 

Charles  David  Starkey,  12th  grade,  Roy  J. 
Wasson  Senior  High,  Colorado  Springs, 
“Theorems  of  Progressions”  (M) 

Jim  Pattee,  12th  grade,  Roy  J.  Wasson  High 
School,  Colorado  Springs,  “Determining 
the  Color  of  Stars  with  Black  and  White 
Photography”  (P) 

Raymond  E.  Jones,  12th  grade,  Fowler  High 
School,  Fowler,  “The  Process  of  Learn- 
ing, a Study  of  Ambystoma  Tigrinum” 
(Z) 

Junior  High 

Richard  Olsheski,  9th  grade,  Boltz  Junior 
High,  Fort  Collins,  “Lead  on  Ponderosa 
Pine”  (B) 

Ken  Schell,  9th  grade,  Northglenn  Junior 
High,  Northglenn,  “Experiments  with 
Gerbil,  Hamster,  and  Mouse  Breeding” 
(Z) 
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United  States  Air  Force 

Senior  High 

David  T.  Lovering,  10th  grade,  Lakewood 
Senior  High,  Lakewood,  “Plasma  Dy- 
namics — - Is  It  Practical?”  (P) 

Robert  Lee  Russel,  12th  grade,  St.  Mary’s 
High,  Colorado  Springs,  “Leave  the  Driv- 
ing to  ‘It’  ” (E) 

Kevin  Gertig,  10th  grade.  Rocky  Ford  High 
School,  Rocky  Ford,  “Investigating  Dom- 
inant Algae  in  the  Oxidation  Pond 
Through  Chemical  Alteration  of  Their 
Environment”  (B) 

Glenn  F.  Jones,  10th  grade,  Fowler  High 
School,  Fowler,  “Allergetic  Antigen  — A 
Bridge  or  a Block?”  (Z) 

Dale  R.  Pfau,  10th  grade,  Julesburg  High 
School,  Julesburg,  “Development  of  One 
Hundred  and  Fifty  Kv  Particle  Acceler- 
ator” (E) 

Arvind  N.  Srivastava,  12th  grade,  Poudre 
High  School,  Fort  CoUins,  “The  Nature 
of  a Finite  Cosmology”  (M) 

Kirk  E.  Mitchell,  10th  grade.  Frenchman 
RE-3,  Fleming,  “Do  Colored  Lights  Af- 
fect the  Sex  of  Fruit  Fly  Offspring?”  (Z) 

Greg  Ogilvie,  12th  grade,  Salida  High 
School,  Salida,  “The  Effects  of  Hexa- 
chlorophene  on  Class  Mammalia”  (Z) 

United  States  Navy 
Senior  High 

James  Murtha,  11th  grade.  Palmer  High 
School,  Colorado  Springs,  “Immuno- 
prophylactic/therapeutic  Treatment  of  a 
Transplanted  Pleomorphic  Sarcoma  of 
Mice  with  Poly  l:c  Induced  Interferon” 
(Z) 

Kevin  Gertig,  10th  grade.  Rocky  Ford  High 
School,  Rocky  Ford,  “Investigating  Dom- 
inant Algae  in  the  Oxidation  Pond 
Through  Chemical  Alteration  of  Their 
Environment”  (B) 


American  College  of  Physicians 

John  A.  Layne,  MD,  Great  Falls,  Montana,  was 
elected  Vice-President  of  the  23,000-member 
American  College  of  Physicians  at  the  annual 
business  meeting  of  the  medical  specialty  society 
on  April  12,  1973. 

Robert  V.  Elliott,  MD,  of  Denver,  and  Donald 
E.  Smith,  MD,  of  Salt  Lake  City,  were  among 
those  from  oiu*  area  who  were  chosen  to  serve  as 
Governors  of  this  Society. 


Southwestern  Regional 
Pediatric  Pulmonary  Center 

RESPIRATORY  THERAPY  FOR 
CHILDREN  AND  YOUNG  ADULTS 

Lovelace  Foundation  for  Medical  Education  and 
Research,  Albuquerque,  New  Mexico 
June  18-22,  1973 

Approved  AAGP  credit,  24  hours,  and  New 
Mexico  Continuing  Education  credit. 


SEVENTH  ANNUAL  GENETICS  SEMINAR 
Boulder  River  School  and  Hospital, 

Boulder,  Montana 
July  2-3,  1973 

Interested  persons  are  invited  to  register  in  ad- 
vance. 

Penrose  Hospital 

CURRENT  CONCEPTS  IN 
THYROID  DISEASE— SYMPOSIUM 

Broadmoor  Hotel,  Colorado  Springs 
July  14,  1973 

No  registration  fee.  Further  information  may 
be  obtained  from  Dr.  Frederick  R.  Gydesen,  Di- 
rector of  Nuclear  Medicine,  Penrose  Hospital,  2215 
N.  Cascade  Ave.,  Colorado  Springs  80907. 


2nd  ANNUAL  SANTA  FE 
CARDIOLOGY  SYMPOSIUM 

Santa  Fe  Hilton,  Santa  Fe,  New  Mexico 
July  19-21,  1973 

Morning  Discussions:  Thromboembolic  Disease, 
Cardiovascular  Emergencies,  and  What’s  New  in 
Cardiology  in  1973? 

Afternoon  Workshops:  Arrhythmias,  ECG  Re- 
view, Respirators — in  practice.  Treatment  of  Shock, 
and  Auscultation  workshop. 

For  further  information  concerning  this  Sym- 
posium, write  Richard  D.  Lueker,  MD,  201  Cedar, 
SE,  Albuquerque,  New  Mexico  87106. 


American  College  of  Physicians 

1973  REGIONAL  MEETING 

Jackson  Lake  Lodge,  Jackson  Hole,  Wyoming 

September  8,  1973 
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International  Radiation 
Protection  Association 

THIRD  INTERNATIONAL  CONGRESS 

Washinfton-Hilton  Hotel,  Washington,  D.  C. 
September  9-14,  1973 

IRPA  was  formed  in  1966.  Previous  Congresses 
have  been  held  in  Rome,  Italy,  in  1966,  and  in 
Brighton,  England,  1970. 

Inquiries  concerning  the  Congress  may  be  di- 
rected to  Mr.  Robert  A.  Catlin,  Congress  Secretary- 
General,  U.S.  Atomic  Energy  Commission,  Wash- 
ington, D.  C.  20545. 


Lovelace  Foundation  for 
Medical  Education  and  Research 

NEUROLOGY  AND  NEUROSURGERY  FOR 
THE  PRIMARY  PHYSICIAN— SEMINAR 

Lovelace  Center  for  the  Health  Sciences, 
Albuquerque,  New  Mexico 
September  14-15,  1973 

Inquiries  regarding  this  course  may  be  directed 
to  the  Office  of  Education  of  the  Lovelace  Founda- 
tion for  Medical  Education  and  Research,  5200 
Gibson  Blvd.,  SE,  Albuquerque,  New  Mexico  87108. 
(505)  842-7353. 


Montana  Medical  Association 

95TH  ANNUAL  MEETING 

Holiday  Inn-West,  Billings,  Montana 
October  4-6,  1973 

Boulder  River  School  and  Hospital 


Society  for  Computer  Medicine 

THIRD  NATIONAL  CONFERENCE 

Denver,  Colorado 
November  8-10,  1973 

Conference  will  include  sessions  on  multiphasic 
testing,  computer  EKGs,  on-line  patient  monitor- 
ing, laboratory  systems,  medical  information  sys- 
tems, history  systems,  computer  based  medical  rec- 
ords, and  medical  standards  and  automation. 
Anyone  interested  in  the  use  of  computers  for 
health  care  should  find  this  conference  of  value. 

For  additional  information  or  registration,  con- 
tact Joseph  M.  Edelman,  MD,  President,  Society 
for  Computer  Medicine,  200  Professional  Center, 
244  Peachtree  Blvd.,  Baton  Rouge,  Louisiana 
70806. 


DOES  YOUR 
INCOME 
STOP 

IF  YOU’RE  SICK 
OR  HURT 
AND  CAN’T 
WORK? 


Colorado  Medical  Society  Insurance  Program 

Please  rush  full  details  on  the  Income  Protection  Plan  avoilable 
to  me  os  a member. 


If  so,  how  would  you  pay  those  everyday  household  bills?  Would  you 
have  to  dip  into  your  savings  account  or  even  worse,  apply  for  a 
second  mortgage  on  your  home? 

Instead,  find  out  about  the  Colorado  Medical  Society  Income  Protection 
Plan  — insurance  coverage  that  pays  you  emergency  benefits  when  a 
covered  sickness  or  disability  keeps  you  from  working.  As  a Colorado 
Medical  Society  member,  you  can  purchase  plans  that  pay  from  $1  00.00 
to  $1,000.00  a month,  depending  on  the  plan  you  choose  and  qualify  for. 
The  emergency  benefits  are  paid  directly  to  you,  to  use  as  you  see  fit. 

ACT  NOW!  Fill  out  and  mail  the  coupon  for  full  information  on  the 
Colorado  Medical  Society  Income  Protection  Plan.  There's  no  obligation. 
Hurry! 

UNDERWRITTEN  BV 

Mutual 

3?iOmfllia,\L/ 

The  people  who  poi/... 

Life  Insurance  Affiliate:  United  of  Omaha 


NAME. 


ADDRESS. 
CITY. 


STATE. 


ZIP_ 


MUTUAl  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE:  OMAHA.  NEBRASKA 

Mail  Coupon  to  Your  Nearest  Representative: 


CON  LITZ 

4800  Wadsworth  Plazo 
Suite  300 

Wheat  Ridge,  Colorado  80033 


CARL  RODERICK 
2627  West  10th  Street 
Greeley,  Colorado  80631 


TONY  OCCHIUTO 
1702  North  Circle  Drive 
P-O.  Box  9226,  Station  A 
Colorado  Springs,  Colorado  30932 


MAIL  TODAY! 
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Rocky  Mountain  Cancer 


Conference 


Brown  Palace  Hotel,  Denver,  Colorado 


July  1344,  1973 


Co-sponsored  by  the  Ameriean  Cancer  Society,  Colorado  Division 
and  the  Colorado  Medical  Society 

NO  REGISTRATION  FEE 
Approved  for  AAGP  Credit 


CANCER  SCREENING;  PROGRAMS,  PROGRESS,  PROBLEMS 


Friday,  July  13 

Morning  Session 

8:00  a.m.--REGISTRATION 

9:00  a.m.— WELCOME 

J.  Robert  Spencer,  MD 
President,  Colorado  Division 
of  American  Cancer  Society 

Arthur  I.  Holleb,  MD 
Senior  Vice  President, 

Medical  Affairs  and  Research 
American  Cancer  Society,  Inc. 

William  A.  H.  Rettberg,  MD 
President,  Colorado  Medical  Society 

Russell  B.  Roth,  MD 
President-elect,  American  Medical 
Association 

9:30  a.m.— PRESENTATION  OF  SCIENTIFIC 

PAPERS  Ballroom 

Presiding:  William  R.  Nelson,  MD 

9:30  a.m. — Efficacious  Examinations  in  the  Early 
Detection  of  Cancer 
Victor  A.  Gilbertson,  MD 

10:00  a.m. — COFFEE  BREAK  Promenade 

10:15  a.m. — Problems  in  the  Control  of  Cervix 
Cancer 

William  M.  Christopherson,  MD 


10:45  a.m. — Breast  Cancer  Detection 
Demonstration  Project 

Arthur  I.  Holleb,  MD 

11:15  a.m. — The  Potential  of  Immunology  in 
Cancer  Screening 
Loren  J.  Humphrey,  MD,  PhD 

lS:00noon — LUNCHEON  Prospector  Suite 

Presiding:  Kenneth  C.  Sawyer,  MD 
Speaker:  Russell  B.  Roth,  MD 

Afternoon  Session 

1:45  p.m. — ^Limitations  of  Lymphangiography 
Ronald  Castellino,  MD 

2:15  p.m. — Cytologic  Screening  for  Lung  Cancer 
Geno  Saccomanno,  MD,  PhD 

2:45  p.m.~~PANEL  DISCUSSION:  Cancer 
Screening  — Programs,  Progress, 
Problems 

Moderator: 

Dr.  William  M.  Christopherson 

Panel  Members: 

Ronald  Castellino,  MD 
William  M.  Christopherson,  MD 
Victor  A.  Gilbertson,  MD 
Arthur  I.  Holleb,  MD 
Loren  J.  Humphrey,  MD,  PhD 
Geno  Saccomanno,  MD,  PhD 
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Saturday,  July  14 

Morning  Session 

9:00  a.m.— -CONTINENTAL 

BREAKFAST  Central  City  Room 
Presiding:  William  R.  Nelson,  MD 

9:30  a.m. — Cancer  Detection  Programs  — Future 

Victor  A.  Gilbertson,  MD 

10:00  a.m. — The  Problems  of  Endometrial 
Carcinoma 

William  M.  Christopherson,  MD 

10:30  a.m. — COFFEE  BREAK  Promenade 

10:45  a.m. — Cancer  Therapy  — The  Patient’s 
Right  to  Choose? 

Arthur  I.  Holleb,  MD 

11:15  a.m.— Problems  of  Cancer  Immunotherapy 

Loren  J.  Humphrey,  MD,  PhD 

11:45  a.m.— Procedures  Beyond  Initial  Screening 

Ronald  Castellino,  MD 

12:15  a.m.— ADJOURNMENT 


William  M.  Christopherson, 
MD 

Professor  and  Chairman, 
Department  of  Pathology 
University  of  Louisville 
School  of  Medicine 
Louisville,  Kentucky 
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Arthur  I.  Holleb,  MD 
Senior  Vice  President 
for  Medical  Affairs 
and  Research 
American  Cancer 
Society,  Inc. 

New  York,  New  York 


Victor  A.  Gilbertson,  MD 
Department  of  Surgery 
University  of  Minnesota 
Medical  Center 
Minneapolis,  Minnesota 


Russell  B.  Roth,  MD 
President-elect, 
American  Medical 
Association 
(Erie,  Pennsylvania) 


Ronald  Castellino,  MD 
Department  of  Radiology 
Stanford  University 
Palto  Alto,  California 


Geno  Saccomanno, 
MD,  PhD 
Chairman, 

Department  of  Pathology 
St.  Mary’s  Hospital 
Grand  Junction,  Colorado 
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University  of  New  Mexico 
School  of  Medicine 

Dr.  Ernest  Simon,  former  professor  of  medicine 
at  the  University  of  New  Mexico  School  of  Med- 
icine, has  been  named  director  of  the  Division  of 
Blood  Diseases  and  Resources  of  the  National 
Heart  and  Lung  Institute  in  Bethesda,  Maryland. 

This  Division,  which  has  a current  budget  of 
$38.1  million,  and  is  one  of  six  within  NHLI,  is 
made  up  of  four  branches  dealing  with:  (1)  throm- 
bosis (blood  clots  in  the  heart  or  blood  vessels) 
and  hemorrhagic  disease  (hemophilia,  etc.);  (2) 
manpower  and  resources;  (3)  blood  resources 
(blood  banking);  and  (4)  sickle  cell  anemia  (a 
genetic  blood  disorder  primarily  afflicting  Blacks 
but  found  in  other  ethnic  groups). 

Dr.  Simon  was  among  the  initial  nine  faculty 
members  to  establish  the  UNM  School  of  Medicine 
where  he  served  until  recently  as  a professor  of 
medicine.  He  came  to  UNM  from  the  University 
of  Washington  where  he  was  instructor  and  as- 
sistant professor  of  medicine. 

Dr.  Simon’s  work  at  UNM  included  work  on 
cell  reversal  rather  than  destruction  as  a means 
toward  a cancer  cxire.  His  research  includes  vari- 
ous aspects  of  red  blood  cell  storage  and  preser- 
vation, the  description  and  investigation  of  sev- 
eral inherited  abnormalities  of  red  cell  metabolism, 
and  a comparative  investigation  of  the  metabolism 
of  human  and  pig  red  blood  cells. 


University  of  Utah  Medical  Center 

Chances  of  Heart  Disease 
Reduced  in  Nonsmokers 

A specialist  in  internal  medicine  at  the  Univer- 
sity of  Utah  Medical  Center  says  the  hazards  of 
heart  disease  resulting  from  cigarette  smoking  are 
greatly  reduced  within  one  year  of  quitting. 

Dr.  John  H.  Holbrook,  who  also  serves  as  con- 
sultant to  the  U.S.  Public  Health  Service,  said 
the  nation’s  biggest  killer  in  relation  to  smoking 
is  coronary  artery  disease. 

He  reports  that  according  to  his  study,  lung 
cancer  kills  70,000  persons  yearly  with  80  per  cent 
of  those  deaths  blamed  on  smoking,  but  coronary 
artery  disease,  which  kills  600,000  annually,  ac- 
counts for  more  cigarette  smoking-related  deaths 
each  year  than  any  other  illness. 

Through  his  connection  with  the  Public  Health 
Service,  Dr.  Holbrook  assists  in  reviewing  and 
evaluating  hundreds  of  scientific  articles  pub- 
lished each  year  on  the  health  hazards  of  smok- 
ing. His  studies  identify  cigarette  smoking  as  one 


of  the  three  major  risk  factors  leading  to  the  de- 
velopment of  heart  disease.  The  others  are  high 
blood  pressure  and  elevated  serum  cholesterol, 
with  the  latter  being  a measurement  of  a specific 
fatty  substance  found  in  the  blood. 

He  said  smoking  contributes  to  plugging  up 
the  arteries  and  they  become  increasingly  calci- 
fied. In  addition,  several  substances  present  in 
cigarette  smoking  contribute  to  abnormal  heart 
fimction.  For  example,  nicotine  makes  the  heart 
work  harder  and  the  added  activity  requires  more 
oxygen  for  the  heart.  Then,  the  carbon  monoxide 
in  the  smoke  impairs  delivery  of  oxygen  to  the 
organ.  Dr.  Holbrook  said  this  is  a prelude  to  heart 
attacks  in  advanced  cases. 

He  also  noted  that  in  advanced  illnesses  such 
as  emphysema  and  chronic  bronchitis,  cigarette 
smoking  may  result  in  permanent  damage  which 
can’t  be  corrected  by  quitting  the  habit. 

The  specialist’s  comments  also  showed  concern 
for  the  effects  smoking  has  on  an  unborn  child, 
which  he  described  as  “a  passive,  involuntary 
smoker”  if  the  mother  smokes. 

“Substances  such  as  carbon  monoxide  and  nic- 
otine pass  from  the  smoking  mother’s  blood  into 
the  imbom  child’s  blood  and  exposure  to  such 
substances  accounts  for  the  fact  that  infants  born 
to  smoking  mothers  weigh  significantly  less  than 
those  bom  to  nonsmokers.”  Dr.  Holbrook  also  ob- 
served that  smaller  babies  have  more  difficulty 
surviving  birth. 

You  Can  Order 
REPRINTS 

of  any  feature  or  advertisement 
appearing  in 

The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after 
date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable. 

For  further  information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1601  East  19th  Avenue 
Denver,  Colorado  80218 
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Colorado 

Lester  L.  Ward,  MD,  died  April  20,  1973  in 
Pueblo,  after  a prolonged  illness.  Bom  October  4, 
1897  in  Willard,  Utali,  educated  in  the  public 
schools  of  that  community.  Box  Elder  and  Brigham, 
Utah,  he  attended  the  University  of  Utah  where 
he  was  awarded  a BS  degree  in  1923.  His  medical 
education  was  acquired  at  the  University  of 
Pennsylvania,  Philadelphia.  After  graduate  train- 
ing at  Fitzsimons  General  Hospital  and  St.  Joseph’s 
Hospital,  Denver,  in  1928  he  established  a general 
practice,  including  surgery,  in  Pueblo,  where  he 
remained  until  his  retirement  in  1970. 

Doctor  Ward  was  active  in  organized  medicine, 
having  been  president  of  Pueblo  County  Medical 
Society  and  Acting  President  of  Colorado  Medical 
Society,  1948-49.  He  was  past  president  of  the 
Pueblo  Clinical  and  Pathological  Society.  He  was 
surgeon  of  the  Denver  and  Rio  Grande  Western 
Railroad  and  belonged  to  the  American  Associa- 
tion of  Railway  Surgeons.  He  was  a member  of 
the  Colorado  State  Board  of  Medical  Examiners 
from  1953  to  1959  and  president  of  the  staff  of  St. 
Mary-Corwin  Hospital,  Pueblo,  in  1957.  He  be- 
longed to  the  Southwest  Surgical  Congress  and  the 
American  Academy  of  General  Practice  and  was 
a member  of  the  Elks,  Kiwanis,  and  Pueblo  Coun- 
try Club. 

During  World  War  II,  Doctor  Ward  served  as 
chairman  of  the  Medical  Advisory  Board  to  Pueblo 
Draft  Board  No.  2,  holding  the  military  rank  of 
Major  in  the  Medical  Corps. 

Doctor  Ward  was  married  to  Alysmai  Pfeffer 
in  1929.  In  addition  to  his  widow,  he  is  survived 
by  three  sons,  Lester  L.,  Jr.,  an  attorney  living  in 
Pueblo,  Dr.  Harry  P.,  Dean,  University  of  Colorado 
School  of  Medicine,  and  John  V.  of  Pueblo;  a 
brother.  Dr.  Vernon  L.  Ward,  and  a sister,  Mrs. 
Ethel  Willis,  both  of  Ogden,  Utah;  and  ten  grand- 
children. 

* Ik  « * 41 

Kenneth  A.  Hill,  MD,  died  at  Presbjrterian  Med- 
ical Center,  Denver,  April  19,  at  the  age  of  74 
years.  Bom  in  Denver,  April  24,  1898,  he  received 
his  preliminary  education  in  Denver  Public 
Schools.  In  1919  he  was  awarded  a BA  degree  by 
the  University  of  Denver.  He  attended  Northwest- 
ern University  Medical  School  in  Chicago,  from 
which  he  graduated  in  1924.  After  two  years  of 
graduate  training  at  St.  Luke’s  Hospital,  Chicago, 
Illinois,  he  returned  to  Denver,  opening  a practice 
in  General  Surgery.  Though  retired  at  the  time  of 
his  death,  he  remained  in  private  practice  rmtil 
just  a few  yeare  ago. 


Doctor  Hill  was  active  in  the  affairs  of  Presby- 
terian Medical  Center,  having  served  terms  as 
Chief  of  Staff  and  as  chairman  of  the  Medical  Ad- 
visory Committee.  He  held  a Life  Emeritus  mem- 
bership in  the  Denver  and  Colorado  Medical  so- 
cieties and  was  a member  of  the  American  Med- 
ical Association  and  a fellow  in  the  International 
College  of  Surgeons.  He  was  a member  of  the 
Warren  United  Methodist  Church. 

Doctor  Hill  served  five  years  as  Colonel  in  the 
Army  Medical  Corps  during  World  War  II.  He  was 
married  to  Ethel  Hardy  of  Joliet,  Illinois  in  1921. 
She  preceded  him  in  death.  Surviving  Doctor  Hill 
are  a son.  Dr.  John  P.,  Harvard,  Illinois;  two 
daughters,  Mrs.  Jean  Miller,  Tabernash,  Colorado 
and  Mrs.  Edith  Neumann,  Taos,  New  Mexico;  two 
sisters.  Misses  Mary  and  Flora  Hill,  Denver;  ten 
grandchildren  and  one  great  grandchild. 

9,  t * * * 

Edward  J.  Zayac,  MD,  of  Del  Norte,  died  April 
18,  1973  in  Denver,  at  the  age  of  54.  He  had  prac- 
ticed in  Del  Norte,  Colorado  for  the  past  eighteen 
years. 

Bom  in  Fkieblo,  Colorado,  September  11,  1918, 
he  attended  the  University  of  Colorado  from  which 
he  received  his  BA  degree  in  1941.  In  1950  he  was 
awarded  his  MD  degree  from  that  same  institution 
and  served  an  internship  at  Sacred  Heart  Hospital, 
Spokane,  Washington.  After  a stint  as  Captain  and 
Flight  Surgeon  in  the  United  States  Air  Force,  he 
practiced  for  a year  in  Limon,  Colorado  before 
settling  in  Del  Norte  in  1955. 

Doctor  Zayac  was  a member  of  the  San  Luis 
Valley  and  Colorado  Medical  Societies,  and  the 
American  Medical  Association.  He  belonged  to  the 
American  Academy  of  General  Practice  and  was 
a member  of  the  Monte  Vista  Elks  Lodge,  The 
American  Legion,  and  the  Rotary  Club. 

He  was  married  to  the  former  Nell  E.  Smith 
in  Montgomery,  Alabama  in  1945.  Mrs.  Zayac  sur- 
vives him  as  do  three  sons,  Edward  J.  Jr.  of  Ta- 
coma, Washington;  Stephen,  currently  serving  in 
the  Army;  and  Kenneth  of  Del  Norte;  a daughter. 
Miss  Linda  Zayac  of  Denver;  and  one  grandson. 
His  sister,  Mrs.  Lorraine  Spaid  lives  in  Rocky  Ford, 
Colorado. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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N.  Paul  Isbell,  MD,  renowned  in  the  field  of 
gynecologic  oncology,  died  Tuesday,  May  8,  1973, 
in  St.  Joseph’s  Hospital,  Denver. 

Born  September  9,  1904,  in  Denver,  Doctor 
Isbell  was  educated  in  the  Denver  public  schools, 
graduated  with  a B.A.  degree  from  the  University 
of  Denver,  then  attended  the  University  of  Colo- 
rado from  which  he  received  his  M.D.  degree  in 
1930.  After  a period  of  graduate  training  at  Char- 
ity Hospital  in  New  Orleans,  Louisiana,  he  opened 
a practice  in  Denver  in  1932,  limited  largely  to 
Obstetrics  and  Gynecology. 

Early  in  his  career.  Doctor  Isbell  developed  a 
compelling  interest  in  cancer,  and  in  1947  served  a 
fellowship  in  Gynecologic  Pathology  under  Dr. 
Arthur  Hertig  at  Harvard  University.  Following 
this,  he  set  up,  at  the  University  of  Colorado,  the 
first  laboratory  in  the  state  designed  to  carry  out 
cytologic  diagnostic  studies  on  cancer  ceils  (Pap 
smears).  He  was  heavily  involved  with  the  initia- 
tion of  the  American  Cancer  Society’s  nationwide 
Pap  smear  drive  a few  years  ago.  The  Rocky 
Mountain  Cancer  Conference,  held  each  summer 
in  Denver  grew  in  size  and  stature  during  Doctor 
Isbell’s  tenure  as  president  of  the  Colorado  Di- 
vision of  the  American  Cancer  Society.  He  was 
chairman  of  the  Cancer  Advisory  Committee  of  the 
Colorado-Wyoming  Regional  Medical  Program  and 
was  a member  of  the  Colorado  Health  Planning 
Committee. 

Doctor  Isbell  was  certified  by  the  American 
Board  of  Obstetrics  and  Gynecology  and  held  the 
academic  rank  of  Clinical  Professor  at  the  Uni- 
versity of  Colorado.  He  was  chief  of  the  Depart- 
ment of  Obstetrics  and  Gynecology  at  Denver 
General  Hospital  and  was  past  president  of  the 
staff  at  St.  Joseph’s  Hospital.  He  was  a FeUow  of 
the  American  College  of  Surgeons,  the  Interna- 
tional College  of  Surgeons,  the  American  College 
of  Obstetricians  and  Gynecologists,  a member  of 
the  Central  Association  of  Obstetriciarts  and 
Gynecologists,  and  the  Denver  Obstetrical  and 
Gynecological  Society.  He  belonged  to  the  Denver 
and  the  Colorado  Medical  Societies  and  the  Amer- 
ican Medical  Assoication. 

He  was  past  president  of  the  University  of 
Colorado  Aliunni  Association,  and  in  1962  received 
the  Alumni  Award.  In  1971  he  was  given  the  Na- 
tional Service  Award  by  the  American  Cancer  So- 
ciety for  outstanding  devotion  to  that  cause.  He 
was  one  of  the  few  Coloradans  to  receive  the  co- 
veted “33”  Degree  from  the  Masonic  Lodge.  Dur- 
ing World  War  II,  Doctor  Isbell  served  as  Lieu- 
tenant Colonel  in  the  Air  Force  Medical  Corps. 

In  1939  he  married  Stella  Dee  Hopkins,  who 
survives  him.  Other  survivors  include  a son,  Paul, 
who  is  an  attorney  practicing  in  Denver;  a step- 
son, Russell  Biorgess  of  Hawaii;  a stepdaughter, 
Mrs.  Rachael  Gillespie  of  Phoenix,  Arizona;  two 
brothers,  Harvey  of  Denver,  and  Horace  of  Wash- 
ington, D.  C.;  and  a sister,  Mrs.  Rachael  Shaw. 


Utah 

H.  Asa  Dewey,  MD,  retired  Richfield  physician 
and  surgeon,  died  April  20,  1973,  at  the  age  of  78. 

Bom  August  23,  1894,  in  Deweyville  (Box 
Elder  County),  Utah,  Doctor  Dewey  was  the  son 
of  James  Ernest  and  Matilda  Smith  Dewey.  He 
married  Marvel  Blomquist  on  December  24,  1919, 
in  the  Logan  LDS  Temple. 

Doctor  Dewey  received  his  premedical  educa- 
tion at  the  Utah  State  University  and  obtained  his 
MD  degree  from  the  University  of  Louisville  Med- 
ical School,  Louisville,  Kentucky.  He  served  his 
internship  in  LouisvUle  City  Hospital,  Norton 
Memorial  Infirmary,  Louisville. 

Doctor  Dewey  had  been  a member  of  the  Cen- 
tral Utah  Medical  Society,  Utah  State  Medical  As- 
sociation, and  American  Medical  Association  since 
1927.  He  was  also  a member  of  the  American 
Academy  of  Family  Physicians. 

Doctor  Dewey  is  survived  by  his  widow,  a son, 

G.  Barnett,  Provo,  and  four  grandchildren. 

* 

Utah 

L.  Weston  Oaks,  MD,  retired  Provo  ophthal- 
mologist, died  April  4,  1973,  at  the  age  of  80. 

Bom  Jvme  14,  1892,  in  Vernal,  Utah,  Doctor 
Oaks  was  the  son  of  William  Hyrum  and  Jannet 
Bethers  Oaks.  He  married  Jessie  Nelson  on  June 
2,  1915,  in  the  Salt  Lake  LDS  Temple.  She  died 
October  10,  1971. 

Doctor  Oaks  received  his  premedical  education 
from  the  University  of  Utah,  later  obtaining  his 
MD  degree  in  1919  from  the  Jefferson  Medical  Col- 
lege, Philadelphia,  Pennsylvania.  He  served  his 
internship  at  the  Salt  Lake  General  Hospitail. 

Doctor  Oaks  had  been  a member  of  the  Utah 
County  Medical  Society,  Utah  State  and  American 
Medical  Associations  since  1921.  He  served  as  Pres- 
ident of  the  Utah  State  Medical  Association  in 
1952.  Doctor  Oaks  was  also  a member  of  the  fol- 
lowing organizations:  American  College  of  Sur- 
geons, Pacific  Coast  Oto-Ophthalmological  So- 
ciety, American  Academy  of  Ophthalmology  and 
Otolaryngology,  Utah  Oto-Ophthahnological  So- 
ciety, and  the  World  Medical  Association. 

Doctor  Oaks  is  survived  by  a son  and  three 
daughters,  Clinton  L.  and  Carol,  both  of  Provo; 
Mrs.  J.  Reed  (Joyce)  Bird,  Mrs.  ReU  G.  (Janet) 
Francis,  both  of  Springville.  Also  surviving  are 
thirteen  grandchildren,  five  sisters,  and  five 
brothers. 
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Now-there’s  a Jobst 
Service  Center  in  your  area 


Jobst 


We  have  opened  this  Service  Center  to  make  it  easier  for  your 
patients  to  be  measured  and  fitted  with  the  JOBST  supports. 

Our  Service  Center  is  staffed  with  experts  who  will  measure 
and  fit  your  patients  only  on  your  prescription.  (There  is  no 
charge  for  this  service.)  The  exacting  measurements  will  be 
engineered  to  provide  the  correct  counterpressures  required 
for  each  patient  and  his  specific  condition.  Each  support  is 
completely  guaranteed  for  results,  material  and  workmanship. 

To  maintain  the  personal  care  and  manufacturing  precision 
that  become  a part  of  each  JOBST  support,  we  supply  the 
physician  and  his  patient  on  a direct  basis.  This  JOBST 
standard  of  excellence  and  service  is  provided  through 
our  Service  Centers,  now  located  in  major  cities. 

For  further  details  and  JOBST  prescription  order  forms, 
phone  or  drop  us  a card.  © jobst  1968 


Suite  600,  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
Phone  (303)  572-3989 
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Publication  rules 
and  suggestions  to  authors 


1.  Who  may  submit  articles.  The  Rocky  Mountain  Medi- 
cal Journal  ordinarily  accepts  only  articles  prepared  by 
members  of  the  state  societies  we  serve  and  by  guest  speakers 
at  their  official  meetings. 

2.  Method  of  preparation.  All  material  for  publication 
must  be  typewritten,  double  spaced,  with  liberal  margins, 
using  only  one  side  of  the  paper,  pages  consecutively  num- 
bered, and  preferably  on  standard  8V2  x 1 1 white  bond  paper. 
Carbon  copies  are  not  acceptable. 

Title  (preferably  short)  and  author’s  name,  city  and  state 
must  appear  at  the  top  of  the  first  page.  Second  and 
subsequent  pages  should  be  identified  with  consecutive  page 
numbers  and  author’s  surname.  If  physician  authors  possess 
more  than  one  degree,  the  MD  only  is  used.  Lesser  degrees  of 
non-MD  authors  or  co-authors  may  be  used. 

Please  include  beneath  the  title  or  at  the  top  of  the  first 
page  a brief  paragraph  stating  what  the  article  is  designed  to 
show  and,  therefore,  why  it  should  be  read.  This  introduc- 
tory feature  is,  in  editorial  parlance,  called  the  “blurb”;  it  is 
printed  in  bold  type. 

S.  Where  to  submit  material.  All  copy  must  be  sent  to  the 
editor  for  the  state  in  which  the  material  originates.  Editors 
for  each  state,  with  their  mailing  addresses,  are  listed 
monthly  on  the  Table  of  Contents  page  of  the  Journal. 

4.  Acceptance  or  rejection.  The  state  editor  will  (1) 
tentatively  accept  the  article,  (2)  return  it  to  the  author  with 
suggestions  for  revision,  or  (3)  reject  it.  He  will  edit  and 
forward  approved  copy  to  the  publication  office  in  Denver 
for  final  editing  and  scheduling. 

5.  Order  of  publication.  Ordinarily,  articles  will  be  pub- 
lished in  the  order  received.  Those  whose  value  is  seasonal, 
whose  value  would  be  lost  if  publication  is  delayed,  or  which 
reflect  priority  of  original  research,  are  given  special  consider- 
ation, State  presidential  addresses,  programs,  state  society 
minutes,  and  timely  organization-  announcements  are  given 
priority, 

6.  Length  of  articles.  Scientific  papers  should  be  “boiled 
down”  not  to  exceed  ten  pages  of  double-spaced  typewritten 
standard  8V2  \ 1 1 inch  sheets.  Shorter  papers  are  more 
acceptable  to  editors  and  readers,  and  earlier  publication  is 
probable.  Every  journal  is  in  competition  for  the  reader’s 
time,  and  condensation  is  the  order  of  the  day.  For  this 
reason,  and  because  "of  financial  and  space  limitations,  we 
request  that  copy  be  condensed  to  the  greatest  extent 
consistent  with  conveying  the  message, 

7.  Illustrations.  A limited  number  of  illustrations  or 
“cuts,”  usually  up  to  six,  will  ordinarily  be  accepted  within 
our  own  publication  budget  if  the  editor  believes  they 
enhance  the  value  of  the  article.  Clear  photos,  simple 
diagrams  or  line  drawings  in  black  on  white,  printing  rather 
than  writing,  reproduce  well.  Cuts  should  be  mounted 
separately,  and  the  paper  or  cardboard  mounts  should  be  the 
same  size  as  that  upon  which  the  article  is  typed.  Each  should 
have  its  caption  below:  Fig.  1,  Fig.  2,  etc.,  with  a short 
descriptive  sentence.  Authors  will  be  billed  our  cost  for 
excess  above  six  cuts. 


8.  Tables.  Tables  should  be  simple,  presenting  only  brief 
relevant  data,  amply  spaced.  They  should  be  placed  at  the 
back  of  the  manuscript  on  separate  sheets.  Each  should  have 
its  number  and  title  above:  Table  1,  Title;  Table  2,  Title;  etc. 
Long,  large,  or  complicated  tables  ordinarily  are  not  accept- 
able. 

9.  Case  reports.  Case  reports  are  popular  with  our 
readers.  A brief  introductory  statement  concerning  the  condi- 
tion or  disease,  tells  why  the  case  is  presented.  The  report 
follows  with  a separate  heading,  CASE  REPORT  or  CASE  1, 
CASE  2,  etc.  Include  only  relevant,  positive  laboratory  and 
other  data.  Names,  initials,  and  numbers  are  unimportant; 
age,  sex,  and  sometimes  occupation  are  significant.  Minimize 
dates;  then  make  it  month,  date,  year-as  February  9,  1969; 
not  2/9/69.  After  the  case  presentation,  review  or  sum  it  up 
under  a heading  such  as  Discussion,  Comment,  Summary  or 
Conclusion. 

10.  Footnotes.  Footnotes  must  be  brief.  One  at  the 
bottom  of  the  first  page  should  state  the  Society  and  date  of 
presentation,  and  institutional  origin,  if  any.  Special  titles  or 
position  of  the  author,  acknowledgements,  etc.,  will  be  added 
according  to  simplicity,  editorial  policy  and  discretion. 

11.  References.  Reference  lists  rarely  add  to  the  value  of 
an  article  for  the  majority  of  readers.  We  will  make  every 
effort  to  publish  short  reference  lists,  but  long  ones  will  be 
deleted.  Incidentally,  the  proper  heading  is  “References,”  not 
“Bibliography.”  The  latter  implies  everything  in  the  literature 
upon  the  subject.  Make  them  uniform  in  style  and  brief,  as: 
Jones,  W.  K.:  Pyelonephritis  in  Infancy.  JAMA  141:75. 
1964. 

12.  Editorials.  We  would  like  to  have  more  submitted  by 
our  State  editors  and  the  membership  at  large.  Readers  must 
get  tired  of  thunder  from  publication  headquarters  in  Denver; 
frankly,  we  do  too!  Speak  out,  and  we’ll  sign  your  name, 
initials,  or  respect  your  request  for  anonymity,  as  you 
choose.  If  you  don’t  like  something  we  do  or  say,  please  let 
us  in  on  it;  we  could  even  stand  to  hear  about  it  if  something 
happens  to  please  you.  A “Letter  to  the  Editor”  may  help 
you  get  something  off  your  mind.  We’re  asking  for  it  and  we 
have  a place  to  put  it-in  the  Journal,  that  is! 

13.  Proofs.  Galley  proofs  are  submitted  to  the  author, 
and  prompt  return  is  essential.  Authors  should  correct 
typographical,  grammatical,  or  rhetorical  errors,  but  do  not 
reinsert  or  rewrite  sentences,  paragraphs,  tables,  etc.,  which 
an  editor  may  have  deleted,  condensed,  or  paraphrased.  When 
an  article  reaches  the  galley-proof  stage,  the  author  may  NOT 
re-edit  his  article;  that  is  the  privilege  of  the  Journal’s  editors. 

14.  Reprints.  Most  authors  desire  reprints.  Our  printing 
firm  provides  them  on  a non-profit  basis.  They  MUST  be 
ordered  when  the  author  submits  his  corrected  proof. 

15.  Our  Journal  is  copyrighted.  We  and  most  state  and 
regional  journals  owned  by  state  medical  societies  have 
granted  each  other  continuing  copyright  permission  to  copy 
or  quote  with  proper  credit.  Copyright  permission  is  not 
granted  to  commercial  or  privately  owned  publications. 
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Colorado  Medical  Society 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

Fresident:  William  A.  H.  Rettberg,  Denver. 

President-elect:  Kenneth  A.  Kahn,  Boulder. 

Vice  President:  Richard  L.  Davis,  La  Junta. 

Treasurer:  Dwight  C.  Dawson,  Colorado  Springs. 

Constitutional  Secretary:  Stanley  J.  Sontag,  Lakewood. 
Delegates  to  the  A.M.A.:  Gatewood  C.  Milligan,  Englewood, 
Dec.  31.  1973;  Robert  E.  McCurdy,  Denver,  Dec.  31,  1973;  Ray 
G.  Witham,  Craig,  Dec.  31,  1974. 

Alternate  Delegates  to  the  A.M.A.:  R.  Neil  Chisholm,  Denver, 
Dec.  31,  1973;  William  Y.  Takahashi,  Boulder,  Dec.  31,  1973; 
John  M.  Wood,  Englewood,  Dec.  31,  1974. 

Speaker,  House  of  Delegates:  Joseph  S.  Pollard,  Jr.,  Colorado 
Springs. 

Vice  Speaker,  House  of  Delegates:  Joseph  L.  Kovarik,  Denver. 
Foundation  Advocate:  Charles  B.  Kingry,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Carl  H.  McLauthlin, 
Denver. 

Scientific  Editor  Emeritus,  Rocky  Mountain  Medical  Journal: 
Douglas  W.  Macomber,  Denver. 

Executive  Director:  Mr.  Donald  G.  Derry,  1601  E.  19th  Ave., 
Denver  80218.  Telephone  (303  ) 534-8580. 


Montana  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Meeting  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Meeting. 

President:  Hollis  K.  Lefever,  Lewistown. 

President-elect:  John  R.  Burgess,  Jr.,  Helena. 

Vice  President:  John  R.  Halseth,  Great  Falls. 
Secretary-Treasurer:  Robert  P.  Yost,  Missoula. 

Assistant  Secretary-Treasurer:  David  Gregory,  Glasgow. 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Alternate  Delegate  to  the  A.M.A.:  Mark  B.  Listerud,  Wolf 
Point. 

Executive  Committee:  Hollis  K.  Lefever,  Lewistown;  John  R. 
Burgess,  Jr.,  Helena;  John  R.  Halseth,  Great  Falls;  Robert  P. 
Yost,  Missoula:  David  Gregory,  Glasgow;  Herbert  T.  Cara- 
way, Billings;  Mark  B.  Listerud,  Wolf  Point;  John  Pfaff,  Jr., 
Great  Falls;  Edward  L.  King,  Manhattan. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical 
Journal;  Gerald  A.  Dlettert,  Missoula. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  L. 

Russell  Hegland,  Helena. 

Executive  Secretary:  Mr.  L.  Russell  Hegland,  2021  11th  Ave- 
nue, Suite  12,  Helena,  Montana  59601.  Telephone  (406  ) 443-4000. 


Nevada  State  Medical  Association 

OFFICERS — 1972-73 — ^Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

President:  John  P.  Sande,  Reno. 

President-elect:  Thomas  K.  Hood,  Elko. 

Secretary-Treasurer:  John  W.  Callister,  Reno. 

Immediate  Past  President:  William  D.  O’Gorman,  Las  Vegas. 
Delegate  to  A.M.A.:  Hugh  C.  FoUmer,  Las  Vegas. 

Alternate  Delegate  to  A.M.A.:  G.  Norman  Christensen,  East 
Ely. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Med- 
ical Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Nelson 
B.  Neff,  Reno. 

Executive  Director;  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno  89502.  Telephone  (702)  825-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  at  the  1973  Annual  Session. 

President:  Don  R.  Clark,  Roswell. 

President-Elect:  Armin  T.  Keil,  Raton. 

Vice  President:  U.  G.  Hodgin,  Albuquerque. 
Secretary-Treasurer:  Ronald  V.  Dorn,  Albuquerque. 

Immediate  Past  President;  Vaun  T.  Floyd,  Albuquerque. 
Speaker,  House  of  Delegates:  W.  J.  Hossley,  Demlng. 

Vice  Speaker,  House  of  Delegates:  Rex  G.  Quigley,  Hobbs. 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis. 

Alternate  Delegate  to  A.M.A.:  Emmlt  M.  Jennings,  Roswell. 

Councilors  for  Three  Years:  Samuel  E.  Neff,  Clovis,  District 
IV;  Walter  J.  Hopkins,  Lovington,  District  V;  Jack  L.  Coats, 
Farmington,  District  VII. 

Councilors  for  Two  Tears:  Adrian  H.  Bodelson,  Santa  Fe, 
District  II;  John  J.  Smoker,  Raton,  District  I. 

Councilors  for  One  Year:  William  C.  Gorman.  Albuquerque, 
District  III;  John  M.  McGuire,  Alamogordo,  District  VI. 

Scientific  Editor  for  New  Mexico,  Rooky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Assistant  Scientific  Editor  for  New  Mexico,  Rocky  Mountain 
Medical  Journal:  William  S.  Curran,  Albuquerque. 

Associate  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Mr.  Ralph  R.  Marshall,  Albuquerque. 

Executive  Director:  Mr.  Ralph  R.  Marshall.  3010  Monte  Vista 

Boulevard  NE,  Albuquerque  87106.  Telephone  (505)  265-8494. 

Assistant  Executive  Director;  Mr.  Thomas  A.  Bodnar,  Albu- 
querque. 


Utah  State  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Session. 

President:  William  R.  Christensen,  Granger. 

President-elect:  J.  Louis  Schricker,  Jr.,  Salt  Lake  City. 

Past  President:  Merrill  C.  Daines,  Logan. 

Honorary  President:  Stanley  M.  Clark,  Provo. 

Secretary:  Howard  G.  McQuarrie,  Salt  Lake  City. 

Treasurer:  Scott  M.  Smith,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Alan  R.  Nelson,  Salt  Lake  City. 
Speaker,  House  of  Delegates:  WUliam  Knox  Fitzpatrick,  Salt 
Lake  City. 

Vice  Speaker,  House  of  Delegates;  John  W.  Emmett,  Logan. 
Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 

Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Hoyt 
W.  Brewster,  Salt  Lake  City. 

Executive  Director:  Mr.  Hoyt  W.  Brewster,  42  South  Fifth  East 
Street,  Salt  Lake  City  84102.  Telephone  (801)  355-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1973 — Terms  of  Officers  and  Committeemen  ex- 
pire December  31,  1973.  Terms  of  office  (with  the  exception 
of  Delegate  and  Alternate  Delegate  to  AMA)  expire  at  the 
end  of  the  calendar  year  rather  than  at  the  Annual  Session. 
President:  Donald  F.  Mahnke,  Casper. 

President-elect:  Paul  R.  Yedinak,  Rock  Springs. 

Vice  President:  Donald  B.  Hunton,  Cheyenne. 

Secretary:  Patrick  D.  Nolan,  Buffalo. 

Treasurer:  Goode  R.  Cheatham,  Jr.,  Casper. 

Delegate  to  A.M.A.:  Fenworth  M.  Downing,  Sheridan. 
Alternate  Delegate  to  A.M.A.:  John  J.  Corbett,  Casper. 
Speaker  of  the  House:  Theodore  L.  Johnston,  Cheyenne. 

Vice  Speaker  of  the  House:  David  F.  Cook,  Jackson. 
Immediate  Past  President:  William  G.  Erickson,  Lander. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Mr.  Robert  Smith,  Cheyenne. 

Executive  Secretary:  Mr.  Robert  Smith,  P.O.  Box  1387, 
Cheyenne,  Wyoming  82001.  Telephone  (307  ) 634-7305. 
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WANT  ADS 


CHOICE  LAKEWOOD,  COLORADO  LOCATION  for  medical 
and  dental  offices.  Completed  in  February  1973.  Call  (3031 
455-7545.  1172-6-TFB 


FOR  SALE;  1)  Norelco  84  dictating  machine  with  extra  cas- 
sette, head  set  and  foot  pedal  for  secretary  typing,  and 
telephone  recording  attachment.  2)  Burdick  4 EKG  machine  in 
excellent  condition  with  all  attachments  and  case.  3)  Med- 
icine Cabinet.  4(  Centrifuge.  Call  or  write  Dale  C.  Brent- 
linger,  M.D.  (303  ) 333-5456,  1875  York  Street,  Denver,  Colo- 
rado 80206.  573-3-3 


SURGEON,  NEUROLOGIST,  ORTHOPEDIST,  PEDIATRI- 
CIAN, ALLERGIST,  CARDIOLOGIST,  and  PSYCHIATRIST 
needed  in  new  multispecialty  building  near  completion  im- 
mediately adjacent  to  the  new  St.  Anthony’s  North  Satellite 
Hospital.  Occupancy,  July,  1973.  This  is  a burgeoning  new 
practice  opportunity.  James  W.  Langley,  M.D.,  940  Oak 
Place,  Denver  80229.  (303  ) 287-5551.  373-2-4B 


WANTED:  GP  for  Holyoke  and  Phillips  County,  in  NE  Colo- 
rado. Community  has  24-bed  hospital.  Recently  completed 
Medical  Clinic  completely  furnished  with  most  modem  equip- 
ment, rent  free  and  ready  for  immediate  occupancy.  Contact 
Mr.  Jerry  L.  Slagle,  P.O.  Box  357,  Holyoke,  Colorado  80734; 
telephone  (303  ) 854-2297.  473-4-3B 


TWO  FP/GP’s  for  Colorado  mountain  town  on  1-70.  Spec. 

back-up  Vi  and  1 hour  away,  32  bed  JCHA  Hospital,  lease 
in  hospital  clinic  poss.,  $35-40.000  guarantee  available.  Four- 
season  recreation.  Aspen  IVi  hr.,  Denver  ZV*  hr.,  golf /dam  5 
miles.  Contact  R.  W.  Georgeson,  Admin.,  Box  72,  Rifle,  Colo. 
81650.  (303)  625-1510.  673-3-2B 


DEJWER  AREA  PHYSICIANS:  Renovations,  alterations,  and 
repairs  for  home  and  office.  Plumbing,  carpentry,  cabinet 
work,  electrical  circuits.  Estimates  free.  Reasonable  rates, 
minimum  interruptions.  Appointments  at  your  convenience. 
GRAND  PRIX  MANAGEMENT,  INC.,  758-3031.  673-4-lB 


FOR  SALE  — Private  practice  of  Diagnostic  Roentgenology 
in  rapidly  growing  Denver  metropolitan  area.  Excellent  op- 
portunity for  group  or  young  man.  Reply  to  Box  673-5-1, 
Rocky  Mountain  Medical  Journal,  1601  E.  19th  Avenue,  Den- 
ver, Colorado  80218.  673-5-1 


FULL-TIME  POSITION  as  a Coordinator  of  Medical  Affairs 
with  medical  and  administrative  responsibilities.  Attending 
staff  and  house  staff  education,  peer  and  utilization  review, 
educational  affiliations  and  administrative  liaison  between 
Executive  Board  and  Medical  Staff  are  among  the  responsi- 
bilities. St.  Anthony  Hospital  Systems  is  a non-profit  organ- 
ization comprising  of  two  hospitals  totaling  614  acute  care 
beds.  Attractive  offer.  Please  forward  dossier  to:  St.  Anthony 
Hospital  Systems,  4231  W.  16th  Ave.,  Denver,  Colorado  80204, 
Att:  E.  V.  Kuhlman,  Executive  Dire^or.  673-1-2B 


TWO  BEDROOM,  two  bath,  condominium,  like  new,  fully 
furnished,  at  Lake  Dillon,  Colorado.  Fireplace.  Sleeps  six. 
Price  $32,000.  Approximately  $100  per  month  rental  income  in 
addition  to  depreciation  for  income  tax  purposes.  Comparable 
xmits  now  selling  unfurnished  for  $35,000  and  going  up.  Call 
388-5774,  (Denver)  any  week  day  between  10  and  12  noon. 

673-2-lB 


INTERNIST  AND  OTORHINOLARYNGOLOGIST  NEEDED  for 
solo  practice  in  choice  medical  location.  Work  with  7 GP’s, 
18  other  medical  doctors  in  various  subspecialties,  plus  11 
other  doctors  with  specialties.  At  the  moment,  NO  INTERN- 
IST OR  OTORHINOLARYNGOLOGIST.  Work  with  owner 
and  design  own  suite.  West  Alameda  Medical  Plaza,  Lake- 
wood,  Colorado  (southwest  Denver).  (303  ) 922-3525.  673-6-lB 


VALLEY  WEST  MEDICAL  CENTER  now  ready  for  occu- 
pancy. Office  layout  to  your  choosing.  Located  on  property 
of  the  Valley  West  Hospital,  in  Granger.  Excellent  opportu- 
nity in  80,000  plus  population.  New  40-bed  expansion  ready 
to  start  construction  on  Hospital.  Contact  Gordon  Jenkins, 
Administrator,  4160  W.  34(X)  South,  Granger,  Utah  84120.  Phone 
(801)  298-9061.  673-7-2B 


CENTRALLY  LOCATED 


For  tJtie  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Repubhc  Build- 
ing is  the  best-known  Medical- 
Dental  Center  in  the  Rocky 
Mountain  West,  complete  with 
24-hour  operation.  X-ray;  patho- 
logical and  dental  laboratories, 
pharmacy,  drug  and  supply 
stores. 

With  the  completion  of  the 
new  500-car,  self-service  parking 
facility,  the  Republic  Building- — 
designed  and  operated  for  the 
medical  and  dental  professions— 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 
Space  is  available.  Ask  for 
REPUBLIC  BUILDING  CORPORATION  illustrated  brochure. 


306  REPUBLIC  BUILDING,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  1 6th  Street 
Oenver  80202 


Telephone 

534-8714 


PROFESSIONAL  OFFICE  SPACE 

Doctors,  Dentists,  and  Professional  People 
OWN  YOUR  OWN  OFFICE  SPACE 


in  a 

CONDOMINIUM  OFFICE  VENTURE 

Build  Equity  with  deductions  for  interest  payments  and  depreciation. 

Designed  to  suit  your  needs  in  a Two  floors  available, 

choice  Denver  hospital  area.  1530  sq.  ft.  each. 


For  further  information,  contact:  BEN  BARNES  AND  CO. 

ROBERT  WATTS 
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1 534-2161 
I 759-41 10  eve. 
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“Antiacicl”action 
for  ulcer  patients . . . 


one  of  the  many 
things  YOU  need  in  an 
anhcholineigic 


Pro-Banthine  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

" Antiacid"  action — Pro-Banthine®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

"Sustained"  action — Pro-Banthine  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic"  action — Pro-Banthine  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tooi" — Pro-Banthine  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthine® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-BanthTne  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-BanthTne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-Banthine  P.A.— Each  tablet  of  Pro-BanthTne  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
BanthTne  15  mg.  should  be  observed. 

Hoiw  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthine®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 


SEARLE 


Searle  & Co. 

San  Juan.  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago.  III.  60680 
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Pro-Banthine* 

brand  of  ill*  1 *1 

propantheline  bromide 

a good  option  in  peptic  ulcer 


MINOCIN’  made  the  difference  in  just  eight  days: 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensiti^4't 
Temperature: 

Therapy: 

sules,  100  mg:  200  mg  stat,  100  mg  every  12 
hours.  Medication  be|'any9/;7/^Ji;^iourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None.t 


Semisynthetic 

MINOQN^ 

MINOCYCUNE  HQ 

Capsules,  1 00  mg:  2 stat,  1 q 1 2 h. 


Minocycline  is  a tetracycline  with  activity  against  a wide 
range  of  gram-negative  and  gram-positive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yel- 
low-gray-brown). This  is  more  common  during  long-term  use 
but  has  been  observed  following  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines, 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated.  In 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and,  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines. Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia,  hyper- 
phosphatemia. and  acidosis.  Pregnancy:  In  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  in  fetal  tissues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  in  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established. 
Newborns,  infants  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue.  Pre- 
matures, given  oral  doses  of  25  mg. /kg.  every  6 hours,  dem- 
onstrated a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk 
of  lactating  women  who  are  taking  a drug  of  this  class.  Safe 


use  has  not  been  established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Patients  on  anticoagulant 
therapy  may  require  downward  adjustment  of  such  dosage. 
Test  for  organ  system  dysfunction  (e.g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group  A beta  hemo- 
lytic streptococcal  infections  for  at  least  10  days.  Avoid  giv- 
ing tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopapular  and 
erythematous  rashes.  Exfoliative  dermatitis  (uncommon). 
Photosensitivity  is  discussed  above  (“Warnings”).  Renal 
toxicity:  rise  in  BUN,  dose-related  (see  "Warnings”).  Hyper- 
sensitivity reactions:  urticaria,  angioneurotic  edema,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in  high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands;  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age, disappearing  rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia, 
eosinophilia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  MINOCIN  is  not  notably  influenced  by  foods  and  dairy 
products. 


^Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection. 

tCase  Report.  Clinical  Investigation  Department.  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows; 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e  g.,  operating 
machinery,  driving).  Use  m women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age. Though  physical  and  psychologic 
dependence  have  not  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individui: 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg 
to  preclude  oversedation,  dizziness  and 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effec 
Employ  usual  precautions  in  patients 
whoare  severely  depressed,  or  with 


for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane.  Insomnia  patients  given  one  30-mg  capsule  of  Dalmane 
at  bedtime,  onaverage:  fell  asleep  within  17  minutes,  had  fewer  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency 

Dalmane  has  been  shown  to  be  consistently  effective  even  during  consecutive 
nights  of  administration.  Thus  there  is  little  likelihood  for  the  need  to  increase 
dosage  to  maintain  therapeutic  effect. 

Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication— a benzo- 
diazepine specifically  indicated  for  insomnia.  It  is  not  a barbiturate  or  metha- 
qualone,  nor  is  it  related  chemically  to  any  other  available  hypnotic. 


with  relative  safety 

Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane;  no 
depression  of  cardiac  or  respiratory  function  was  noted  in  patients  administered 
recommended  or  higher  doses  for  as  long  as  90  consecutive  nights.  Dalmane  is 
generally  well  tolerated  and  morning  “hang-over”  is  relatively  infrequent. 
Dizziness,  drowsiness,  lightheadedness  and  the  like  have  been  the  side  effects 
noted  most  frequently,  particularly  in  elderly  and  debilitated  patients.  (An 
initial  dose  of  Dalmane  15  mg  should  be  prescribed  for  these  patients.) 


One  30-mg  capsule  h.s.— usual  adult  dosage 
[15  mg  may  suffice  in  some  patients) 

One  15-mg  capsule  /7.s.— initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


ent  depression  or  suicidal  tendencies, 
riodic  blood  counts  and  liver  and  kid- 
ly  function  tests  are  advised  during 
:Peated  therapy.  Observe  usual  precau- 
'ns  in  presence  of  impaired  renal  or 
patic  function. 

iverse  Reactions:  Dizziness,  drow/si- 
ss,  lightheadedness,  staggering,  ataxia 
d falling  have  occurredi,  particutarly 
elderly  or  debilitated  patients.  Severe 
dation,  lethargy,  disorientation  and 
ma,  probably  indicative  of  drug  intoler- 
i ce  or  overdosage,  have  been  reported. 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  G1  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bi  tte  r t a St  e , exces  s i ve  sa  1 i va  t i on , a n o rex  ia , 
euphoria,  depression,  slurred  speech. 


confusion,  restiessness,  hallucinations, 
and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individuarize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage; 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsutes  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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can  anticipate 
the  attack 

Bronkotabs’ 

Each  tablet  contains  ephedrine  sulfate  24  mg;  theophylline  100  mg; 
glyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 
(warning:  may  be  habit-forming). 

can  help  forestall  or  relieve  it 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasm  to 
open  airways  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar 
mucosa  to  improve  the  ^ 
passage  of  air. 

Economical  long-  ‘ 

term  therapy. 
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PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  However, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 

three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 
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KIIMESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Adniinister  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  tliree  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  diuly.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide;  40  mg.  simethicone. 


Chuckwalla  {Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


^^Prescription 
drugs  - 
who  should 
determine  the 
maker?^^ 
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President 
American 
Pharmaceutical 
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C.  Joseph  Stetler 
President 
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Manufacturers 
Association 


5 


"Too  many  doctors  are  indiffer-' 
ent  to  the  economic  consequences  o] 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  formci 
AMA  Chief  Executive  F.  J.  L.  Blasin 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in-' 
crease  in  Blue  Shield  rates.  Dr.  Bias-, 
ingame’s  newsletter  had  this  to  say:  ; 

“In  general,  it  can  be  said,  MD’s 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  thei 
patients. . . ' 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  worlp 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  economi* 
impact.  The  economics  of  health  caq 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


I 


When  the  pharmacist  recom- 
mends that  a drug  product  other  thaij 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  necesl 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacist 
made  in  the  absence  of  clinical  know' 
edge  of  the  patient,  could  expose  hi 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothin 
in  the  pro-substitution  argument  that] 
offsets  these  risks. 


Advertisement 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledge 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  nee( 
expert  knowledge  of  no  more  than  2 


s )uld  be  an  obligation  of  medical 
fictice. . . 

“Medical  societies  ought  to  con- 
c ct  continuing  campaigns  to  point 
c 'the  substantial  savings  that  could 
t realized  thru  deductible  insurance 
s d protection  for  catastrophic  ill- 
rss.  At  the  very  least,  they  should,  in 
t ; patients’  interest,  question  the 
;tics  of  any  insurance  organization 
it  raises  health  care  costs  by  forc- 
\'l  policyholders  to  buy  insurance 
t iy  may  not  need  or  want  and  prob= 
Ely  won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
E't  to  the  economic  consequences  of 
tjir  decisions.  Too  many,  for  ex- 
hple,  habitually  hospitalize  patients 
f the  convenience  of  the  MD.  It’s 
|>nsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
fjties,  have  unhesitatingly  appealed 
t, their  patients  for  support  in  the 
f ht  against  government  interference 
Uh  the  private  practice  of  medicine, 
/id  the  public  in  the  past  has  re- 
‘onded.  It’s  time  the  American  Med- 
ial Association  and  state  and  local 
t|3dical  societies  paid  off  the  debt  by 
( cisive  action  to  hold  down  the  cost 
( medical  care.’’ 

list  of  Drugs 

Insurance  rates  and  hospital 
( arges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection’’  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


t 30  drugs  that  he  selects  to  treat  the 
ajority  of  conditions  encountered  in 
Is  practice.  Moreover,  the  physi- 
■an’s  choice  of  a specific  brand  is 
ised  on  his  knowledge  of  the  pa- 
int’s medical  history  and  current 
indition,  and  his  experiences  with 
e particular  manufacturer’s 
oduct. 

Some  substitution  proponents 
ive  argued  that  the  dispensing  of  a 
escription  is  a simple  two-party 
ansaction  between  the  pharmacist 
|id  the  patient,  and  that  a substitut- 
g pharmacist  may  avoid  even  a 
|Chnical  breach  of  contract  by  simply 
>tifying  the  patient  that  he  is  making 
e substitution.  I would  judge  that 
w courts  would  be  sympathetic 
ward  a pharmacist  who  substituted 
jthout  physician  approval  and  who 
idertook  a legal  defense  that  seeks 
make  the  patient  responsible  for 
le  pharmacist’s  actions, 
iduced  Prescription  Prices? 

Substitution  advocates  are 
Jggesting  to  the  consumer,  and  par- 
':ularly  the  consumer  activist,  that 
iduced  prescription  prices  could 
'How  legalization  of  substitution. 

''e  have  seen  absolutely  no  evidence 
' justify  this  claim.  To  the  contrary, 
xperience  in  Alberta,  Canada,  where 
Jbstitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline— or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

indications:  Tension  and  anxiety 
states,  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skele- 
tal muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appro- 
priate therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase 
in  frequency  and/or  severity  of  grand  mal 
seizures  may  require  increased  dosage  of 
standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency 
and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol 
and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbitu- 
rates and  alcohol)  have  occurred  follow- 
ing abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction 
prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to 
habituation  and  dependence.  In  preg- 
nancy, lactation  or  women  of  childbearing 
age,  weigh  potential  benefit  against 
possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyper- 
excited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of  neu- 
tropenia, jaundice;  periodic  blood  counts 
and  liver  function  tests  advisable  during 
long-term  therapy. 


Ifthoie^ 
good  reason  to 
prescribe  fcM* 
psychic  tmsicHi 


When,  for  example,  despite  counseling, 
tension  and  anxiety  continue  to  produce 
distressing  somatic  symptoms 

, Prompt  actkm 
IS  a good  reason  to 
ccaisiderWium 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


ROCHE 


Roche  Laboratories 
t Division  of  Hoffmann-La  Roche  Inc 
Nutley.  N.J.  07110 


Hair  styles  come  and  go, 

but  Selsun*  ^SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  IVi  %,  w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume.  souhr 
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NEED  PRIME 
MEDICAL  SPACE 
WEST,  EAST 
OR  SOUTH? 

Check  these  for  convenient  locations: 

WEST  . adjacent  to 

St.  Anthony  Hospital 

The  Raleigh  Professional  Building,  specific- 
ally designed  to  meet  the  requirements  of 
physicians.  Full  service  pharmacy,  medical 
transcription  and  copying  service;  two  auto- 
matic elevators,  one  specifically  to  handle 
stretchers;  modern  climate  control  for  year 
'round  comfort.  Plenty  of  free  parking  ad- 
jacent to  building.  Located  at  Raleigh  and 
4200  West  Conejos  Place. 

EAST  . center  of  major 
hospital  area 

The  Professional  Arts  Building,  1245  E.  Colfax, 
a completely  medical  oriented  building  in  a 
location  second  to  none  for  quick  access  to 
major  hospitals.  Prime  office  space  is  imme- 
diately available  in  this  32,000  square  foot 
medical  building. 

SOUTH  ..fast  access  to 
1-25  and  Colorado  Boulevard 

Writers'  Tower,  a distinctive  and  prestigious 
building  ideally  located  for  the  physician 
whose  practice  centers  around  south  or 
southeast  Denver.  The  6th  and  7th  floors  are 
medical  floors,  served  by  high  speed  ele- 
vators. Building  features  heated  underground 
parking,  health  club  with  sauna  and  steam 
baths,  swimming  facilities,  and  employee 
lounge.  1660  South  Albion  Street,  directly 
north  of  Writers'  Manor. 

For  leasing  information, 
call  (303)  297-5468. 


624  17th  Street  • Denver,  Colorado  80202 


Rondomycin 

{methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  In  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly!  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  G roup  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointeslinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity IS  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-  600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections;  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia.  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  af  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  af  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
faining  75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consull  package  circular  or  latest  PDR  information. 

Rev.  6/73 

kffi  WALLACE  PHARMACEUTICALS 
CRANBURY,  NEW  JERSEY  08512 


i 

I 


10 


Rocky  Mountain  Medical  Journal 


When  the  focus  is  on  bronchitis  due  to 
susceptibie  strains  of  H.  influenzae  and  pneumococci* 

Rondomvcin  300.g 

[melihacvciine  HCI] 

Deiivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  leveis  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


Lesion  #2— Two  days  after  initiation  of  ther«  Lesion  #3— Two  weeks  after  initiation  of  ther- 
apy. Electron  micrograph  of  solar  keratotic  apy.  Electron  micrograph  of  skin  from  patient’s 

skin  from  patient’s  hand.  hand. 


Typical  abnormalities  are:  Improvement  shown: 

Malpighian  cells  [containing  an  abundance  of  Less  conspicuous  desmosomes  (D),  widened 
thick  tonofibrits  (T)]  which  are  connected  with  intercellular  spaces  and  Malpighian  cells 
well-developed  desmosomes  (D).  Note  the  showing  a remarkable  reduction  of  tonofibrits 

clumped  tonofibrils  in  the  so-called  ‘dyskera-  (T).  The  arrow  indicates  a degenerating 

totic’  cell  (arrow)  indicative  of  solar  keratosis.  dyskeratotic  cell,  x 5000  (12/31/71) 


No  change  can  be  noted  at  this  level  after  two 
days  of  therapy,  x 5000  (12/16/71) 
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Solar,  actinic  or  senile  keratoses 

By  whatever  name  they  may  be  known,  they  commonly 
occur  as  multiple  lesions  and  chiefly  on  the  exposed 
portions  of  the  skin.  Because  they  may  be  premalignant, 
it  is  generally  agreed  that  they  should  be  treated.  Sur- 
gery, cryotherapy,  or  electrodesiccation  may  present 
certain  drawbacks,  both  for  the  physician  and  the 
patient,  but  there  is  Efudex®  (fluorouracil)--as  an  alter- 
native to  conventional  therapy. 

Sequence  of  therapy- 
Selectivity  of  response 

The  easily  applied  Efudex  cream  or  solution  usually 
begins  to  show  effects  within  a few  days— an  erythema 
in  the  area  of  the  lesions.  Within  two  weeks  after  ini- 
tiation of  therapy,  this  reaction  usually  reaches  its 
height  of  unsightliness  and  discomfort,  declining  after 
discontinuation  of  therapy.  This  reaction  occurs  in 
affected  areas.  Since  the  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied  to  rule 
out  the  presence  of  a frank  neoplasm. 


Acceptable  results 

T reatment  with  Efudex  (fluorouracil)  provides  highly  / 
acceptable  cosmetic  results  posttherapeutically.  The  ' r 
incidence  of  scarring  is  low.*  This  is  particularly  impor- 
tant with  multiple  facial  lesions.  Efudex  should  be 
applied  with  care  near  the  nose,  eyes  and  mouth. 

5%  cream/solution-a  Roche  exclusive 

Only  Roche  formulates  the  5%  cream  and  solution 
—high  in  patient  acceptability— economical— and  higher 
in  clinical  efficacy  than  the  2%  formulation  for  lesions 
of  the  hands  and  forearms. 

♦Data  on  file,  Hoffmann-La  Roche  Ino.,  Nutley,  New  Jersey. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  treatment —12/14/71 


After  treatment - 

therapy  stopped- 


Two  weeks  after 
-1/28/72 


This  patient’s  solar  keratoses 

responded  to 

Efudex  (tiuorouracil)  5% 


I Before  prescribing,  please  consult  complete  product 
I information,  a summary  of  which  follows: 

1 Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity  to 
■ any  of  its  components. 

' Warnings:  If  occlusive  dressing  used,  may  increase  inflam- 
I matory  reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
• to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  derma- 
titis, scarring,  soreness  and  tenderness.  Also  reported— in- 
somnia, stomatitis,  suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 


propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


An  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 
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Now-there’s  a Jobst 
Service  Center  in  your  area 


TWO-LEG 

OPEN 

CROTCH 


PREGNANCY 

LEOTARD 


FULL 

LENGTH 


LYMPHEDEMA 

SLEEVE 


KNEE 

LENGTH 


Jobst 


We  have  opened  this  Service  Center  to  make  it  easier  for  your 
patients  to  be  measured  and  fitted  with  the  JOBST  supports. 
Our  Service  Center  is  staffed  with  experts  who  will  measure 
and  fit  your  patients  only  on  your  prescription.  (There  is  no 
charge  for  this  service.)  The  exacting  measurements  will  be 
engineered  to  provide  the  correct  counterpressures  required 
for  each  patient  and  his  specific  condition.  Each  support  is 
completely  guaranteed  for  results,  material  and  workmanship. 

To  maintain  the  personal  care  and  manufacturing  precision 
that  become  a part  of  each  JOBST  support,  we  supply  the 
physician  and  his  patient  on  a direct  basis.  This  JOBST 
standard  of  excellence  and  service  is  provided  through 
our  Service  Centers,  now  located  in  major  cities. 

For  further  details  and  JOBST  prescription  order  forms, 
phone  or  drop  us  a card.  © jobst  1968 


Suite  600,  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
Phone  (303)  572-3989 
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University  of  Colorado  School  of  Medicine, 
Continuing  Medical  Education 

FIFTH  ASPEN  CONFERENCE 

FOR  DERMATOLOGISTS 

The  Given  Institute  of  Pathobiology, 

Aspen,  Colorado 

August  2-4,  1973 
Tuition  fee:  $90.00 

Approved  for  12  hours  of  continuing  education 
credit. 

***** 

POSTGRADUATE  COURSE  IN  GYNECOLOGY 
Humphreys  Postgraduate  Center, 

Denison  Library  Building,  4200  E.  Ninth  Ave., 
Denver,  Colorado 

August  16-17,  1973 
Tuition  fee:  $100.00 

Further  information  concerning  these  meet- 
ings may  be  obtained  by  writing  the  Office  of 
Continuing  Medical  Education,  University  of  Colo- 
rado School  of  Medicine,  4200  E.  Ninth  Avenue, 
Denver,  Colorado  80220. 

American  College  of  Hospital  Administrators 
39th  ANNUAL  MEETING 
Conrad  Hilton  Hotel,  Chicago,  Illinois 
August  18-21,  1973 

For  further  information,  contact  American 
College  of  Hospital  Administrators,  890  N.  Lake 
Shore  Dr.,  Chicago,  Illinois  60611. 

***** 

AMERICAN  HEALTH  CONGRESS 
Chicago,  Hlinois 

August  20-23,  1973 

American  College  of  Cardiology 
Continuing  Education  Programs 
Hahneman  Medical  College  and  Hospital 
MECHANISMS  AND  THEORY  OF 
CARDIAC  ARRHYTHMIAS 
Downington  Inn  and  Golf  Club, 

Downingtown,  Pennsylvania 
September  10-12,  1973 

Cardiovascular  Education  Program 

of  Nashville 

SYMPOSIUM  ON 

CARDIOVASCULAR  NURSING 

University  of  Tennessee  at  Nashville,  Tennessee 

September  10-12,  1973 


American  Hospital  Association 

INSTITUTE  ON  AMBULATORY  CARE 
AND  HOME  CARE 

Stouffers  Denver  Inn,  Denver,  Colorado 
July  17-19,  1973 

INSTITUTE  ON  AMBULATORY  CARE 

AND  HOME  CARE 

Dutch  Inn,  Lake  Buena  Vista,  Florida 

September  18-20,  1973 

« * 4:  * 

EMERGENCY  DEPARTMENT  AND 
AMBULATORY  AND  HOME  CARE  INSTITUTE 
American  Hospital  Association  Headquarters, 
Chicago,  Illinois 

October  29-November  2,  1973 

Further  information  concerning  these  Insti- 
tues  may  be  obtained  from  the  American  Hospital 
Association,  840  N.  Lake  Shore  Drive,  Chicago, 
111.  60611. 

American  Academy  of  Ophthalmology 
and  Otolaryngology 

ANNUAL  MEETING 
Convention  Center,  Dallas,  Texas 

September  16-20,  1973 

For  further  convention  details,  contact  C.  M. 
Kos,  MD,  Executive  Secretary-Treasurer,  Amer- 
ican Academy  of  Ophthalmology  and  Otolaryn- 
gology, 15  Second  St.,  SW,  Rochester,  Minn.  55901. 

Methodist  Hospital  Graduate  Medical  Center 

AUSCULTATION  AND  BEDSIDE 
EXAMINATION  OF  THE  HEART 
Methodist  Hospital  Graduate  Medical  Center, 
Indianapolis,  Indiana 

September  20-22,  1973 

University  of  Kentucky  College  of  Medicine; 
Indiana  University  School  of  Medicine 
and  Krannert  Institute  of  Cardiology; 
Kentucky  Heart  Association 
CHANGING  CONCEPTS  IN  CARDIOLOGY 
University  of  Kentucky  College  of  Medicine, 
Lexington,  Kentucky 

October  1-3,  1973 
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The  Leonard  Davis  Institute  of 

Health  Economics  of  the  Wharton  School 

ADVANCED  MANAGEMENT  PROGRAM 
IN  HEALTH  CARE  ADMINISTRATION 
University  of  Pennsylvania,  Philadelphia 

October  7-November  2,  1973 

A four-week  program  in  current  problems 
and  trends  in  health  care  designed  for  top-level 
executives  and  professionals  in  health  service  or- 
ganizations. Enrollment  limited  to  30.  For  appli- 
cation and  descriptive  booklet,  contact  Mrs.  Sue 
Moyerman,  Leonard  Davis  Institute  of  Health 
Economics,  3641  Locust  Walk,  Philadelphia,  Pa. 
19174. 


University  of  Miami  School  of  Medicine, 
Department  of  Pediatrics 

SEMINAR  IN  PEDIATRIC  NEPHROLOGY: 
CURRENT  CONCEPTS  IN  DIAGNOSIS 
AND  MANAGEMENT 
Eden  Roc  Hotel,  Miami  Beach,  Florida 

January  2-5,  1974 

Direct  all  inquiries  to:  Division  of  Continuing 
Education,  University  of  Miami  School  of  Med- 
icine, P.O.  Box  875,  Biscayne  Annex,  Miami,  Flor- 
ida 33152.  (305)  350-6716. 
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CMS  Members! 


It's  called  the  Colorado  Medical  Society  Income 
Protection  Plan. 


The  Plan  is  vital  insurance  coverage  that  pays  you 
emergency  income  benefits  when  a covered  sickness 
or  accident  keeps  you  from  working. 

As  a Colorado  Medical  Society  member,  you  can 
purchase  plans  that  pay  from  $100.00  to  $1,000.00 
a month,  depending  on  the  plan  you  choose  and 
qualify  for.  The  emergency  income  benefits  are  paid 
directly  to  you  — to  use  as  you  see  fit. 

-ACT  NOW!  FILL  OUT  AND  MAIL  THE  COUPON  for 
full  details  on  your  Colorado  Medical  Society  Income 
Protection  Plan.  Discover  how  it  can  help  provide 
that  extra  measure  of  financial  security  you  and 
your  family  need.  There's  no  obligation. 


, ^ 

I Colorado  Medical  Society  Insurance  Program  | 

I Please  send  me  full  details  on  the  Income  Protection  | 
, Plan  available  to  me  as  a member.  • 


j NAMF  I 

I ADDRESS I 

I CITY I 

I STATE_ 7IP  I 

L i 


Mail  Coupon  to  Your  Nearest  Representative: 


CON  LITZ 

4800  Wodsworth  Plaza 
Suite  300 

Wheot  Ridge,  Colorado  80033 


TONY  OCCHIUTO 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorado  Springs.  Colorado  80932 


CARL  RODERICK 
2627  West  10th  Street 
Greeley,  Colorado  80631 


UNDERWRITTEN  BY 

Mutual 

3ii)mahflSL^ 

The  people  who  paif . . . 

Life  Insurance  Affiliate:  United  of  Omaha 
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Decubitus  Ulcers  Yield  to 

Travase^  Ointment 

brand  of  Sutilains 


Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


After  six  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


O 


Adjunctive  Therapy— Observe  Its  Effects  in  48  hours  r 

When  the  recommended  nursing  technique  is  i 

followed  without  deviation,  this  procedure  can  | 

generate  visible  improvement  within  48  hours  of  | 
treatment.  If  no  dissolution  of  slough  occurs  by  then,  i 
further  application  is  unlikely  to  be  rewarding  j 

(recheck  for  break  in  procedure,  usually  due  to  use  • 
of  cleansing  or  antiseptic  agents  which  impair  the  i 
effectiveness  of  the  enzyme  in  TRAVASE).  | 

I 

I 

I 

Clinical  observation  and  photos  by  Kathleen  Brough  } 

Oldham,  M.D..  Marion  County  Home,  Indianapolis,  Ind.  i 

I 

I 

I 

I 

I 

I 

I 

Rease  see  next  page  for  prescribing  information  i 


I First  Class 

Permit  No.  39 
Deerfield,  III. 


BUSINESS  REPLY  MAIL 


No  Postage  Stamp  Necessary 
If  Mailed  in  the  United  States 


Postage  Will  Be  Paid  by  Addressee 

Flint  Laboratories 

Division  of  Travenol  Laboratories,  Inc. 
200  Wilmot  Road 
Deerfield,  Illinois  60015 


Travase®  Ointment  brand  of  Sutilains 

APPLICATION  TECHNIQUE:  TRAVASE  Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for  biochemical  debridement.  It 
dissolves  and  facilitates  the  removal  of  necrotic  tissues  and  purulent 
exudates. 

TRAVASE  enzymes  are  selective.  Virtually  inactive  on  viable  tissue. 

When  this  recommended  nursing  technique  is  followed  without  deviation, 
this  procedure  can  generate  visible  improvement  within  48  hours  . . . 


With  a sterile  cotton  swab  or 
finger  cot,  apply  a very  thin 
layer  of  TRAVASE  Ointment. 
The  ointment  spreads  easily 
and  only  a small  amount  is 
needed  (a  small  dab  of 
ointment  will  cover  an  area 
as  big  as  the  back  of  a hand). 

Be  sure,  though,  to  rub  the 
ointment  well  into  every  crack 
or  crevice  of  the  wound  and 
overlap  the  surrounding  skin 
one-fourth  to  one-half  inch 
beyond  the  area  to  be 
debrided — to  be  sure  of 
complete  coverage. 


(Ulcer  being  irrigated) 
Thoroughly  cleanse  and 
irrigate  the  wound  area  using 
only  sterile  water  or  sodium 
chloride  solution.  Be  sure  to 
cleanse  the  wound  of  any 
antiseptics  or  heavy-metal 
antibacterial  agents  which 
may  interfere  with  the 
enzyme  activity. 


Thoroughly  soak  the  wound 
area.  Where  practical,  tubbing 
or  showering  is  suitable.  Or 
wet  soaks  with  gauze  pads 
may  be  used.  Remember  to 
avoid  chemical  cleansing 
agents  which  may  interfere 
with  the  therapy. 


Apply  loose,  wet  dressings, 
thoroughly  soaked  in  sodium 
chloride  solution  or  sterile 
water  to  the  area  to  be 
debrided  only. 


Cover  the  moist  dressings 
with  an  occlusive  wrap 
(Saran  wrap,  Telfa  Pads,  or 
other  plastic  wrappings)  to 
keep  wound  site  moist.  Do  not 
extend  occlusive  wrap  over 
V2  inch  beyond  area  to 
be  debrided. 


When  changing  dressing, 
gently  wipe  away  the 
dissolved  material.  Repeat  the 
complete  dressing  procedure, 
including  application  of 
TRAVASE  Ointment,  four 
times  daily. 


The  ulcer  shown  in  these  photos  is  simulated  on  a model  in  order  to  demonstrate 
the  correct  TRAVASE  application  technique. 


, 

To:  FLINT  LABORATORIES  I 

Division  of  Travenol  Laboratories,  Inc.  ! 

200  Wilmot  Road  1 

Deerfield,  Illinois  60015  I 

I 

I 

Name  I 

I 

I 

Title  I 

, 

I 

Institution  I 

- , 

I 

Street  I 

, 

I 

City State Zip [ 

I 

Please  send:  I 

I 

Additional  Information  on  TRAVASE®  Ointment  (brand  of  Sutilains)  | 

In-service  training  program  * 

Comment  I 

^ 1- 


DESCRIPTION:  TRAVASE®  {brand  of  sutilains)  Ointment  is  a sterile  9 
preparation  of  proteolytic  enzymes,  elaborated  by  Bacillus  subtilis,  in 
hydrophobic  ointment  base  consisting  of  95%  white  petrolatum  and  5%q 
polyethylene.  One  gram  of  ointment  contains  approximately  82,000  casein 
units*  of  proteolytic  activity.  -a 

ACTION:  TRAVASE  Ointment  selectively  digests  necrotic  soft  tissues  by  1 
proteolytic  action.  It  dissolves  and  facilitates  the  removal  of  necrotic  a 
tissues  and  purulent  exudates  that  otherwise  impair  formation  of  ^ 

granulation  tissue  and  delay  wound  healing  (4).  * 

At  body  temperatures  these  proteolytic  enzymes  have  optimal  activity  in 
the  pH  range  from  6.0  to  6.8. 

INOICATIONS;  For  wound  debridement  (1,2) — ^TRAVASE  Ointment  is 
indicated  as  an  adjunct  to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following  lesions: 

Second  and  third  degree  burns. 

Decubitus  ulcers, 

Incisional,  traumatic,  and  pyogenic  wounds, 

Ulcers  secondary  to  peripheral  vascular  disease. 


CONTRAINOICATIONS;  Application  of  TRAVASE  (brand  of  sutilains) 
Ointment  is  contraindicated  in  the  following  conditions; 

Wounds  communicating  with  major  body  cavities, 

Wounds  containing  exposed  major  nerves  or  nervous  tissue. 
Fungating  neoplastic  ulcers. 

Wounds  in  women  of  child-bearing  potential— because  of  lack  of 
laboratory  evidence  of  effects  of  TRAVASE  upon  the  developing  fetus 

WARNING:  Do  not  permit  TRAVASE  Ointment  to  come  into  contact  with 
the  eyes.  In  treatment  of  burns  or  lesions  about  the  head  or  neck,  should 
the  ointment  inadvertently  come  into  contact  with  the  eyes,  the  eyes  shou 
be  immediately  rinsed  with  copious  amounts  of  water,  preferably  sterile. 

PRECAUTIONS;  A moist  environment  is  essential  to  optimal  activity  of  thi 
enzyme.  Enzyme  activity  may  also  be  impaired  by  certain  agents.  In  vitro 
several  detergents  and  antiseptics  (benzalkonium  chloride, 
hexachlorophene,  iodine,  and  nitrofurazone)  may  render  the  substrate  I 
indifferent  to  the  action  of  the  enzyme  (3).  Compounds  such  as  thimerosa 
containing  metallic  ions  interfere  directly  with  enzyme  activity  to  a 
slight  degree,  whereas  neomycin,  sulfamylon-streptomycin,  and  penicillin 
do  not  affect  enzyme  activity.  In  cases  where  adjunctive  topical  therapy 
has  been  used  and  no  dissolution  of  slough  occurs  after  treatment  with  < 
TRAVASE  Ointment  for  24  to  48  hours,  further  application,  because  of 
interference  by  the  adjunctive  agents,  is  unlikely  to  be  rewarding. 

In  cases  where  there  is  existent  or  threatening  invasive  infection, 
appropriate  systemic  antibiotic  therapy  should  be  instituted  concurrently. 

Although  there  have  been  no  reports  of  systemic  allergic  reaction  in 
humans,  studies  have  shown  that  there  may  be  an  antibody  response  in  I 
humans  to  absorbed  enzyme  material.  ' 

ADVERSE  REACTIONS;  Adverse  reactions  consist  of  mild,  transient  pain, 
paresthesias,  bleeding  and  transient  dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  analgesics.  Side  effects  severe 
enough  to  warrant  discontinuation  of  therapy  occasionally  have  occurred 

If  bleeding  or  dermatitis  occurs  as  a result  of  the  application  of  TRAVAS 
(brand  of  sutilains)  Ointment,  therapy  should  be  discontinued.  No  systen 
toxicity  has  been  observed  as  a result  of  the  topical  application  of 
TRAVASE  Ointment. 

Dosage  and  Administration 

STRICT  ADHERENCE  TO  THE  FOLLOWING  IS  REQUIRED  FOR  EFFECTI 
RESULTS  OF  TREATMENT 

1.  Thoroughly  Cleanse  and  Irrigate  Wound  Area  with  sodium  chlori 
or  water  solutions.  Wound  MUST  be  cleansed  of  antiseptics  or 
heavy-metal  antibacterials  which  may  denature  enzyme  or  alter 
substrate  characteristics  (e.g.,  Hexachlorophene,  Silver  Nitrate, 
Benzalkonium  Chloride,  Nitrofurazone,  etc.). 

2.  Thoroughly  moisten  wound  area  either  through  tubbing,  showed 
or  wet  soaks  (e.g.,  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer  assuring  intimate  conti 
with  necrotic  tissue  and  complete  wound  coverage  extending  to 
Vi  to  Vz  inch  beyond  the  area  to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per  day  for  best  results. 

How  Supplied 

3P3002  TRAVASE  Ointment  is  supplied  sterile  in  one-half  ounce  tubes 
(14.2  g.)  containing  82,000  casein  units  of  sutilains  per  gram  c 
hydrophobic  ointment  base. 

The  ointment  must  be  stored  under  refrigeration  at  2°  to  10°  C 
(35°  to  50°  F). 
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*A  casein  unit  is  the  amount  of  enzyme  required  to  produce  the  same 
optical  density  at  275  m)i  as  that  of  a solution  of  1.5  meg.  tyrosine/ml., 
after  the  enzyme  has  been  incubated  with  35  mg.  of  casein  at  37°  C.  fc 
one  minute. 
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The  defunct  defecation  reflex 


Inhibited  too  often  because  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  of  the 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex: 

■ Provides  rapid  relief  of 
constipation,  usuaily  within  2 to 
5 minutes 

■ Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  iaxatives  or  the  burning 
that  may  be  associated  with 
suppositories 

■ Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■ Unique  construction  regu- 
lates flow—prevents  leakage 
and  reflux 

■ Anatomically  correct,  pre- 
lubricated rectal  tip  helps 
avoid  injury  to  bowel  wall 

> Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications;  Do  not  use  when 
nausea,  voniiting,  or  abdominal  pain  is 
present.  Warnings:  Frequent  or  prolonged 
use  of  enemas  may  result  in  dependence. 
Take  only  when  needed  or  when  pre- 
scribed by  a physician.  Precautions:  Do 
not  administer  to  children  under  two  years 
of  age  unless  directed  by  a physician. 
FREE  BOOKLET.  A supply  of  the  patient 
booklet,  The  Professional  Treatment  of 
Constipation,  is  available,  free  of  charge, 
on  request  to  C.  B.  FLEET  CO.,  INC. 

P.  O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet’  Enema 

The  professional  aid 
to  constipation  relief 


<$> 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 

300104 
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What  A Difference 
A Year  Makes! 


AY  25,  1973,  WAS  the  day  the  officers  of 
the  Wyoming  State  Medical  Society  com- 
pleted their  visits  to  component  societies  in 
the  state.  What  a difference  a year  makes! 

Last  year,  WSMS  officers  visited  all  the 
component  societies 
with  the  intent  of  es- 
tablishing better  com- 
munications between 
the  individual  physi- 
cians, the  component  societies,  and  the  State 
Society — all  of  whom  are  the  same  people. 
State  Society  officers  are  your  representa- 
tives and,  as  such,  have  access  to  information 
that  may  not  be  known  by  the  individual 
physicians  because  of  the  charge  to  your 
state  officers  to  represent  you  in  the  political 
and  medical  aspects  of  medicine.  This  infor- 
mation is  neither  privy  nor  privileged  except 
in  special  situations  to  protect  individuals 
and  should  be  dispensed  to  the  membership. 
This  is  what  Wyoming’s  state  officers  have 
attempted  to  do.  The  results  of  these  attempts 
in  communications  are  starting  to  become 
apparent. 


In  visits  to  some  component  societies  in 
1972  there  were  several  areas  in  which  it  was 
evident  there  was  erroneous  or  total  lack  of 
information.  Attempts  were  made  to  clarify 
the  areas.  Proof  that  our  attempts  at  com- 
munication were  at  least  partially  success- 
ful was  evidenced  in  the  reception  of  WSMS 
officers  in  1973.  Whereas  last  year,  in  some 
areas,  we  received  a reception  as  though  we 
were  the  Watergate  culprits,  this  year  our 
reception  was  cordial  everywhere.  The  indi- 
vidual physicians  were  anxious  to  hear  us 
and  exchange  ideas  and  question  us. 

Communication  remains  essential  and  is 
perhaps  more  vital  at  this  time  than  in  any 
other  time  in  the  history  of  organized  medi- 
cine. Let  me  cite  just  a few  of  the  issues  that 
are  here  now  or  are  threatening  to  come  on 
the  scene. 


1.  PSRO  is  the  law  of  the  land,  and  we 
believe  this  is  the  last  chance  for  physi- 
cians to  make  peer  review  work  satis- 
factorily. We  have  two  years  to  prove 

ourselves. 


2.  Continuing  medical  education  most  as- 
suredly will  be  legislated  if  we  do  not 
do  something  voluntarily. 

3.  Currently,  continuing  study  in  Wyo- 
ming for  a medical  school  or  contract- 
ual agreement  with  an  existing  medi- 
cal school  is  being  carried  out. 

4.  National  health  insurance  of  some  type 
is  one  of  the  hottest  items  in  Congress, 
and  many  Congressional  leaders  feel 
this  session  of  Congress  will  bring  some 
type  of  national  health  insurance. 

5.  HMO’s  are  being  pushed  by  the  admin- 
istration. 

6.  Efforts  at  improving  relations  with 
Blue  Shield  are  making  good  progress. 

All  of  the  above  examples  are  affecting — 
or  will  affect — you  in  the  private  practice  of 
medicine.  Please  make  your  thoughts  known. 

How  can  we  improve  communication?  It 
takes  two  to  communicate,  a sender  and  a 
receiver.  Your  State  Society  hopes  that  you, 
the  individual  practicing  physician,  and  your 
State  Society  will  do  both  effectively.  Spe- 
cifically, what  can  you  do? 

1.  Call  or  write  your  state  officers  about 
your  problems,  solutions,  and  concerns. 

2.  Attend  State  Council  meetings,  your 
own  component  society  meetings  and 
the  annual  House  of  Delegates  meet- 
ings. 

3.  Be  certain  your  councillor  reports  back 
to  you. 

4.  Read  the  information  sent  to  you. 

With  adequate  communication,  we  can 
understand  our  collective  problems  and  pre- 
sent a stronger  front  to  help  fight  those 
things  with  which  we  disagree  and  to  im- 
prove on  the  things  we  support.  We  have  wit- 
nessed the  beginning  of  better  attitudes  since 
starting  a more  aggressive  communications 
program.  Let  us  continue  these  advances. 

Yes,  what  a difference  a year  makes! 

Donald  F.  Mahnke,  M.D. 


for  July  1973 
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iTH  FEDERAL  FINANCING  of  medical  care 
being  a going  thing,  I am  going  to  take  the 
prerogative  of  this  rostrum  to  reiterate  a 
deep  feeling  of  my  own.  Financing  of  Medi- 
care and  Medicaid,  so  easily  legislated,  has 

become  a nightmare. 


A Logical  Way  to 
Pay  for  It* 


Its  costs  rise  yearly. 
What  then  is  to  hap- 
pen for  future  finetnc- 
ing  as  each  generation 
lives  longer?  Should  not  some  steps  be  taken 
now  to  foresee  the  overwhelming  cost  for 
medical  care  of  the  future?  I do  not  pretend 
to  know  the  answer  as  a physician.  It  does 
seem  logical  to  me,  however,  to  begin  now  to 
save  to  meet  this  inevitable  expense. 


About  three  and  one-half  million  babies 
are  born  each  year.  Why  not  put  $10  for 
each  new  child  into  a Federal  Government 
trust  for  the  future  health  of  this  group  and 
put  that  money  to  work  to  make  money  for 
the  care  of  these  children  in  old  age?  Thirty- 
five  million  dollars  collecting  interest  over 
the  years  can  be  a tidy  sum  for  their  care 
in  the  future.  Many  astute  governmental 


financiers  may  have  thought  of  and  dis- 
carded this  proposal  years  ago.  Being  com- 
pletely overcome  by  the  thought  of  a million 
dollars,  much  less  the  billions  that  are  care- 
lessly spoken  of  by  government  agencies 
daily,  I merely  wish  to  pursue  the  proposi- 
tion that  each  little  man  like  me  has  to  plan 
to  survive  the  future  by  deciding  what  can 
be  done  now  for  the  time  some  years  hence 
when  money  will  be  needed  for  purposes  of 
just  living. 

For  the  immediate  present  every  man, 
woman  and  child  is  striving  to  find  his  way 
through  the  Jungle  of  taxes.  Unless  a move  is 
made  now  to  assure  in  some  way  care  of  the 
elderly  by  a different  method  than  taxation 
at  the  needed  time  to  foot  the  bill  for  health 
care  costs,  we  may  all  be  taxed  out  of  exist- 
ence! 


William  G.  Erickson,  M.D. 
Lander,  Wyoming 


♦This  editorial  is  extracted  from  Dr.  Erickson’s  Presiden- 
tial Address  to  the  Wyoming  State  Medical  Society,  Au- 
gust, 1972. 


VAIL  TO  HOST  MEETING  OF  FOUNDATIONS  ASSOCIATION 

The  American  Association  of  Foundations  for  Medical  Care  will  hold  its  An- 
nual General  Session  and  meeting  of  the  House  of  Delegates  in  Vail,  Colorado 
August  12  through  August  17;  a 2-day  school  for  Medical  Executives  will  precede 
the  general  session.  Registration  for  representatives  from  member  foundations  is 
$50;  non-member  registration  is  $100.00.  Registration  shotild  be  made  through 
AAFMC,  540  East  Market  Street,  Stockton,  Calif.  95201. 
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Gastric  volvulus  within  a 


hiatus  hernia* 


Paul  R.  Yedinak,  MD,  Rock  Springs 


A report  of  two  cases  of 
pside-down  Stomach” 


Hernia  of  the  esophageal  hiatus  of  the  dia- 
phragm is.  a common  condition  of  the  upper 
gastro-intestinal  tract  in  middle  aged  and 
elderly  people.  Hernias  thru  the  hiatus  are 
most  commonly  of  the  sliding  type  wherein 
the  cardia  and  upper  end  of  the  stomach 
slide  in  and  out  of  the  thoracic  cavity.  In  the 
much  less  common  para-esophageal  hiatus 
hernia  a portion  of  the  fundus  of  the  stomach 
herniates  upward  alongside  the  normal 
placed  esophagus  and  enters  the  thoracic 
cavity.  This  portion  of  the  stomach  may  be 
fixed  in  the  abnormal  position  or  it  may  slide 
in  and  out  of  its  thoracic  location.  Although 
severity  of  symptoms  is  not  directly  related 
to  the  size  of  the  hernia,  as  time  passes,  the 
hernias  become  larger  and  complications  are 
more  frequent. 

An  infrequent  and  interesting  complica- 
tion of  a large  para-esophageal  hernia  is  vol- 
vulus of  the  stomach  within  the  hernia.  This 
may  be  acute  or  chronic.  The  phreno-esopha- 
geal  ligament  maintains  the  esophageal  at- 
tachment at  the  hiatus  and  the  anterior  wall 
of  the  stomach  rolls  upward  into  the  sac  of 
peritoneum  anterior  and  to  the  right  of  the 
esophagus,  ultimately  resulting  in  a true  “up- 
side-down stomach.”  The  stomach  may  ro- 
tate 180  degrees  or  more  on  its  long  axis 
between  two  fixed  points,  the  cardia  and  the 
pylorus.  The  movable  greater  curvature  be- 
comes the  dome  of  the  prolapse.  Reflux  of 
gastric  contents  into  the  esophagus  does  not 
occur  because  the  esophago-gastric  junction 
remains  competent.  Strangulation  due  to  vol- 
vulus and  distention  in  this  closed  loop  ob- 
struction may  occur  with  disastrous  results. 

♦This  paper  was  presented  at  the  8th  Annual  Winter 
Seminar  of  the  Wyoming  State  Medical  Society,  held  in 
Casper,  Wyoming,  February  1973. 


CASE  REPORTS 

Case  1.  In  July,  1962,  an  81-year-old  widow 
who  lived  alone  was  admitted  to  the  hospital 
stating  she  had  been  ill  for  three  weeks  with  up- 
per abdominal  distress  and  severe  “gas”  which 
became  much  worse  following  meals.  There  was 
no  previous  history  of  gastro-intestinal  disease 
or  discomfort.  Bowel  movements  had  been  regular. 
For  four  days  prior  to  admission  cramping  pain 
in  the  upper  abdomen  had  been  increasingly  se- 
vere and  accompanied  by  vomiting,  which  gave 
temporary  relief.  For  24  hours  there  had  been 
severe  pain  between  the  shoulder  blades.  Prior 
to  this  illness  she  had  been  in  remarkably  good 
health  with  history  of  no  major  illness  or  surgery. 

The  patient  was  an  elderly,  well-oriented  and 
cooperative,  moderately  dehydrated  woman  with 
normal  vital  signs.  A dorsal  kyphosis  was  present. 
Breath  sounds  were  good  and  percussion  note  hy- 
perresonant.  The  abdomen  was  obese  with  lax 
musculature  and  no  surgical  scars.  There  was 
moderate  tenderness  to  palpation  in  the  right 
upper  quadrant  accompanied  by  some  muscle 
guarding.  Peristalsis  was  hyperactive.  The  admit- 
ting diagnostic  impression  was  sub-acute  chole- 
cystitis or  possible  pyloric  stenosis. 

Naso-gastric  suction  resulted  in  the  rapid  as- 
piration of  1500  cc  of  fluid  and  the  patient  became 
considerably  more  comfortable.  On  the  fourth 
hospital  day  an  upper  g.i.  series  using  Gastro- 
graffin  demonstrated  a large  hiatus  hernia  with 
herniation  of  the  distal  portion  of  the  stomach. 
The  cardia  of  the  stomach  had  a normal  position 
and  all  of  the  distal  stomach  and  part  of  the 
duodenum  appeared  to  be  herniated.  A moderate- 
ly large  ulcer  crater  2 cm  in  diameter  was  pres- 
ent in  the  stomach,  presumably  on  the  lesser  cur- 
vature. The  delayed  film  showed  retention  of 
most  of  the  contrast  material  in  the  stomach. 

On  the  following  day  at  surgery  a large  hiatus 
hernia  was  present,  into  which  had  migrated  the 
anterior  wall  and  greater  curvature  of  the  distal 
half  of  the  stomach.  The  distal  half  of  the  stom- 
ach was  rotated  anteriorly  and  upward  into  the 
mediastinum  pulling  along  with  it  the  gastro-colic 
omentum,  and  it  was  held  in  this  position  by  the 
firm  fibrous  edges  of  the  hiatal  hernia.  The  tri- 
angular ligament  to  the  left  lobe  of  the  liver  was 
cut  and  the  lobe  retracted  to  the  right.  By  gradu- 
al traction  and  finger  dissection  around  the  edge 
of  the  hernia,  the  distal  two-thirds  of  the  stomach 
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was  pulled  down  from  its  trap  in  the  hernia.  This 
portion  of  the  stomach  was  edematous  and  in- 
flamed and  there  was  a constriction  ring  around 
the  upper  stomach.  Along  the  lesser  curvature  in 
the  region  of  the  antrum  was  an  indurated  area 
compatible  with  the  gastric  ulcer  demonstrated 
by  x-ray.  The  hiatus  hernia  was  repaired  by  ap- 
proximation of  the  crura  of  the  diaphragm  hiatus 
snugly  around  the  esophagus,  a wedge  excision 
of  the  ulcer  was  performed,  and  a tube  gastrotomy 
was  done. 

The  patient  recovered  from  the  surgery,  lived 
another  ten  years  without  gastro-intestinal  symp- 
toms, and  died  in  a nursing  home  some  ten  years 
after  the  surgery.  The  minimal  operation,  a wedge 
resection,  for  the  large  gastric  ulcer,  in  deference 
to  the  patient’s  advanced  age  proved  adequate, 
and  the  tube  gastrotomy  with  fixation  of  the 
stomach  to  the  anterior  abdominal  wall  served 
as  a gastro-pexy  which  is  sometimes  recommended 
in  treatment  of  this  condition. 

Case  2.  In  September,  1971  a 63-year-old  wom- 
an was  admitted  to  the  hospital  with  the  history 
of  sudden  onset  of  abdominal  pain  five  days  prior 
to  admission  following  a meal  of  steak,  fried  po- 
tatoes, and  onions.  The  patient’s  doctor  had  giv- 
en her  an  injection  with  relief  of  severe  pain,  and 
since  then  she  had  eaten  only  milk-toast  and  tea, 
but  had  no  more  severe  pain  or  vcmiting.  The 
initial  pain  was  so  severe  that  the  patient  had 
fainted,  injuring  her  forehead  falling  to  the  floor. 
There  was  no  previous  history  of  gastro-intestinal 
illness.  She  had  had  a previous  thyroidectomy  and 
inguinal  herniorrhaphy. 

The  patient  did  not  appear  ill,  was  moderately 
overweight,  and  had  normal  vital  signs.  There  was 
slight  tenderness  to  deep  palpation  in  the  epi- 
gastrium and  right  sub-costal  region.  Initial  im- 


pression was  chronic  cholecystitis  with  duodenal 
or  gastric  ulcer  also  to  be  considered.  In  the  x-ray 
of  the  chest  in  the  base  of  the  right  pleural  space 
posteriorly  there  was  a homogenous  density  con- 
taining air  bubbles,  suggesting  herniated  stomach. 
By  barium  study  there  was  an  esophageal  hiatus 
hernia  with  the  stomach  lying  in  the  thorax,  the 
body  rotated  to  the  right  and  produced  a shadow 
in  the  base  of  the  right  chest.  Barium  passed  read- 
ily thru  the  pylorus. 

On  the  fifth  hospital  day  surgery  was  per- 
formed. The  greater  curvature  of  the  stomach  was 
found  to  be  distorted  and  rotated  180  degrees  to 
the  right  so  that  it  lay  under  the  liver.  The  upper 
half  of  the  stomach  along  with  a fist-sized  piece 
of  greater  omentum  was  herniated  and  incarcer- 
ated into  a large  hiatus  hernia.  With  traction  and 
finger  dissection  the  hernia  was  reduced  and  the 
upper  half  of  the  stomach  and  omentum  with- 
drawn. The  hernial  opening  was  4%  inches  in 
diameter  and  would  admit  one’s  fist.  Even  though 
it  appeared  that  the  stomach  should  be  completely 
obstructed  by  this  volvulus  there  were  no  signs  of 
gastric  obstruction.  The  hernia  was  repaired  by 
approximating  the  crura  of  the  diaphragm  behind 
the  esophagus  with  a Nissen  fundoplasty.  The  pa- 
tient recovered  from  the  surgery  without  compli- 
cation. 

Summary 

Hernia  thru  the  esophageal  hiatus  of  the 
diaphragm  is  common  in  middle  aged  and  el- 
derly people.  An  unusual  complication  of 
large  hiatus  hernia  is  volvulus  of  the  stomach 
within  the  hernia,  or  “upside-down  stomach”. 
Two  cases  of  this  condition  are  presented 
along  with  a description  of  the  operative 
treatment.  • 


REFERENCES 

Babb,  R.  R.,  Peck,  O.  C.,  Jamplis,  R.  W.:  Gastric  volvulus  and  Obstruction  in  Para- 
esophageal Hiatus  Hernia — A Surgical  Emergency.  Am.  J.  Dig.  Dis.  17:119,  1972. 
Bell,  John  W.:  Chronically  Incarcerated  Hiatus  Hernia.  Arch.  Surg.  104:831,  1972. 
Ellis,  Henry  F.,  Jr.;  Gastroesophageal  Reflux  — Indications  for  Fundoplication. 

Surgical  Clinics  of  North  America  51:575,  June  1971. 

Paulson,  D.  L.,  Shaw,  R.  R.,  Kee,  J.  L.:  Esophageal  Hiatus  Diaphragmatic  Hernia 
and  its  Complications.  Ann.  Surg.  155:957,  June,  1962. 


24 


Rocky  Mountain  Medical  Journal 


Acupuncture 


V.  G.  Henry,  MD,  Laramie* 


The  author  discusses  his  experience  with 
acupuncture  in  judiciously  selected  patients 


Many  articles  concerning  acupuncture  have 
appeared  in  the  lay  press  during  the  past 
year.  This  has  stimulated  an  enormous  inter- 
est and  demand  for  acupuncture  among  the 
general  population.  There  have  been  few  if 
any  scientific  articles  in  professional  jour- 
nals, probably  due  to  the  lack  of  time  to  com- 
plete studies  and  also  the  fact  that  no  medical 
publications  have  been  allowed  in  China 
since  about  1958.  However,  a great  deal  of 
research  is  being  done  in  this  country,  some 
being  sponsored  by  the  National  Institutes 
of  Health. 

Recent  trips  to  China  by  Drs.  E.  Gray 
Dimond,  Paul  Dudley  White,  Samuel  Rosen 
and  others,  along  with  President  Nixon’s  trip, 
have  aroused  an  intense  interest  in  anesthe- 
sia by  acupuncture,  at  times  to  the  detriment 
of  other  uses  of  acupuncture. 

Acupuncture  is  a systematized  and  tradi- 
tional form  of  Chinese  Medicine  which  has 
its  roots  in  pre-historic  times.  Today  it  is 
taught  in  Chinese  medical  schools  side  by 
side  with  the  more  familiar  Western  Medi- 
cine. This  has  been  especially  true  since 
about  1958  when  Chairman  Mao  decreed  the 
merging  of  Western  and  Traditional  Chinese 

*Dr.  Henry  is  Director,  Student  Health  Service,  University 
of  Wyoming,  Laramie,  Wyoming.  This  paper  was  pre- 
sented at  the  8th  Annual  Winter  Seminar  of  the  Wyoming 
State  Medical  Society,  held  in  Casper,  Wyoming,  February 


Medicine.  On  the  European  continent  acu- 
puncture is  practiced  by  over  1,000  physi- 
cians in  both  their  private  practice  and  in 
hospitals.  In  Russia  and  France  it  is  taught 
in  some  of  the  medical  schools  as  a regular 
part  of  the  medical  student’s  training. 

Very  simply,  acupuncture  is  the  insertion 
of  a very  fine,  solid,  stainless  steel  needle  to 
a depth  of  a few  millimeters  at  certain  pre- 
determined points  on  the  skin.  All  the  points 
which  produce  the  same  or  similar  results 
are  connected  by  a line  called  an  acupuncture 
meridian. 

It  is  not  the  purpose  of  this  paper  to  ex- 
plore the  technic  or  theories  of  acupuncture. 
These  can  be  foimd  in  a number  of  books, 
some  of  which  are  listed  in  the  reference  list. 
Probably  the  best  and  most  complete  ac- 
counts, at  least  in  the  English  language,  are 
those  of  Dr.  Felix  Mann  of  London,  England. 

It  has  been  my  good  fortune  to  have  stud- 
ied acupuncture  under  such  authorities  as  Dr. 
Felix  Mann,  Dr.  Nguyen  van  Nghi  of  Mar- 
seille, France,  Dr.  James  Y.  P.  Chen  of  Los 
Angeles,  and  others  in  the  field.  It  was  my 
contention  then,  that  acupuncture  might  be 
used  for  certain  selected  problems.  The  fol- 
lowing is  a presentation  of  a representative 
number  of  cases  seen  and  treated. 

Prior  to  treatment  by  acupuncture,  all  pa- 
tients had  a customary  Western  medical 
workup,  including  history,  physical,  labora- 
tory examinations,  studies,  and  other  tests 
as  indicated,  as  EEG  or  myelograms.  Acu- 
puncture was  then  presented  to  the  patient 
as  an  alternative  form  of  treatment. 
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CASE  REPORTS 

Case  1.  A 23-year-old  white  male  pharmacy 
student  had  sprained  his  right  ankle  two  days  be- 
fore while  playing  baseball.  The  ankle  was  about 
twice  its  normal  size  with  most  of  the  swelling 
and  marked  discoloration  over  the  lateral  mal- 
leolus. He  was  barely  able  to  limp  into  the  office 
and  complained  of  severe  pain.  X-rays  of  the 
ankle  showed  no  fracture.  Six  acupuncture  points 
were  needled  with  immediate  decrease  in  pain. 
He  was  able  to  walk  without  limping.  Within  two 
hours  all  pain  was  gone  and  he  was  able  to  walk 
and  jump  normally.  The  tissue  damage  healed 
in  a normal  length  of  time. 

Case  2.  A 57-year-old  white  female  presented 
with  a bone  spur  of  the  calcaneus.  One  and  a half 
years  before  it  had  bothered  her  and  ultrasound 
was  used  with  relief  of  pain.  At  this  time  she  had 
difficulty  in  walking  because  of  the  pain.  She 
had  tried  ultrasound  but  without  results.  One  acu- 
puncture point  was  needled  with  immediate  re- 
lief of  pain.  She  returned  three  weeks  later  for  a 
second  treatment.  She  has  remained  pain  free  for 
three  months. 

Case  3.  A 41-year-old  female  presented  to  the 
health  service  with  a history  of  migraine  head- 
aches every  six  weeks  for  many  years.  At  the  time 
of  her  headaches  she  usually  missed  two  or  three 
days  of  work.  Eight  acupuncture  points  were  se- 
lected and  treatment  was  begun  on  March  15,  1972. 
She  received  a total  of  five  treatments  during  the 
following  five  months  and  had  one  mild  headache. 
She  recently  asked  for  treatment  for  pre-menstru- 
al  edema.  Eight  acupuncture  points  were  selected 
and  treated.  Within  three  days  edema  had  left  her 
feet  and  hands  and  she  was  able  to  wear  her  rings. 
Her  last  treatment  was  August  17  and  she  has  re- 
mained free  of  symptoms  for  both  conditions. 

Case  4,  A 24-year-old  white  male  was  involved 
in  an  auto  accident  two  years  ago,  receiving  a neck 
injury.  He  was  told  he  “might  have  a cervical 
disc,”  although  no  positive  diagnosis  was  made. 
After  his  accident  he  had  soreness,  stiffness  and 
pain  of  the  neck  and  base  of  the  skull.  There  was 
marked  limitation  of  rotation  of  the  head  espe- 
cially to  the  left.  He  also  complained  of  some  sore- 
ness of  his  neck  muscles.  He  had  been  treated 
numerous  times  with  traction,  diathermy,  ultra- 
sound, massage  and  various  medications,  all  with- 
out results.  He  was  treated  with  acupuncture  five 
times  over  a period  of  three  months  with  almost 
complete  relief  of  pain  and  restoration  of  normal 
movements  of  the  head  and  shoulders. 

Case  5.  A white  female  age  20,  had  had  a sore 
throat  for  several  days  without  improvement. 
When  seen,  she  had  severe  laryngitis  and  could 
barely  talk  in  a hoarse  whisper.  A throat  culture 
was  obtained  and  she  was  placed  on  antibiotics. 
However,  before  she  left  the  office  a needle  was 


placed  in  three  acupuncture  points.  She  had  almost 
immediate  relief  of  pain  in  the  throat  area  and 
could  talk  in  a normal  voice.  She  made  an  un- 
eventful recovery. 

Case  6.  One  year  ago  a 40-year-old  woman 
had  participated  in  a long  cross-country  skiing 
trip.  She  apparently  strained  both  pectoral  and 
shoulder  muscles,  particularly  on  the  right  side. 
She  had  had  repeated  physiotherapy  treatments 
and  much  medication,  but  with  no  relief.  Adduc- 
tion of  the  arm  was  painful,  and  she  could  lift 
nothing  heavier  than  a couple  of  books  because 
of  pain.  She  was  needled  at  three  acupuncture 
points  on  the  right  side.  She  had  immediate  relief 
of  pain.  She  was  seen  three  and  one  half  months 
later  and  had  no  recurrence  of  pain  or  discom- 
fort at  that  time. 

Case  7.  A female,  age  20,  during  the  summer  of 
1972  had  worked  in  a cabinet  shop  and  had  to  do 
considerable  lifting,  mostly  with  the  right  arm. 
She  worked  there  about  two  months  and  then  quit. 
About  two  months  later  her  right  shoulder  began 
to  ache  and  for  three  weeks  it  had  progressively 
grown  worse  with  a rather  severe  dull  ache  in  the 
shoulder,  neck  and  deltoid  area.  There  was  free 
movement  of  the  arm,  and  movement  did  not  cause 
any  increase  in  pain.  A diagnosis  of  myositis  of  the 
right  shoulder  was  made.  Six  acupuncture  sites 
were  selected  and  treated;  there  was  immediate 
relief  of  pain.  She  returned  three  days  later  and 
stated  the  pain  relief  lasted  several  hours  until  she 
started  typing  that  evening  and  then  the  pain 
returned.  She  refused  another  acupuncture  treat- 
ment stating  she  did  not  like  the  needles,  and  so 
she  was  treated  with  conventional  methods. 

Case  8.  A 40-year-old  male  laborer  had  com- 
plained of  a stiff  neck  for  several  years.  There 
was  no  history  of  accident.  Four  acupuncture 
points  were  needled  and  he  stated  he  felt  marked- 
ly improved.  Two  weeks  later  two  points  were 
needled.  At  this  time  he  stated  he  had  occasional 
headaches,  although  he  had  not  mentioned  head- 
aches before.  It  has  now  been  eight  months  since 
his  last  treatment  and  he  has  no  complaints. 

Case  9.  A 25-year-old  man  presented  with  his- 
tory of  migraine  headaches  every  4-6  weeks  last- 
ing about  eight  hours  each.  Onset  of  headaches  was 
several  years  ago.  His  headaches  were  typical  mi- 
graine with  nausea,  vomiting,  blurred  vision  and 
usually  one-sided.  He  received  considerable  re- 
lief with  Caf ergot  Medication  (ergotamine  tar- 
trate and  caffeine).  He  was  treated  with  acupunc- 
ture on  June  5,  1972,  and  returned  on  June  16 
stating  the  previous  evening  he  had  a mild  head- 
ache and  vomited  once.  During  the  interval  be- 
tween treatments  he  said  he  felt  two  or  three  head- 
aches start  but  they  failed  to  develop.  He  was 
treated  again  on  June  26,  July  6,  and  July  25. 
Since  the  headache  on  June  16  he  has  been  free 
of  headaches  for  seven  months. 
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Case  10.  A young  female  patient  was  a known 
epileptic;  however,  she  had  not  been  seen  before 
October  6.  A later  history  showed  that  following 
each  seizure  she  developed  severe  headaches  which 
usually  required  narcotics  for  relief.  She  was  ad- 
mitted to  the  infirmary  on  October  6,  following 
an  epileptic  seizure,  in  an  almost  hysterical  state 
complaining  of  severe  headaches,  stating  it 
“ . . . felt  as  if  her  head  would  blow  apart.”  She 
was  treated  at  three  acupuncture  points  and  re- 
ceived immediate  relief  of  her  pain. 

Case  11.  A 22-year-old  boy  presented  with 
acute  torticollis  of  thirty-six  hours  duration.  It  had 
gradually  progressed  with  increasing  pain.  Any 
movement  of  the  head  caused  severe  pain.  He 
was  treated  at  four  acupuncture  points  with  im- 
mediate relief  of  pain  and  full  motion  of  the  head. 
There  has  been  no  recurrence  in  three  months. 

Summary 

Acupuncture  does  not  pretend  to  be  a 
panacea  for  all  the  illnesses  of  mankind.  It 
will  not  restore  or  correct  tissue  damage, 
but  it  may  stop  further  inroads  of  disease 
and  help  the  body  repair  damage  which  has 
already  occurred.  Acupuncture  tends  to  re- 
store the  homeostasis  of  the  body,  and  an 


overdose  does  not  occur.  The  needles  are  sol- 
id and  no  drug  or  other  substance  is  injected, 
therefore,  allergic  or  adverse  reactions  to 
drugs  do  not  occur.  Thus,  it  seems  the  safest 
of  treatments  when  its  use  is  indicated. 

The  results  so  far  have  encouraged  us  to 
continue  the  use  of  acupuncture  in  judicious- 
ly selected  cases.  Perhaps  the  most  reward- 
ing experience  has  been  in  the  treatment  of 
migraine  headaches.  This  condition  is  a prob- 
lem under  the  best  of  conditions,  and  the  re- 
sults obtained  so  far  with  acupuncture  have 
certainly  produced  grateful  patients. 

It  is  interesting  to  speculate  how  acupunc- 
ture might  be  utilized  in  athletics  to  treat 
acute  and  sub-acute  injuries.  There  have 
been  a few  reports  of  professional  athletes 
who  have  received  acupuncture  for  chronic 
conditions  with  apparently  good  results. 

From  our  limited  experience  with  acu- 
puncture I believe  that  it  will  become,  in  a 
very  short  time,  an  additional  valuable  tool 
of  medicine.  Continued  exploration  of  this 
tool  seems  warranted.  • 


REFERENCES 

1.  Chen,  James,  Y.  P.,  “Acupuncture,”  Medicine  and  Public  Health  in  the  People's 
Republic  of  China  ed.  Joseph  R.  Quinn.  June,  1972,  U.S.  Department  of  Health, 
Education,  and  Welfare.  DHEW  Publication  No.  (NIH)  72-67. 

2.  Dimond,  E.  Gray,  “Acupuncture  Anesthesia,”  J.A.M.A.  Vol.  218,  No.  10,  Decem- 
ber 6,  1971. 

3.  Huard,  Pierre  and  Wong,  Ming.  Chinese  Medicine.  McGraw-Hill  Book  Company. 

4.  Mann,  Felix,  “Acupuncture  Analgesia  in  Dentistry,”  Lancet,  April  22,  1972. 

5.  Mann,  Felix,  Acupuncture:  the  Ancient  Chinese  Art  of  Healing.  1971,  William 
Heinemann  Medical  Books,  LTD.  London. 

6.  Mann,  Felix,  Atlas  of  Acupuncture,  William  Heinemann  Medical  Books,  LTD, 
London. 

7.  Mann,  Felix,  The  Meridians  of  Acupuncture,  William  Heinemann  Medical  Books, 
LTD,  London. 

8.  Mann,  Felix,  The  Treatment  of  Disease  by  Acupuncture,  William  Heinemann 
Medical  Books,  LTD,  London. 

9.  Moss,  Louis,  Acupuncture  and  You.  Citadel  Press,  New  York. 

10.  Simpson,  Eileen,  “Acupuncture,”  Saturday  Review,  February  19,  1972. 

11.  Tkach,  Walter,  “I  have  seen  Acupuncture  work”,  says  Nixon’s  doctor.  Today’s 
Health,  July  1972. 

12.  Veith,  Ilza,  “The  Ancient  Art  of  Acupuncture,  Medical  Insight,  May,  1972. 


for  July  1973 


27 


Influences  on  continuing 
medical  education* 

Rutledge  W.  Howard,  MD,  Chicago 


Six  state  medical  societies  are  requiring 
certain  minimal  amounts  of  continuing  medi- 
cal education  for  maintenance  of  member- 
ship. These  are  the  societies  of  Oregon,  Ariz- 
ona, Pennsylvania,  Massachusetts,  New 
Jersey,  and  Florida.  There  are  state  boards  of 
licensure  of  three  other  states  which  have 
been  given  permissive  legislation  to  require 
CME  for  maintenance  of  licensure  to  prac- 
tice. These  conditions,  themselves,  are  forces 
affecting  continuing  medical  education.  They 
are  a result,  I believe,  of  other  forces  I 
should  like  to  mention. 

First,  let  us  look  at  external  influences. 
Over  five  years  ago,  in  November  1967,  the 
National  Advisory  Commission  on  Health 
Manpower  issued  its  report  to  the  nation.  The 
part  of  this  report  of  most  interest  to  us  in 
continuing  medical  education,  deals  with  its 
recommendation  concerning  continuing  edu- 
cation and  relicensure  of  health  professionals. 
The  Commission  noted  that  the  increasing 
pace  of  medical  advances  has  rendered  in- 
adequate the  older  means  of  assuring  that 
physicians  will  use  the  best  technics  and 
information  available.  It  stressed  that  the 
physician’s  education  must  be  continued  as 
long  as  he  practices.  Otherwise,  the  physician 
will  be  unaware  of  new  developments  and 
he  will  probably  continue  to  use  outdated 
technics  of  diagnosis  and  treatment  which 
would  be  far  less  effective  in  improving  the 
quality  of  health  care  than  if  he  had  made 
strong  efforts  at  self-renewal. 

There  are  certain  features  of  the  Commis- 

*This paper  was  presented  at  the  8th  Annual  Winter 
Seminar  of  the  Wyoming  State  Medical  Society,  Casper, 
Wyoming,  February  1973.  Dr.  Howard  is  Associate  Direc- 
tor, Department  of  Continuing  Medical  Education,  Ameri- 
can Medical  Association,  Chicago,  Illinois. 


sion’s  report  which  should  be  restated  at  this 
time.  First,  the  Commission  noted  that  the 
simple  deed  of  making  educational  oppor- 
tunities available  to  the  physician  will  not 
assure  his  utilization  of  such  oppiortunity  un- 
less sufficient  incentives  are  provided. 
Among  these  incentives  would  be  the  re- 
licensure of  health  professionals,  including 
physicians,  periodically,  on  the  basis  of  ac- 
ceptable performance  in  continuing  educa- 
tion. The  Commission  also  noted  that  an  al- 
ternative way  for  the  health  professional  to 
document  his  self-renewal  would  be  for  him 
to  take  a challenge  examination  in  his  spe- 
cialty. 

The  Commission  pointed  out  the  many 
potential  drawbacks  to  the  proposal  for  re- 
licensing. Among  the  drawbacks  would  be 
the  need  for  safeguards  against  abuse.  The 
Commission  also  presented  the  fact  that 
many  existing  programs  of  continuing  medi- 
cal education  are  inadequate  in  both  content 
and  geographic  distribution  to  serve  as  a 
basis  for  relicensure.  It  noted  that  new  pro- 
grams would  need  to  be  developed  and  pre- 
sented in  such  a way  that  they  would  be 
tailored  to  the  location  and  time  require- 
ments of  busy  practitioners.  It  also  realized 
that  the  institution  of  any  relicensure  re- 
quirement might  have  to  be  prospective  and 
applied  only  to  those  who  enter  professional 
schools  after  the  start  of  such  a new  require- 
ment. The  Commission  expressed  its  opinion, 
also,  regarding  accreditation,  pointing  out 
that,  if  continuing  education  should  become 
a basis  for  relicensure,  a mechanism  would 
have  to  be  developed  to  accredit  these  new 
programs  professionally.  In  this  relationship. 
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and  I believe  this  is  another  key  to  their 
thinking,  the  report  of  the  Commission  stated 
that  professional  societies  as  well  as  state 
governments  should  explore  these  possibili- 
ties of  relicensure  based  upon  continuing 
medical  education. 

The  Commission’s  report  has  undoubtedly 
been  a strong  external  influence  in  the  field 
of  continuing  medical  education. 

Another  motivating  force  has  been  the 
establishment  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  of  a new  and  im- 
portant standard  in  December,  1970.  This 
new  standard  requires  that  the  medical  staff 
of  a hospital  seeking  accreditation  by  the 
Joint  Commission  should  provide  a continu- 
ing education  program  for  its  professional 
staff,  or  that  the  medical  staff  shall  give  evi- 
dence of  participation  in  such  a program. 

Probably  a less  noticed  but  equally  im- 
portant external  force  has  been  the  growth 
of  hospital  medical  education  and  the  in- 
creasing desire  of  medical  staffs  to  seek  con- 
tinuing self-renewal  close  to  their  places  of 
work,  related  to  solving  their  own  patients’ 
problems  and  available  at  a time,  place,  and 
pace  of  the  physician’s  own  choice.  The 
strong  interest  of  the  Association  for  Hospi- 
tal Medical  Education  and  the  growing 
awareness  of  many  medical  school  adminis- 
trators of  the  importance  of  continuing  medi- 
cal education  have  played  a very  strong  role. 

The  strengthening  of  continuing  medical 
education  has  also  been  reinforced  by  the 
American  Medical  Association  Council  on 
Medical  Education.  For  more  than  a decade, 
the  AMA  has  been  giving  close  attention  to 
its  role  in  continuing  medical  education.  With 
a history  of  having  developed,  in  conjunction 
with  other  organizations,  accreditation  of  un- 
dergraduate medical  education  at  the  medi- 
cal schools,  and  graduate  medical  education 
during  the  internships  and  residencies,  the 
AMA  has  worked  at  ways  and  means  to  in- 
crease the  development  of  relevant  and 
meaningful  continuing  medical  education. 
The  AMA,  I believe,  has  exerted  significant 
influence,  in  a beneficial  way,  on  the  entire 
field  of  continuing  medical  education,  not 
only  by  its  accreditation  activities,  but  also 
by  several  other  systems  and  programs. 


For  eighteen  years  the  AMA  has  prepared 
an  annual  course  listing,  published  in  JAMA, 
or  as  a supplement  to  JAMA.  This,  Annual 
Course  List,  has  enabled  practicing  physi- 
cians in  many  cases  to  plan  their  own  self- 
renewal well  in  advance.  It  has  given  oppor- 
tunities to  program  planners  and  producers 
of  continuing  medical  education  to  avoid  du- 
plication of  courses  and  other  CME  activities. 
It  now  includes  a list  of  some  of  the  audio 
tape  programs  which  have  been  so  useful  to 
the  practitioner. 

In  the  field  of  motivation,  the  AMA  de- 
veloped a program  in  which  it  supported  and 
encouraged  practicing  physicians  to  partici- 
pate in  keeping  up  to  date.  We  know  it  as 
the  Physician’s  Recognition  Award  Program. 
Gradually  it  is  being  refined  so  that  credit 
can  be  given  for  important  ways  each  of  us 
uses  in  our  daily  lives  to  keep  abreast  of  new 
knowledge  and  skills.  About  40,000  physi- 
cians have  received  the  certificate,  indicating 
they  have  met  certain  minimum  base  lines  of 
continuing  education  participation.  This  pro- 
gram may  not  appear  to  many  of  us  to  have 
much  significance  up  to  this  point.  It  was 
designed,  however,  to  provide  a means  to  all 
physicians  in  the  U.S.  for  documenting  that 
they  do,  indeed,  keep  up  to  date  in  a sensible 
way.  The  Recognition  Award  Program  is 
reaUy  not  an  Award,  but  a simple  certificate 
which  identifies  a physician  as  having  partic- 
ipated appropriately  in  continuing  medical 
education.  If  the  government,  at  any  level, 
should  insist  that  we  give  evidence  of  com- 
petence, as  it  relates  to  continuing  medical 
education,  the  AMA  Physician’s  Recognition 
Award  can  provide  the  means  to  do  this. 

In  other  areas  of  continuing  medical  edu- 
cation, the  AMA  prepares  and  distributes  a 
national  newsletter,  the  only  one  of  its  kind, 
which  helps  all  interested  in  planning  and 
producing  CME  Programs  to  know  what  the 
other  fellow  is  doing.  It  is  a simple  and  small 
document  each  month,  but  it  has  served  a 
useful  purpose,  and  we  expect  it  will  con- 
tinue to  do  so. 

Lest  you  think  I am  praising  the  AMA 
too  much,  let  me  point  out  an  area  where 
the  specialty  medical  societies  have  played 
an  early  and  major  role.  This  is  in  the  area 


for  July  1973 


29 


of  self-assessment  testing.  In  this  case,  with- 
out threat  to  himself,  a physician  can  partici- 
pate in  any  one  of  14  different  self-assess- 
ment tests  prepared  by  the  major  specialty 
societies.  He  can  determine,  in  the  quiet  of 
his  own  office  or  home,  how  much  he  knows 
and  how  well  he  manages  patient  problems. 
Various  means  are  being  developed  so  he 
will  be  able  to  compare  his  own  knowledge 
and  judgment  to  that  of  the  rest  of  the  spe- 
cialty who  participate  in  the  self-assessment 
test  of  that  specialty.  Even  here,  however, 
the  AMA  is  playing  a helpful  role.  It  has 
established  a self-assessment  resource  cen- 
ter, which  it  hopes  and  believes  will  devel- 
op models  of  new  methods  of  self-assessment. 
It  is  doing  this  with  strong  input  from  the 
specialty  medical  societies,  and  it  hopes  to 
give  these  specialty  societies  new  ways  and 
new  models  for  them  to  use.  I must  not  over- 
look that  the  Committee  on  Malpractice  of 
HEW  has  prepared  a report  in  which  a rec- 
ommendation is  made  that  there  be  manda- 
tory participation  in  continuing  medical  edu- 
cation for  re-registration  of  the  license  to 
practice  medicine.  No  one  can  foresee  the 
impact  of  this  recommendation.  I,  personally, 
believe  it  is  yet  another  effort  on  the  part 
of  the  government  to  require  of  physicians 
that  they  demonstrate  certain  aspects  of  their 
competence.  The  AMA  Recognition  Award, 
of  course,  could  play  a big  role  in  satisfying 
the  demands  of  such  a recommendation,  if 
indeed,  the  recommendation  should  ever  be 
implemented  at  state  or  national  level. 

I must  not  forget  another  force  exerting 
strong  influence  on  continuing  medical  edu- 
cation. I refer  here,  to  the  PSRO  amendment 
to  the  bill  passed  October,  1972,  and  which 
is  now  law.  While  the  details  and  regula- 
tions have  not  yet  been  developed  related  to 
PSRO,  it  is  likely  that  there  will  be  an  event- 


ual system  of  yardsticks  to  determine  wheth- 
er a doctor  is  providing  good  quality  medical 
care.  It  is  also  probable  that  quality  of  medi- 
cal care  will  be  measured  in  some  type  of 
program  which  will  include  input  from  utili- 
zation review  activities,  from  claims  review 
activities,  and  from  activities  related  to  the 
physician’s  own  competence.  Here  again, 
there  will  probably  be  emphasis  on  continu- 
ing medical  education  as  a means  of  keeping 
up  to  date.  It  is  likely  also,  that  the  judgment 
of  a physician’s  colleagues  and  the  judgment 
of  foundations  for  medical  care  will  have  a 
big  impact  on  whether  he  is  using  his  knowl- 
edge and  skills  suitably.  In  other  words, 
whether  he  is  performing  according  to  basic 
standards.  I like  to  think  of  Peer  Review  as 
a three-legged  stool,  one  leg  of  which  is  utili- 
zation review  and  deals  with  dollars,  a sec- 
ond leg  of  which  is  claims  review,  and  the 
third  leg  of  which  deals  with  quality  of  care. 
The  third  leg  includes  not  only  the  perform- 
ance of  the  physician,  but  also  whether  the 
health  care  delivery  system  is  suitable  both 
for  the  patient  and  the  physician. 

My  great  hope,  and  I believe  the  hope  of 
all  of  us  here,  is  that  quality  of  care  assur- 
ance programs  (in  other  words.  Peer  Re- 
view) can  be  non-punitive  and  can  identify 
ways  by  which  we  can  secure  continuing 
medical  education  to  do  a better  job.  If  it  is 
a non-punitive  system,  there  is  no  question 
that  we  can  live  with  it  and  cooperate.  That 
is  why  the  AMA,  and  particularly  the  Divi- 
sion of  Medical  Education  at  the  AMA,  with 
its  policy-making  Council  on  Medical  Educa- 
tion, are  taking  major  steps  to  play  a strong 
role  in  helping  the  government  to  develop 
its  guidelines  for  the  Bennett  amendment, 
which  established  PSRO. 

These  are  some  of  the  forces  affecting 
continuing  medical  education.  I hope  that  you 
will  find  them  worthwhile  for  review.  • 


30 


Rocky  Mountain  Medical  Journal 


TUMOR  CONFERENCE 


Current  attitudes  in  breast  cancer* 


Moderators  Francis  A.  Barrett,  MD,  Cheyenne 
Discussant:  John  R.  Gramlich,  MD,  Cheyenne 


Case  Presentation: 

A 44-year-old  white  female  entered  the 
hospital  with  a past  history  of  having  had  a 
surgical  procedure  for  a right  ruptured  ec- 
topic pregnancy  in  1955  and  removal  of  a 
benign  breast  tumor  in  1963.  The  patient 
stated  that  the  breast  tumor  removed  in 
1963  had  been  present  for  a long  time  and 
was  tender  during  her  menses.  The  tumor 
had  been  a firm,  slightly  tender  mass  in  the 
right  upper  and  outer  quadrant,  and  proved 
to  be  fibrocystic  mastopathy. 

At  the  time  of  this  recent  admission  in 
April  1972,  the  patient  reported  a right  breast 
tumor  of  recent  development  occurring  in 
exactly  the  same  site  as  prior  excision  of 
fibrocystic  disease.  The  tumor  was  removed 
and  proved  to  be  an  infiltrating  duct  carci- 
noma. A modified  radical  mastectomy  was 
carried  out.  Extensive  invasion  of  the  lym- 
phatics was  noted  at  operation,  and  fifteen 
of  twenty-one  axillary  lymph  nodes  were  al- 
most completely  replaced  by  tumor  tissue 
by  pathologic  examination.  Cobalt  therapy 
was  given  to  the  right  axilla  and  supra- 
clavicular region  to  a point  6 cm.  behind  the 
clavicle  with  5200  rads.  The  anterior  chest 
wall  was  treated  with  2400  rads  measured  in 
air. 

The  patient  has  been  clinically  free  of 
tumor  since  the  conclusion  of  her  therapy 
in  July  1972.  A recent  chest  x-ray  is  reported 
as  free  of  tumor. 

♦Presented  at  the  8th  Annual  Winter  Seminar  of  the  Wyo- 
ming State  Medical  Society,  Casper,  Wyoming,  Feb- 
ruary 1973. 


Moderator: 

With  each  succeeding  year,  the  changes 
in  the  approach  to  the  surgical  treatment  of 
breast  cancer  become  more  numerous  and 
drastic.  1973  is  no  exception.  As  a conse- 
quence, a multitude  of  questions  can  be  and 
are  raised:  Needle  biopsy  preoperative,  help- 
ful? Dangerous?  Standard  radical  or  modi- 
fied, or  lumpectomy?  Pre-  or  post-operative 
radiation  therapy?  Routine?  Selective? 
Chemotherapy — before,  after,  or  never?  There 
are,  quite  naturally,  many  other  questions 
that  can  be  asked,  and  the  surgeon  must  find 
his  way  through  the  morass  of  contradictory 
evidence  and  opinion  and  arrive  somehow  at 
what  he  believes  to  be  a reasonable  course 
for  his  patients  to  follow. 

One  of  the  few  truisms  of  breast  cancer 
is  that  it  follows  a biologic  life  that  is  quite 
constant.  Of  course,  this  poses  a real  obstacle 
for  effective  treatment  and  is  reflected  in 
the  awesome  fact  that,  in  spite  of  all  efforts, 
the  cure  rate  for  breast  cancer  has  not 
changed  much  over  the  decades.  On  the  oth- 
er hand,  this  constancy  in  behavior  also  pro- 
vides a plus  in  the  treatment  of  the  disease 
since  different  types  of  initial  treatment 
work  in  varying  circumstances,  and  most 
importantly,  after  the  initial  surgical  treat- 
ment, the  final  chapter  has  not  been  written. 
Indeed,  radiotherapy,  hormonal  therapy,  im- 
munotherapy, chemotherapy,  ovarian  and 
pituitary  and  adrenal  ablation,  can  all  be 
used  with  some  degree  of  success  for  pro- 
longed life  and  palliation.  A brief  review  of 
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a small  part  of  the  literature  for  1973  em- 
phasizes the  variety  of  treatments  preferred. 

Dr.  Galante  of  the  University  of  Califor- 
nia reported  on  “Minimal  Breast  Cancer:  A 
Surgeon’s  Dilemma”  in  the  December  1971 
issue  of  Cancer.  He  reviewed  1455  consecu- 
tive patients  with  breast  cancer,  all  thought 
to  be  curable,  treated  by  operation  and  ir- 
radiation. Thirty  per  cent  were  localized  to 
the  breast  and  the  fifteen  year  cure  rate  in 
this  highly  favorable  group  was  45  per  cent. 
Thus,  Dr.  Galante  carries  the  reasoning  one 
more  step  and  feels  that  earlier  diagnosis 
is  the  key  to  better  longevity  rates  and  sup- 
ports the  use  of  mammography  in  those  pa- 
tients with  breast  complaints  but  no  palpable 
mass. 

And  yet,  the  routine  use  of  mammography 
has  been  of  very  little  value  as  a screening 
device.  The  suggestion  that  its  use  be  ex- 
tended to  routine  screening  of  patients  with 
breast  complaints  without  a palpable  mass 
only  lengthens  an  already  generally  accepted 
list  of  patients  that  are  mammography  candi- 
dates: i.e,  lobular  carcinoma,  women  with 
very  strong  family  histories,  prior  mastec- 
tomy, etc. 

Ackerman,  et  ah,  in  the  September  1971 
issue  of  Annals  of  Surgery  discussed  “Local 
Excision  and  Irradiation:  An  Alternative 
Method  for  the  Treatment  of  Early  Mam- 
mary Cancer”.  They  reviewed  the  results  of 
local  excision  and  postoperative  irradiation 
of  95  women.  The  patients  had  either  Stage 
I or  II  cancers  (Manchester)  and  ranged  in 
age  from  25  to  90  years,  and  each  received 
6100  rads  in  nine  weeks.  These  patients  were 
compared  with  207  other  patients  who  had 
the  same  type  and  size  of  tumor  and  similar 
duration  of  symptoms  but  were  treated  by  a 
standard  radical  mastectomy.  The  only  vari- 
ant not  controlled  was  the  locale  of  the  tum- 
or since  inner  segment  lesions  predominated 
in  the  study  group  and  outer  segment  tumors 
in  the  controls.  No  essential  difference  was 
found  in  the  survival  rates.  Stage  I tumors 
approached  the  60  per  cent  survival  rate  and 
Stage  II  lesions  were  at  about  the  40  per  cent 
level  after  ten  or  more  years. 

This  is  familiar  data  and  raises  again  the 
problem  of  use  of  postoperative  irradiation. 
For  if  the  tumors  were,  in  fact.  Stage  I,  lim- 


ited to  the  breast,  why  use  irradiation  at  all? 
And  where  is  the  evidence  that  irradiation 
of  an  involved  node  is  more  effective  than 
its  removal? 

To  help  us  find  our  way  out  of  this  prob- 
lem, Johnstone  reviewed  the  “Results  of 
Treatment  of  Carcinoma  of  the  Breast  Based 
on  Pathologic  Staging”  in  the  February  1972 
issue  of  Surgery,  Gynecology,  and  Obstetrics. 
Data  on  1550  breast  cancer  patients  was  re- 
viewed. The  first  interesting  finding  in  this 
review  was  the  revelation  that  clinical  stag- 
ing of  these  cases  was  in  error  about  one  third 
of  the  time.  The  next  point  of  importance  was 
a success  rate  of  97  per  cent  in  preventing 
local  recurrence  in  patients  with  Stage  I or 
II  disease  if  treated  by  radical  mastectomy 
and  irradiation.  Despite  the  fact  that  44  per 
cent  of  the  cases  were  assigned  Stage  I (no 
lymph  node  spread)  and  28  per  cent  to  Stage 
II  (lymph  node  involvement) , distant  me- 
tastases  appeared  in  21  per  cent  of  these 
cases. 

As  a consequence,  about  40  per  cent  of  the 
patients  with  breast  cancer  have  disease  be- 
yond the  limits  of  radical  mastectomy.  Thus, 
if  a treatment  is  to  be  selected  it  should  be 
one  that  will  give  the  best  results  at  pre- 
venting local  recurrence.  In  addition,  these 
figures  show  that  radical  mastectomy  will 
succeed  over  simple  mastectomy  in  eradi- 
cating local  spread  in  16  per  cent  of  the  cases. 
This  figure  is  rather  simply  arrived  at,  since 
44  per  cent  of  the  patients  had  no  lymph 
node  spread  and  28  per  cent  had  spread  to 
the  axilla,  then  at  best  only  16  per  cent  (the 
difference)  would  have  benefited  from  axil- 
lary dissection. 

This  is  a rather  long  way  around  to  justi- 
fy axillary  dissection  but  is,  in  essence,  the 
rationale  for  this  therapy. 

These  are  some  of  the  current  thoughts 
on  breast  cancer.  Dr.  John  Gramlich  has  con- 
sented to  discuss  this  subject  and  give  his 
viewpoint. 

Discussant : 

First  of  all,  in  consideration  of  the  case 
at  hand,  the  question  arises  as  to  whether  or 
not  there  is  any  significance  to  the  pre-exist- 
ing chronic  cystic  mastopathy  that  this  pa- 
tient presented  and  the  subsequent  develop- 
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ment  of  an  intraductal  carcinoma  at  the  same 
site.  Or,  indeed,  are  there  other  pre-existing 
benign  breast  diseases  which  have  a defini- 
tive relationship  to  the  development  of  can- 
cer? The  answer  to  that  is  veiy  simple.  No- 
body knows.  In  the  years  gone  by,  informa- 
tion was  passed  along  that  chronic  cystic 
mastopathy  was,  in  fact,  pretty  good  insur- 
ance against  the  development  of  breast  can- 
cer. We  know  today  that  tliis  is  not  true,  but, 
on  the  other  side  of  the  coin,  we  have  no  con- 
vincing scientific  evidence  that  chronic  cys- 
tic mastopathy  perhaps  can  “turn  into”  can- 
cer. Chronic  cystic  mastopathy  is  so  common 
that  the  development  of  cancer  in  a breast 
that  has  or  has  not  had  chronic  cystic  mas- 
topathy in  the  past  simply  means  that  the 
co-existence  is  superimposed  one  on  the  oth- 
er. Like  so  many  other  areas  of  cancer  de- 
velopment, there  is  no'  proof,  as  of  the  mo- 
ment, that  the  presence  of  cystic  disease  in 
the  breast  is  related  to  the  subsequent  de- 
velopment of  cancer. 

On  the  other  hand,  there  are  benign  le- 
sions that  can  be  associated  with,  but  not 
blamed  for,  the  development  of  carcinoma. 
For  example,  papillary  lesions  of  the  ducts 
and  associated  papillary  carcinoma  of  the 
breast  may  bring  to  mind  the  question  as  to 
whether  a papillomatosis  was  related  to  the 
development  of  carcinoma,  but  there  is  defi- 
nite proof  of  this.  We  know  that  there  are 
rare  instances  of  fibroadenomas  that  appear 
to  be  benign  to  the  pathologist  and  “metas- 
tasize”. But  here  again,  these  are,  in  reality, 
metastatic  fibrosarcomas  which  are  extra- 
ordinarily rare.  As  a consequence,  I think 
that  we  can  safely  say  that  the  presence  of 
benign  breast  disease  is  neither  insurance 
against  development  of  carcinoma  nor  is  it 
a guarantee  that  carcinoma  actually  devel- 
oped from  the  benign  breast  tumor. 

The  second  point  raised  in  the  manage- 
ment of  this  particular  patient  was  the  use 
of  modified  radical  mastectomy  rather  than 
a standard  radical.  The  modifications  and  the 
operative  technic  of  radical  mastectomy  are 
very  much  in  vogue  today  and  very  popular. 
A lot  of  this  probably  started  from  work 
done  many  years  ago  with  the  combination 


of  simple  mastectomy  plus  radiotherapy.  The 
use  of  the  modified  radical  mastectomy  is 
designed  largely  to  avoid  disfigurement.  Per- 
sonally, I’m  not  sure  it  makes  that  much  dif- 
ference since  a well  done  standard  radical 
which  is  non-infected  has  very  little  physi- 
cal disability  that  the  preservation  of  the 
pectoralis  major  or  minor  prevents.  In  other 
words,  the  patients  do  pretty  well  either 
way. 

The  point  I would  like  to  make  is  one 
that  is  philosophic.  If  we  look  back,  histori- 
cally, we  recognize  the  various  phases  of  ac- 
tivity in  the  treatment  of  breast  cancer 
which  have  been  used  simply  because  every- 
one wants  to  improve  the  cure  rate.  Since  it 
is  a very  common  disease  and  one  that  is 
extremely  difficult  if  not  cured  and  deform- 
ing if  it  is  cured,  it  presents  some  real  basics 
that  are  difficult  to  get  away  from. 

Because  of  the  various  efforts  to  improve 
the  survival  rates,  and  since  it  is  a common 
disease,  it  proves  to  be  a very  fertile  field 
for,  if  you  will,  fadism.  We  went  through  a 
period  of  insistence  on  preoperative  radio- 
therapy as  an  improvement  on  the  survival 
rates,  and  now  it  has  been  abandoned  and 
forgotten.  Then  along  came  the  simple  mas- 
tectomy and  radiation  fad  which  was  thought 
to  be  a real  advantage  but  certainly  did  not 
prove  advantageous.  Another  “fad”  which 
we  all  remember  was  the  “super-radical” 
with  the  use  of  highly  extended  operative 
procedures  which  was  tried  and  found  v/ant- 
ing.  Now,  at  the  moment,  we  are  entering 
two  new  areas,  one  of  which  is  cancer  im- 
munotherapy and  the  other,  the  use  of  the 
simple  excisional  operation.  Immunotherapy, 
for  example,  perhaps  may  be  of  benefit  but 
it  will  be  a long  time  before  we  will  have 
any  real  evidence  that  benefit  will  be  de- 
rived. 

Certainly,  I do  not  believe  there  is  any 
basis  of  proof  for  the  validity  of  leaving 
axillary  nodes  in  place  during  the  operative 
therapy.  We  must  wait  till  the  evidence  is 
in  and  a correct  procedure  has  been  proved 
before  we  incorporate  new  technics  and  man- 
agement in  our  own  patients.  • 
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Stroke* 


Some  notes  on  the  treatment  and  prevention 


Malvin  Cole,  MD,  Casper 


Recently  there  has  been  much  interest  in 
programs  for  the  “Treatment  and  Prevention 
of  Stroke”.  This  is  a magnificent  concept,  but 
one  wonders  if  at  the  present  state  of  knowl- 
edge it  is  really  feasible.  There  is  no  way 
to  really  prevent  stroke  and  in  many  instan- 
ces there  is  little  in  the  way  of  definitive 
treatment.  Although  at  times  “Treatment  and 
Prevention  of  Stroke”  seems  more  like  a 
bureaucratic  byline  than  a scientific  endeav- 
or, as  one  begins  to  mull  over  this  problem 
there  are  certain  features  which  may  be  of 
real  benefit  and  deserve  to  be  mentioned.  In 
many  instances  what  is  usually  thought  of  as 
a therapeutic  measure  may  be,  in  fact,  a pre- 
ventive measure  or  some  combination  of  pre- 
vention and  therapy. 

Subarachnoid  Hemorrhage 

The  arteriographic  study  of  a subarach- 
noid hemorrhage  whether  it  be  due  to  a rup- 
tured aneurysm  or  vascular  malformation 
and  the  subsequent  surgery  if  arteriography 
points  in  that  direction  is  not  therapy  for  the 
bleed  which  has  already  occurred  but  is 
a prevention  for  any  further  bleed.  On  the 
other  hand  for  the  underlying  disease,  such 
as  aneurysm  which  has  ruptured  or  the  vas- 
cular malformation,  the  surgery  is  indeed 
definitive  therapy.  When  one  talks  about 
arteriography  and  surgery  for  subarachnoid 
hemorrhage  one  must  discuss  the  state  of  the 
patient.  We  have  found  the  classification  put 
forth  by  McKissock  in  London'  to  be  a use- 
ful one. 

Category  A:  Patients  who  were  in  danger  of 
dying  in  the  immediate  future  from  the  hemor- 
rhage. This  includes  those  in  coma  or  semicoma 
with  severe  neurologic  signs. 

Category  B:  Patients  who  had  completely  or 
partially  recovered  from  the  hemorrhage  and 
were  seen  within  eight  weeks  of  the  last  bleed. 

‘Presented  at  the  8th  Annual  Winter  Seminar  of  the 
Wyoming  State  Medical  Society,  Casper,  Wyoming,  Feb- 
ruary 1973. 


These  patients  were  not  in  danger  of  dying 
from  the  last  bleed,  were  in  good  condition, 
but  were  at  considerable  risk  to  have  another 
hemorrhage. 

Category  C:  Patients  recovered  completely  or 
with  residual  signs  but  were  seen  more  than 
eight  weeks  after  the  previous  hemorrhage. 

Also,  one  has  to  define  the  anatomic  path- 
ology as  it  has  been  ascertained  that  aneu- 
rysms on  certain  vessels  have  a higher  success 
rate  than  aneurysms  on  other  vessels^.  Most 
of  those  at  the  present  time  in  the  an- 
terior circulation,  that  is  on  the  Circle  of  Wil- 
lis, seem  to  do  better  when  attacked  surgical- 
ly than  when  left  alone.  Also,  more  surgeons 
are  beginning  to  operate  on  aneurysms  of  the 
Basilar  artery®,  and  one  is  coming  to  consid- 
er more  distal  aneurysms  on  the  periphery 
of  the  arterial  circulation. 

In  almost  every  reported  series  the  mor- 
tality rate  from  a subarachnoid  bleed  is  about 
one  in  two''.  The  real  goal  of  arteriography 
and  surgery;  is  to  prevent  a rebleed  in  which 
case  the  patient  has  one  out  of  two  chances 
to  survive.  The  first  14  to  21  days  are  the 
danger  points  for  rebleed,  and  after  that  the 
chances  of  having  a fatal  rebleed  diminish. 

Some  other  vascular  abnormalities 

A second  example  of  “Treatment — Pre- 
vention”, perhaps  the  latter  being  predomi- 
nant, is  anticoagulation  in  states  of  high  risk 
for  embolism,  such  as  patients  with  mitral 
stenosis  and  auricular  fibrillation  or  previous 
cerebral  or  peripheral  emboli  due  to  myo- 
cardial infarct,  fibrillation  or  other  causes. 
In  general,  patients  who  have  embolized  due 
to  subacute  bacterial  endocarditis  are  not  of- 
ten anticoagulated  in  view  of  the  fact  that 
some  of  the  emboli  are  septic,  and  this  may 
cause  an  increased  risk  of  bleeding.  Thirdly, 
in  giant  cell  arteritis  steroids  are  perhaps 
preventive  rather  than  therapeutic  in  regard 
to  the  severe  complication  which  occurs  in 
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about  one  half  of  cases  in  some  series®, 
namely  blindness  due  to  occlusion  of  the  cen- 
tral retinal  artery.  It  should  be  noted  here 
that  giant  cell  or  temporal  arteritis  is  not  a 
localized  disease  but  a diffuse  arteritis  often 
manifested  in  elderly  patients  by  severe  un- 
remitting pain,  anorexia,  fever,  anemia,  ma- 
laise, and  a very  significant  feature — an  ex- 
tremely high  sedimentation  rate.  One  other 
example  that  comes  to  mind  is  the  correc- 
tion of  coagulation  defects  which,  of  course, 
is  preventive  to  the  occurrence  in  the  future 
of  intracranial  hemorrhage. 

Intracerebral  hemorrhage  and  infarction 

When  one  speaks  about  the  prevention  of 
primary  intracerebral  hemorrhage  one  is 
really  speaking  about  the  treatment  of  hy- 
pertension, since  the  vast  majority  of  these 
patients  are  hypertensives.  Most  primary 
intracerebral  hemorrhages  are  supratentorial, 
usually  in  the  region  of  the  capsule  but  oc- 
casionally in  the  subcortical  white  matter  or 
in  the  thalamus.  About  eight  per  cent  are 
primarily  cerebellar®  and  present  as  either 
sudden  coma,  followed  by  pernicious  vomit- 
ing, vertigo  and  cerebellar  signs,  or  the 
abrupt  onset  of  cerebellar  signs  and  perni- 
cious vomiting  v/ith  headache.  Some  of  these 
patients  do  recover  spontaneously.  However, 
at  times,  if  there  is  evidence  of  increasing  in- 
tracranial pressure,  decompression  must  be 
accomplished.  In  addition  to  the  cerebellar 
hemorrhages  about  an  equal  number  present 
as  pontine  hemorrhages  and  almost  all  of 
these  are  fatal. 

There  has  been  much  discussion  in  the 
literature  whether  or  not  the  treatment  of 
moderate  hypertension  does  in  fact  prevent 
such  complications  as  coronary  artery  dis- 
ease, cerebral  infarcts  or  hypertension.  The 
bulk  of  evidence  at  present  is  in  favor  of 
treatment  of  hypertension  in  its  early  stages, 
and  here  we  mean  essential  hypertension  and 
not  those  “curable”  forms  of  hypertension. 
Similarly  small  vessel  occlusive  arterial  dis- 
ease often  causing  etat  lacunaire,  which  pre- 
sents generally  as  psuedo-bulbar  palsy,  and 
is  due  to  micro-infarcts  in  the  lenticular 
nuclei  or  subcortical  white  matter,  revolves 
about  the  treatment  of  hypertension.  Dia- 
betics also  suffer  from  this  vascular  prob- 


lem, but  there  is  no  good  evidence  that  the 
treatment  of  diabetes  aside  from  its  decreas- 
ing diabetic  coma  influences  the  long  term 
vascular  complications.  In  fact,  there  is  some 
evidence,  disputed  at  present,  but  highly 
suggestive,  that  oral  hypoglycemic  agents 
may  even  increase  cardiovascular  complica- 
tions. The  crux  of  this  problem  is  the  long 
range  control  of  atherosclerosis,  and  this  we 
have  not  yet  been  able  to  accomplish. 

In  preventing  large  vessel  disease  we 
must  focus  attention  on  occlusive  disease  of 
the  carotid  and  vertebral  arteries  which  is 
amenable  to  surgical  treatment.  In  some  cen- 
ters many,  if  not  all,  patients  have  arterio- 
graphic  studies  but  we  believe  that  these 
candidates  should  be  chosen  very  carefully. 
Some  of  these  units  dealing  with  the  preven- 
tion of  stroke,  in  fact  contribute  to  its  oc- 
currence by  routine  four  vessel  studies.  We 
do  not  like  to  perform  contrast  studies  in  pa- 
tients over  the  age  of  70,  although  we  do 
not  fully  exclude  them.  The  younger  the  pa- 
tient is,  the  more  attractive  this  study  be- 
comes. There  are  complications  of  these  pro- 
cedures including  further  infarction.  Clinical 
evidence  of  large  vessel  disease,  of  course, 
points  one  in  the  direction  of  arteriography, 
but  many  people  are  working  on  being  able 
to  study  the  large  vessel  circulation  without 
an  investigation  with  complications  of  arteri- 
ography. Ophthalmodynamometry  is  of  some 
help,  decreased  or  absent  pulses,  bruits  and 
differences  in  blood  pressure  between  the 
two  arms  are  important  signs  of  large  vessel 
disease.  It  should  also  be  recalled  that  verte- 
bral artery  disease  can  be  caused  or  at  least 
made  symptomatic  by  cervical  spondylosis 
due  to  osteophytic  compression  of  the  verte- 
bral arteries  as  they  pass  through  the  trans- 
verse foramina”. 

1 have  become  more  and  more  interested 
in  studying  patients  with  intracranial  hemor- 
rhages which  appear  to  be  primary  intra- 
cerebral hemorrhages  with  arteriograms,  of- 
ten of  all  four  vessels.  An  aneurysm  can  rup- 
ture mainly  into  the  subarachnoid  space  with 
little  rupture  into  brain  substance,  on  the 
other  hand  it  can  rupture  the  other  way  with 
massive  destruction  of  brain  substance.  I like 
to  study  these  patients  because  often  what 
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appears  to  be  a primary  intracerebral  hemor- 
rhage is  actually  a ruptured  aneurysm  and 
requires  therapy  to  prevent  a rebleed. 

Anticoagulation 

There  has  been  much  discussion  over  the 
past  years  concerning  anticoagulation.  The 
concept  behind  anticoagulation  is  not  to  dis- 
solve thrombus  but  rather  to  prevent  its 
propagation  or  to  prevent  thrombus  forma- 
tion in  partial  occlusion  of  a vessel.  Most 
neurologists  would  agree  that  in  conditions 
where  embolic  infarction  is  likely  that  anti- 
coagulation is  beneficial.  Experimentally, 
embolic  infarct  can  be  followed  in  an  anti- 
coagulated animal  by  hemorrhage  around 
the  infarct,  but  I have  not  found  any  compli- 
cations of  this  nature  clinically  and  at  this 
time  would  not  hesitate  to  anticoagulate  a 
patient  in  this  situation  on  these  theoretical 
or  experimental  grounds.  It  should  be  em- 
phasized that  there  is  no  good  double  blind 
controlled  study  in  the  neurologic  literature 
to  show  that  anticoagulation  has  statistically 
significant  therapeutic  benefit.  If  there  is  a 
completed  infarct  there  is  no  reason  to  anti- 
coagulate the  patient  as  it  does  no  good  and 
as  in  any  other  state  of  anticoagulation  is 
potentially  dangerous.  There  is  no  good  sta- 
tistical data  on  anticoagulation  of  step-wise 
infarct  or  strokes  in  evolution,  but  we  have 
had  the  distinct  clinical  impression  (and  once 
again  we  must  emphasize  that  this  is  not  a 
truly  scientific  statement)  that  Heparin  an- 
ticoagulation has  stopped,  retarded  or  re- 
versed the  situation.  In  transient  ischemic 
attacks  which  go  on  for  some  period  of  time, 
I think  it  is  valid  to  anticoagulate  the  pa- 
tient, especially  if  he  is  not  a candidate  for 
arteriography  or  surgery,  and  in  many  in- 
stances transient  ischemic  attacks  have  been 
reduced  or  even  abated. 

Recently  aspirin®  has  been  used  for  tran- 
sient ischemic  attacks  on  the  basis  that  it 
inhibits  the  release  of  ADP  and  therefore 
decreases  collagen  induced  platelet  agglutin- 
ation. Many  cerebral  infarcts  are  due  to 
platelet  emboli  and  indeed  platelets  have  a 
major  role  in  in  situ  thrombus  formation  it- 
self. Aspirin  need  not  be  in  large  doses,  not 
more  than  600  mg.  per  day.  Of  course,  aspirin, 
not  without  danger  itself,  is  not  nearly  as 
hazardous  a medication  as  anticoagulants. 


Vasodilators 

Oral  vasodilators  such  as  Vasodilan,  Pava- 
bid,  etc.  do  not  appear  to  be  of  value  in  the 
treatment  of  intracranial  occlusive  vascular 
disease.  Nicotinic  acid  makes  the  superficial 
capillaries  dilate  and  a patient  feels  flushed, 
but  they  do  nothing  for  the  intracranial  ves- 
sels. Do  intracranial  vessels  go  into  spasm 
during  transient  ischemic  attacks?  There  is 
no  evidence  for  this  and  it  is  an  unacceptable 
concept  at  the  present  by  most  neurologists, 
never  having  been  demonstrated.  Probably 
it  does  not  occur,  although  the  last  word  has 
not  been  said  on  this.  We  do  know  that  spasm 
of  intracranial  vessels  can  and  does  occur  in 
migraine  in  its  vaso-spastic  phase,  and  spasm 
also  occurs  after  subarachnoid  hemorrhage 
and  can  be  demonstrated  angiographically. 
Several  years  ago  we  used  to  place  patients 
with  transient  ischemic  attacks  or  stroke  in 
evolution  or  step-wise  infarct  on  CO2  inhala- 
tion and  TV  papaverine.  However,  Lassen’s® 
data  from  Copenhagen  and  his  discussion  of 
the  cerebral  steal  is  evidence  against  this 
treatment.  The  vessels  in  the  ischemic  or  in- 
farcted  area  are  fully  dilated  due  to  failure 
of  auto-regulation  and  due  to  lactic  acid  and 
other  metabolates.  If  one  gives  vasodilators 
such  as  CO2  or  Papaverine  it  dilates  vessels 
in  other  areas  and  may,  in  fact,  decrease 
blood  flow  in  the  pathologic  area. 

We  should  mention  enzymes  such  as 
streptokinase,  low  molecular  weight  Dex- 
tran,  stellate  ganglion  block,  and  hyperbaric 
oxygenization  only  to  say  that  at  present 
they  have  not  been  shown  to  be  helpful,  may 
in  fact  be  harmful,  and  I do  not  recommend 
their  use  at  present. 

Supportive  measures 

The  real  crux  of  taking  care  of  a stroke, 
especially  one  that  has  occurred  recently,  is 
in  the  supportive  measures  which  allow  the 
patient  to  survive  until  he  is  able  to  function 
on  his  own.  Many  of  these  patients  should  be 
in  an  intensive  care  unit.  One  must  pay  par- 
ticular attention  to  the  airway  and  to  suction, 
especially  since  many  patients  have  difficulty 
with  their  own  secretions,  and  may  even  have 
bilateral  signs  or  dysphagia  in  the  very  early 
phases,  even  with  unilateral  supratentorial 
lesions.  These  patients  can  be  quite  helpless 
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for  about  24  to  36  hours  and  must  be  sup- 
ported. This  would  also  include  attention  to 
position  and  frequent  turning,  positive  pres- 
sure respiration  and,  if  there  is  cerebral 
edema,  the  use  of  steroids  and  at  times  hypo- 
thermia. There  are  patients  whose  major  or 
only  symptom  is  dysphagia  but  we  have 
never  seen  one  who  required  esophagotomy 
or  gastrostomy  although  no  doubt  these  do 
occur.  Generally,  in  four  to  six  weeks  the 
dysphagia  recovers.  As  soon  as  possible  I 
start  these  patients  on  physiotherapy  and  I 
continue  until  there  is  no  further  benefit 
from  it. 

Surgery 

Surgical  treatment  of  intracranial  aneu- 
rysms has  been  discussed.  There  is,  no  doubt, 
a place  for  surgery  in  large  vessel  disease 
though  it  would  seem  that  this  has  been  over- 
emphasized both  as  to  results  and  number 
of  patients  who  are  candidates.  One  gets  the 
impression  from  reading  some  of  the  medical 
and  popular  literature  that  surgery  is  almost 
routine  therapy  and  that  most  patients  are 
candidates  and  have  the  appropriate  lesions. 
In  general,  a completed  infarct  is  not  a can- 
didate for  vascular  surgery  unless  one  finds 
a very  significant  contralateral  lesion  and 
seeks  to  protect  the  contralateral  hemisphere. 
If  there  is  a complete  occlusion  of,  for  ex- 
ample, one  carotid  artery,  the  patient  should 
not  be  operated  as  back  flow  does  not  occur 
and  the  operation  does  little  or  no  good.  But 
unilateral  carotid  disease  such  as  partial  oc- 
clusion can  be  helped  by  surgery,  and  a pa- 
tient who  is  otherwise  a good  candidate  (and 


in  my  experience  this  has  been  the  unusual 
patient) , should  be  operated.  There  are  also 
patients  with  vertebral  artery  stenosis  or 
partial  occlusions  who  have  benefited  re- 
markedly  from  operation.  As  far  as  intra- 
cerebral hemorrhage  goes,  these  patients 
should  be  operated  if  the  hematoma  acts  as 
a mass  lesion  and  is  causing  progressive 
headache,  somnolence  or  papilledema.  A pa- 
tient who  is  recovering  or  static  with  a 
hemorrhage  and  without  evidence  of  a mass 
lesion  should  not  be  operated.  Although  in 
general,  intraventricular  hemorrhage  is  not 
an  operable  lesion,  we  have  had  one  patient 
with  a large  intraventricular  hemorrhage 
who  was  doing  poorly  and  was  operated  and 
made  a complete  recovery,  being  able  to  re- 
turn to  college. 

Summary 

The  concept  of  “Treatment  and  Preven- 
tion of  Stroke”  requires  thought  and  discus- 
sion to  be  understood  for  what  it  is.  At  pres- 
ent there  is  essentially  no  treatment  for  the 
pathologic  lesion  of  the  stroke,  although  cer- 
tainly it  is  often  possible  to  render  supportive 
measures  to  the  patient  until  his  own  nerv- 
ous system  can  recover  enough  function  to 
be  significantly  viable.  Most  measures  we 
think  of  as  treatment,  such  as  anticoagula- 
tion, control  of  hypertension,  and  surgery, 
are  efforts  to  prevent  another  stroke,  and 
are  in  truth  prevention.  Actual  prevention 
and  treatment  of  stroke  requires  conquering 
the  causative  underlying  disease,  and  for  the 
most  part  is  a neurological  goal  of  the  fu- 
ture. • 
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TUMOR  CONFERENCE 


Carcinoma  of  the  colon* 

Some  Controversial  Concepts 


Moderator:  Francis  A.  Barrett,  MD,  Cheyenne 
Discussant:  R.  Douglas  Yajko,  MD,  Denver** 


Case  Presentation: 

A 63-year-old  white  male  was  admitted  to 
Memorial  Hospital  with  a history  of  discom- 
fort in  the  lower  abdomen  over  a period  of 
several  days  and  obstipation  despite  enemas 
for  a three  day  period.  He  had  had  a 
myocardial  infarct  some  five  years  before. 
For  some  time  he  had  had  bilateral  inguinal 
hernias,  and  although  they  were  not  incar- 
cerated, the  patient  attributed  his  present  dif- 
ficulties to  these  hernias. 

On  examination,  abdominal  distention  was 
noted.  X-ray  examination  of  the  abdomen 
showed  gas  in  the  colon  to  the  level  of  the 
proximal  sigmoid  colon  with  moderate  dis- 
tention of  the  colon  proximal  to  the  descend- 
ing colon  level.  A barium  enema  disclosed  an 
obstructing  carcinoma  in  the  low  descending 
colon. 

The  obstruction  proved  to  be  partial,  al- 
lowing for  a subsequent  transverse  colostomy 
eight  days  later. 

Moderator: 

This  is  a good  teaching  case  for  several 
reasons.  The  patient  with  obstructing  carci- 
noma of  the  colon  very  often  presents  with  a 
paucity  of  prior  complaints  and  sudden,  rath- 
er atypical  abdominal  pain  with  minimal 

*Tumor  Conference  from  the  8th  Annual  Winter  Seminar 
of  the  Wyoming  State  Medical  Society  held  in  Casper, 
Wyoming,  February  1973. 

**Dr.  Yajko  is  a Resident  in  Surgery  in  Cheyenne,  from 
the  University  of  Colorado  Medical  Center,  Denver. 


physical  findings  and  unrevealing  x-ray  stud- 
ies. The  discomfort  is  commonly  generalized 
and  non-colicky  in  nature,  and  the  abdomen 
is  not  nearly  as  distended  as  when  the  small 
bowel  is  involved.  Also  in  this  case,  if  the  ex- 
aminer is  not  aware  of  the  syndrome  of 
closed-loop  intestinal  obstruction  secondary 
to  carcinoma  of  the  sigmoid  with  a competent 
ileo-cecal  valve,  he  might  be  easily  led  astray 


Fig.  1.  Erect  abdomen  showing  distended  colon  to 
sigmoid  region  and  absence  of  small  bowel  gas. 
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TABLE  1 

Comparison  of  Postoperative  Complications  in  Patients  Receiving  Mechanical  Prep- 
aration Alone  and  Patients  Receiving  Mechanical  Preparation  and  Bowel  Antiseptic 
Preoperatively.  Study  by  Rosenberg  et  aF. 


Postoperative  Complication  Rate 
(Percent) 


Complication 

Mechanical 
Preparation  plus 
Bowel  Antiseptic 
(85  cases,  53  with 
Anastomosis) 

Mechanical 
Preparation  only 
(43  cases,  23  with 
Anastomosis) 

Ileus 

25 

35 

Anastomotic  Leak 

24 

52 

Abdominal  Wound  Infection 

23 

40 

Perineal  Wound  Infection 

24 

33 

Overt  Fecal  Fistula 

4 

30 

Death 

7 

14 

by  the  gas  and  fluid  levels  seen  only  in  the 
colon  without  co-existing  small  bowel  disten- 
tion. Of  course,  a good  working  knowledge  of 
this  phenomenon  is  absolutely  essential  to 
early  diagnosis  and  proper  treatment. 

Dr.  Yajko,  a surgical  resident  in  Cheyenne 
from  the  University  of  Colorado,  will  use  this 
case  as  a basis  for  discussion  of  some  of  the 
current  concepts  in  the  management  of  car- 
cinoma of  the  colon  and  rectum. 

Discussion: 

Can  a closed  loop  obstruction  occur  in  the 
colon?  Quite  easily,  as  illustrated  by  this  case 
report.  Waagensteen*  has  shown  that  the 
ileocecal  valve  will  act  as  the  proximal  ob- 
struction of  this  closed  loop  while  the  distal 
obstruction  may  be  due  to  multiple  entities. 
Perforation  of  the  colon,  usually  the  cecum, 
may  follow.  The  diameter  of  the  cecum  is 
usually  twice  that  of  the  distal  colon.  With 
an  intraenteric  pressure  of  24  cms.  of  water 
and  using  the  formula:  T=7r  Dpr,  it  is  seen 
that  the  tension  is  twice  as  great  in  the  ce- 
cum, and  thus  this  area  is  the  logical  place 
for  infarction  and  perforation.  Goligher  and 
Smiddy^  reported  on  220  cases  of  acute  ob- 
struction of  the  colon  and  found  that  no  mat- 
ter what  procedure  was  used,  i.e.,  cecostomy, 
colostomy,  primary  resection,  the  over-all 
mortality  rate  was  34.1  per  cent.  Payne  and 
McAlpine^  reported  on  seven  cases  of  acute 
obstruction  using  a two  stage  procedure  with 
no  deaths. 

The  sigmoid  is  second  to  the  rectum  as  the 
most  common  site  for  carcinoma.  Glenn  et 


ah'*  recently  reviewed  1,625  patients  with  car- 
cinoma of  colon  and  rectum.  Incidence  as  to 
location  were  as  follows:  cecum  131,  ascend- 
ing colon  77,  transverse  colon  198,  descend- 
ing colon  65,  sigmoid  315,  and  rectum  868. 
There  were  887  (53.6  per  cent  males  and  738 
(46.4  per  cent)  females.  The  mean  age  for 
males  was  62  and  for  females  59;  868  or  52.4 
per  cent  were  within  20  cms.  of  the  anus. 

What  is  the  place  of  antibiotics  in  colon 
surgery?  Rosenberg  et  al“  studied  128  pa- 
tients undergoing  colon  surgery  for  carci- 
noma. All  received  the  standard  diet  as  well 
as  the  standard  mechanical  bowel  prepara- 
tion. They  were  divided  into  Group  A with 
no  antibiotics.  Group  B with  oral  sulfona- 
mides, and  Group  C with  oral  sulfonamides 
plus  oral  Neomycin.  There  was  no  statistical 
significance  between  Group  B and  Group  C 
as  to  complications.  But  when  Group  A was 
compared  to  Groups  B and  C,  there  was  a 
marked  decrease  in  complications  in  the  anti- 
biotic treated  group  (Table  1).  The  over-all 
sepsis  rate  was  also  markedly  decreased  in 
the  antibiotic  treated  group.  Yale  and  Peet® 
have  reported  on  the  efficacy  of  oral,  system- 
ic, and  topical  routes  of  antibiotic  administra- 
tion on  the  incidence  of  wound  infection  after 
colon  surgery.  Although  there  were  a number 
of  poorly  controlled  factors  they  concluded 
the  following:  (1)  The  intelligent  use  of  anti- 
biotics given  by  each  route  effectively  de- 
creases the  incidence  of  wound  infections;  (2) 
Each  route  has  unique  advantages  which  are 
likely  to  be  additive  in  lowering  the  infection 
rate;  (3)  Antibiotics  should  probably  be  given 
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TABLE  2 

Incidence  of  Overt  Fecal  Fistula  in  Comparison  of  Inverting  and  Everting  Suture  of 


Colon  in  Study  by  Goligher  et  alh 

Inverting 

Everting 

Form  of 

No.  of 

Fistulas 

No.  of 

Fistulas 

Operation 

Cases 

(Per  Cent) 

Cases 

(Per  Cent) 

Resection  with 
Anastomosis 

21 

2 (9.6) 

27 

(47) 

Closure  of 

Colostomy 

14 

1 (7.1) 

8 

(25) 

TOTAL 

35 

3 (8.6) 

15 

(43) 

by  all  three  routes  in  most  cases  since  the 
risks  and  costs  of  using  antibiotics  are  small 
compared  to  the  costs  and  risks  of  wound  in- 
fection. 

Does  the  type  of  anastomosis  make  a dif- 
ference? Goligher  et  al’  reported  a controlled 
evaluation  of  a single  layer  everting  suture 
technic  versus  a conventional  two  layer  in- 
verting technic  in  large  bowel  operations. 
Cases  of  low  anterior  anastomosis  were  not 
included.  There  were  35  cases  in  each  group. 
One  patient  with  the  inverting  sutures  died 
while  three  patients  with  everting  sutures 
died.  The  frequence  of  overt  fecal  fistula  was 
8.6  per  cent  for  inverting  sutures  while  43 
per  cent  for  everting  sutures  (Table  2) . It 
was  concluded  that  the  everting  suture  tech- 
nic was  less  reliable  than  a conventional  in- 
verting suture  in  large  bowel  surgery  and 
was  also  more  dangerous. 

What  is  the  role  of  preoperative  radiation 
of  carcinoma  of  the  sigmoid  and  rectum? 
Dwight  et  al®  has  reported  the  findings  of 
the  Veterans  Administration  Surgical  Adju- 
vant Group  including  23  hospitals  in  a pros- 
pective study  beginning  in  1964.  All  males 
with  untreated  resectable  lesions  were  eligi- 
ble for  the  study.  A tissue  dose  of  2000  rads 
was  given  to  the  pelvic  midplane  over  two 
weeks,  an  additional  500  rads  was  given 
through  the  perineal  port  if  the  tumor  was 
within  8 cms.  of  the  anal  verge.  Mortality 
and  complications  were  similar  in  the  treated 
and  untreated  groups.  At  18  months  survival 
was  63  per  cent  in  the  treated  group  and  59 
per  cent  in  the  controlled  group.  Five  year 
survivals  were  37  per  cent  and  31  per  cent 
for  treated  and  control  patients  respectively. 
Roswit  et  al'-’  using  the  same  criteria  and 
tumor  dosage  found  in  a group  of  291  treated 


and  300  control  patients,  that  (1)  lymphatic 
blood  vessel  and  serosal  invasion  as  well  as 
diseased  nodes  were  found  less  often  in  ir- 
radiated than  in  control  patients,  and  (2)  sur- 
vival was  higher  after  the  first  followup  year 
in  the  irradiated  patients. 

Is  there  a difference  in  technic  as  related 
to  survival?  Turnbull  et  al'"  in  1967  pre- 
sented what  is  thought  to  be  one  of  the  most 
significant  papers  in  colon  and  rectal  surgery 
in  the  last  25  years.  He  presented  his  “No 
Touch  Isolation”  technic  which  improved 
five-year  survival  markedly.  Briefly,  this 
technic  is  isolation  and  ligation  of  the  lym- 
phovascular  pedicles  before  handling  and  re- 
section of  the  tumor.  He  recently  reported 
his  ten-year  survivals"  of  adenocarcinoma  of 
the  colon  based  upon  the  standard  classifica- 
tion into  four  clinical  pathologic  stages. 
(Stage  A,  tumor  confined  to  the  colon  and 
its  coats;  Stage  B,  tumor  which  has  extended 
into  the  pericolic  fat;  Stage  C,  tumor  which 
had  metastasized  to  regional  lymph  nodes; 
and  Stage  D,  tumor  which  has  metastasized 
to  a different  site.)  There  were  103  Stage  A 
patients,  212  Stage  B patients,  156  Stage  C 
patients,  and  205  Stage  D patients.  Resection 
with  intent  to  cure  was  performed  in  all 
Stage  A,  B and  C disease,  but  only  half  of 
Stage  D patients  had  a resection.  The  opera- 
bility rate  was  96  per  cent  and  the  operative 
mortality  2.2  per  cent.  The  cumulative  five- 
year  survival  was  61.3  per  cent.  The  age  cor- 
rected five-year  survival  rates  were  98.9  per 
cent  for  Stage  A cancers,  84.9  per  cent  for 
Stage  B cancers,  67.3  per  cent  for  Stage  C 
cancers,  and  14.3  per  cent  for  Stage  D cancers 
undergoing  resection.  For  patients  undergo- 
ing resection  for  cure  of  Stage  A,  B,  and  C, 
the  five-year  survival  was  81.6  per  cent. 
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TABLE  3 

Comparative  Survival  in  Cancer  of  the  Colon 


TurnbulB^ 

Memorial  HospitaP^ 

1950-1964 

1949-1959 

- 

5 year* 

5 year* 

Survival 

Survival 

stage 

No. 

(Per  Cent) 

No. 

(Per  Cent) 

AB  and  C 

460 

68.85 

518 

69.25 

C 

153 

57.84 

185 

52.19 

*Life  table  without  correction  for  normal  mortality  expectation. 

In  contradiction  to  this  report,  Stearns 
and  Schottenfeld*^  have  reported  the  Memor- 
ial Hospital  experience  in  this  field  and  com- 
pared it  to  that  of  Doctor  Turnbull.  The  sta- 
tistical tactic  of  using  life  tables  makes  Turn- 
bull’s  figures  appear  superior  when  they  are 
actually  quite  similar.  When  not  using  a life 
table,  Turnbull  reports  a five-year  survival 
of  68.85  per  cent  in  460  patients  who  had  no 
nodal  metastasis.  Stearns  series  of  518  pa- 
tients in  a similar  group,  reports  a five-year 
survival  of  69.'25  per  cent.  When  using  the 
life  table  method  with  correction  for  normal 


mortality  expectation,  Turnbull  reported  81.6 
per  cent  as  compared  to  75.9  per  cent  for 
Memorial  Hospital  patients.  In  153  patients 
with  regional  metastasis,  Turnbull  reports  a 
five-year  survival  of  57.84  per  cent  as  com- 
pared with  52.19  per  cent  in  Stearns  series 
(Table  3).  The  difference  is  not  statistically 
significant.  If  one  compares  surgical  technic, 
the  obvious  difference  is  the  time  of  ligation 
of  the  vessels.  The  obvious  common  denomi- 
nator to  both  technics  is  the  extent  of  resec- 
tion of  the  colon  and  mesocolon  as  compared 
with  previous  conventional  operations.  • 
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Laboratory  diagnosis  of 
multiple  sclerosis* 

Elevation  of  immunoglobulin  G in  cerebrospinal  fluid 


The  authors  present  a study  of  a new 
method  of  diagnosis  of  multiple  sclerosis 
by  elevation  of  immunoglobulin  G 
using  a single  drop  of  CSF. 


Multiple  sclerosis  (ms)  is  a relatively  com- 
mon disorder  of  the  nervous  system.  It  oc- 
curs most  often  in  young  adults.  The  variabil- 
ity in  its  clinical  appearance  and  the  fre- 
quency with  which  it  mimics  other  neurolog- 
ical and  neurosurgical  conditions  make 
accurate  diagnosis  both  important,  and  at 
times,  difficult.  Although  the  etiology  of  this 
demyelinating  disease  is  still  unknown,  it  has 
become  a well  established  fact  that  the  pro- 
portion of  the  immunoglobulin  G (IgG)  to 
total  protein  or  albumin  in  the  cerebrospinal 
fluid  (CSF)  is  elevated  in  two-thirds  to 
three-fourths  of  cases. It  is  also  generally 
accepted  that  the  elevated  levels  of  IgG  cor- 
relate clinically  only  with  the  severity  of  the 
disease  and  not  with  the  age  of  the  patient, 
the  type  of  disability,  or  the  duration  of  the 
disease.  Certain  other  conditions,  including 
CNS  syphilis,  subacute  sclerosing  panen- 
cephalitis and  some  forms  of  chronic  menin- 
gitis, may  cause  elevated  concentrations  of 
CSF  gamma  globulin  and  hence  must  be  con- 
sidered in  the  differential  diagnosis  of  ele- 
vated CSF  gamma  globulin. 

♦From  the  Division  of  Pediatric  Neurology  and  the  De- 
partment of  Neurology,  University  of  Utah  College  of 
Medicine. 

Supported  in  part  under  National  Institutes  of  Health 
Training  Grants  2T1-NB  5503  and  5T1-NB  5309,  Utah  State 
Division  of  Health  Grant  2401,  Clinical  Research  Center 
National  Institutes  of  Health  Grant  RR-64,  contributions 
from  the  Eleanor  Roosevelt  Cancer  Research  Foundation. 

Reprint  requests  to  P.  F.  Bray,  MD,  Division  of 
Pediatric  Neurology,  University  of  Utah  College  of  Med- 
icine, Salt  Lake  City,  Utah  84112. 


J.  Joseph  Perry,  BA,  Theodore  N.  Hackett,  BS, 
Patrick  F.  Bray,  MD,  Hamp  Greene,  MD, 
and  Leonard  W.  Jarcho,  MD,  Salt  Lake  City 

This  paper  is  intended  to  remind  physi- 
cians in  the  intermountain  area  that  a method 
is  now  available  for  the  rapid  estimation  of 
gamma  globulin  on  a single  drop  of  uncon- 
centrated CSF,  providing  the  only  useful  lab- 
oratory test  for  the  clinical  diagnosis  of  mul- 
tiple sclerosis.  To  demonstrate  the  validity 
and  reliability  of  the  technic,  we  are  sum- 
marizing the  results  of  302  determinations  on 
CSF  from  patients  with  a wide  variety  of  dis- 
ease conditions. 

Material  and  Methods 

A total  of  302  determinations  were  made 
on  a miscellaneous  group  of  patients  at  the 
University  of  Utah  Medical  Center,  most  of 
whom  were  studied  on  the  neurological  serv- 
ice. All  studies  were  done  blind,  i.e.,  without 
the  technician  having  any  clinical  informa- 
tion. We  wanted  to  determine  (1)  the  per 
cent  of  patients  with  the  clinical  diagnosis 
of  multiple  sclerosis  who  had  an  elevated 
CSF  IgG/ Albumin  ratio  and  (2)  the  number 
of  patients  without  a clinical  diagnosis  of  MS 
in  whom  an  elevated  ratio  was  found  (i.e., 
presumed  false  positives) . 

The  method  used  was  modified  only 
slightly  from  that  of  Tourtellotte  et  al.^  It 
employs  the  technic  of  electroimmunodif- 
fusion. First  antibodies  to  both  human  albu- 
min and  human  IgG  are  prepared  in  rabbits. 
These  two  antibodies  are  then  dissolved  in 
agar  which  is  poured  as  a thin  layer  onto  a 
3V4  X 4-inch  glass  plate.  Five  pi.  of  unconcen- 
trated CSF  are  placed  in  a horizontal  row  of 
holes  which  have  been  punched  in  the  agar. 
In  addition  three  dilutions  of  standards  are 
included  on  every  plate  and  a standard  curve 
is  run  with  every  determination  to  assure 
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quality  control.  The  antigens  in  the  CSF  (al- 
bumin and  IgG)  migrate  in  an  electrical  field, 
and  the  method  takes  advantage  of  the  fact 
that  albumin  moves  toward  the  anode  while 
IgG  moves  toward  the  cathode.  A specific 
immunoprecipitate  forms,  the  length  of  which 
depends  upon  both  the  concentration  of  the 
antigen  in  the  CSF  and  the  antibody  in  the 
gel.  In  general,  the  higher  the  ratio  of  anti- 
gen to  antibody,  the  longer  the  cone  or 
“rocket”  of  immunoprecipitation  (Fig.  1). 
The  success  and  accuracy  of  the  method  de- 
pend upon  a number  of  factors  including  the 
titer  of  prepared  antibody,  the  monospecif- 
icity of  the  antibody,  the  quality  and  concen- 
tration of  the  agar,  adequate  adhesion  of  the 
agar  to  the  glass  slide,  the  buffer  concentra- 
tion in  the  agar,  the  addition  of  the  CSF  sam- 
ple while  the  current  is  “on”,  and  the  possi- 
ble use  of  the  dark  field  photography  (Pola- 
roid) with  magnification  for  the  purposes  of 
accurate  measurement. 


Results 

Three-hundred-two  samples  of  CSF  were 
analyzed  and  compared  to  normal  values 
for  CSF  IgG/ Albumin  (Table  1).  The  mean 
normal  value  is  15  per  cent  and  the  upper 
limit  of  normal  (i.e.,  mean  + 2 S.D.)  is  27  per 
cent.  Clinical  diagnosis  of  MS  had  been  made 
in  46  patients,  34  of  whom  (or  74  per  cent) 
had  elevated  ratios  of  IgG  to  albumin.  Thir- 
teen patients  without  a chnical  diagnosis  of 
MS  had  elevated  amounts  of  gamma  globulin 
in  their  CSF,  10  of  which  elevations  could  be 
explained  on  the  basis  of  reversal  of  serum 
albumin-globulin  ratio,  the  result  in  most 
cases  of  chronic  infection  or  liver  disease. 
Three  patients  with  high  relative  concentra- 
tions of  IgG  in  the  CSF  were  encountered 


TABLE  1 


Tabulated  breakdown  of  clinical  diagnoses 
compared  to  elevated  and  normal  levels  of 
CSF  gamma  globulin  (IgG/Alb.) 


Total  Number  of  Patients  Studied  302 

Patients  with  elevated  CSF  IgG/ Albumin  47 
Clinical  diagnosis  of  MS  34 

Reversal  of  Serum  A/G*  10 

False  Positives  (see  below)**  3 


False  Negatives  (clinical  diagnosis  of 

MS  with  normal  CSF  IgG/Alb.)  12 

Per  cent  of  Clinical  diagnosis  of  MS  with 

elevated  CSF  IgG/ Albumin  74% 

*Ajiy  serum  A/G  less  than  1.0 

**1  Patient  with  Sarcoidosis.  1 Patient  with  Transverse 
Myelopathy,  and  1 Patient  with  Seizures.  Unknown 
etiology 
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Fig.  1.  Dark  field  illumination  photography  shows 
the  precipitin  “rockets”,  albumin  migrating  toward 
the  anode,  IgG  toward  the  cathode.  Note  that  all 
samples  are  run  in  duplicate  to  increase  the  re- 
liability of  the  test.  Any  technical  error  is  easily 
recognized  as  seen  in  the  two  rockets  furthest  to 
the  left.  They  are  obviously  unequal  in  length  and 
qualitatively  different  from  the  others.  This  error 
was  caused  by  CSF  spilling  over  the  sides  of  the 
well  during  the  pipetting  process. 


Fig.  2.  The  solid  curve  indicates  “hospital”  con- 
trols without  clinical  signs  of  M.S.  and  the  inter- 
rupted curve  indicates  patients  with  M.S.  The 
arrow  at  27%  represents  our  upper  limits  of  nor- 
mal (i.e.  two  standard  deviations  above  the  con- 
trol mean  value).  The  control  patients  whose 
values  fall  above  27%  are  discussed  in  the  text 
under  “false  positives.” 

one  with  the  diagnosis  of  sarcoidosis,  one 
with  transverse  myelopathy,  and  one  with 
seizures  of  unknown  etiology.  These  three 
cases  might  be  considered  “false  positives”. 
The  range  of  CSF  IgG/Albumin  ratios  are 
shown  as  a graph  in  Fig.  2,  and  the  data  are 
explained  in  the  caption. 
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Discussion 

The  results  of  our  survey  convince  us  that 
this  test,  which  can  be  carried  out  in  about 
six  hours,  is  a reliable  way  of  confirming  the 
clinical  diagnosis  of  MS  in  about  three- 
fourths  of  patients.  These  results  coincide 
very  closely  with  those  of  earlier  studies.^'® 
We  have  found  the  test  especially  helpful  in 
patients  in  whom  a surgical  intraspinal  lesion 
is  susp>ected,  since  the  observation  may  then 
be  valuable  in  the  management  of  a puzzling 
diagnostic  problem. 

As  is  usual  with  laboratory  tests,  this  one 
is  not  one  hundred  per  cent  specific.  Hence 
other  disease  conditions  which  produce  ab- 
normally high  values  must  be  considered  in 
the  differential  diagnosis.  Also  when  an  ele- 
vated ratio  is  encountered,  one  should  always 
look  at  the  blood  A/G  ratio  because  it  is  well 
known  that  the  CSF  is  essentially  an  ultra- 
filtrate of  the  serum.  Blood  in  the  CSF  spec- 


imen and  marked  elevations  of  total  CSF 
protein  will  complicate  both  the  technic  and 
the  interpretation  of  the  results. 

Summary 

The  detection  of  an  elevated  immimoglo- 
bulin  G concentration  in  cerebrospinal  fluid 
offers  the  only  useful  laboratory  test  for  the 
presumptive  diagnosis  of  multiple  sclerosis. 
A recently  developed  method'  using  electro- 
immunodiffusion provides  a reliable  way  of 
getting  the  answer  on  a single  drop  of  cere- 
brospinal fluid.  When  abnormal  values  are 
found,  the  clinician  must  consider  a few  un- 
common central  nervous  system  (CNS)  in- 
fections, including  syphilis,  as  well  as  the 
“false  positive”  results  encountered  in  pa- 
tients with  a reversal  of  their  blood  albumin 
globulin  ratio  (A/G).  Results  cannot  be  in- 
terpreted accurately  if  the  spinal  tap  is 
“bloody”.  • 
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Electrosurgical  Hazards 

“More  hazards  to  patients  and  litigations  are  associated  with  in- 
juries caused  by  electrosurgical  machines  than  with  any  other  single 
medical  device  in  the  hospital.” 

“The  art  of  electrosurgery  has  changed  drastically  with  the  develop- 
ment of  new  units;  although  the  innovations  have  not  proved  suit- 
able for  all  procedures,  some  surgeons  could  provide  better  and 
safer  procedures  if  they  would  modify  their  habits  and  learn  to  use 
the  newer  equipment.” 

These  are  only  some  of  the  many  conclusions  which  have  resulted  from  a two- 
year  study  of  all  aspects  of  electrosurgery  carried  out  by  the  Emergency  Care 
Research  Institute,  a non-profit  technical  organization  in  Philadelphia. 

The  report  evaluates  the  safety  and  performance  of  six  currently  marketed 
electrosurgical  machines,  comparing  the  relative  safety  and  performance  of  solid- 
state  machines  against  the  traditional,  widely  used,  spark  gap  units. 

In  undertaking  the  study,  ECRI  conducted  detailed  engineering  experiments 
within  its  laboratories.  They  investigated  a number  of  specific  injuries  and  hazards 
reported  by  HEALTH  DEVICES’  member  hospitals,  and  finally,  tabulated  the  results 
from  8,300  questionnaires  sent  to  operating  room  supervisors. 

For  additional  information  on  either  the  Electrosurgery  Report  or  Health  De- 
vices Program  write  or  call:  HEALTH  DEVICES,  ECRI,  913  Walnut  Street,  Philadel- 
phia, PA  19107. 
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ABSTRACT  OF  MINUTES* 

HOUSE  OF  DELEGATES 

Wyoming  State  Medical  Society 
Sixty-ninth  Annual  Meeting 

August  29  through  September  1,  1972 

Jackson  Lake  Lodge 

Grand  Teton  National  Park,  Wyoming 

FIRST  SESSION 
Wednesday,  August  30,  1972 

The  69th  Annual  Meeting  of  the  House  of  Dele- 
gates of  the  1972  Wyoming  State  Medical  Society 
was  caRed  to  order  at  Jackson  Lake  Lodge,  Grand 
Teton  National  Park,  Wyoming  at  3:00  p.m.  on 
Wednesday,  August  30,  1972,  by  Dr.  William  G. 
Erickson,  President  of  the  Wyoming  State  Medical 
Society.  The  President  called  for  a report  of  the 
Credentials  Committee,  and  Dr.  Donald  Hunton, 
Chairman,  indicated  to  the  President  that  a quo- 
rum was  present.  ' 

Dr.  Goode  Cheatham,  Speaker  of  the  House, 
introduced  Dr.  Ted  Johnston,  Acting  Vice  Speaker 
of  the  House.  At  this  time,  visitors  to  the  meeting 
were  introduced. 

The  memorial  list  of  physicians  from  Wyoming 
who  died  during  1971  was  read,  after  which  a mo- 
ment of  silence  was  observed. 

Dr.  Johnston  then  introduced  Dr.  Paul  Yedinak 
who  reported  on  the  professional  liability  insur- 
ance study.  Dr.  Yedinak  then  introduced  repre- 
sentatives of  Aetna  Life  and  Casualty  Company. 
Mr.  Core,  Aetna  representative,  was  then  asked 
to  make  the  presentation.  Dr.  Yedinak  advised 
that  the  final  consideration  and  recommendations 
would  be  made  by  the  reference  committee  on 
Executive,  Governmental  Affairs  and  Economics. 

The  Minutes  of  the  House  of  Delegates  meet- 
ings from  1971  were  not  read  but  were  referred 
to  the  committee  on  Executive,  Governmental  Af- 
fairs and  Economics  in  toto.  Minutes  of  the  Coun- 
cil meeting  of  September  3,  1971  were  referred 
in  toto  to  the  Executive,  Governmental  Affairs 
and  Economics  Committee.  The  Minutes  of  Janu- 
ary 23,  1972,  items  1 through  9,  lOD,  lOF,  and  11, 
were  referred  to  Research,  Scientific  and  Organi- 
zation, being  organizational  matters.  The  Minutes 
of  April  16,  1972  were  referred  to  the  committee 
on  Executive  and  Governmental  Affairs  with  the 
following  exceptions:  Item  5,  item  7,  item  9,  item 
9E  and  item  13.  Items  lOB  and  E were  referred  to 

*These  minutes  represent  actions  taken  largely  on  ma- 
terial from  the  official  packet  of  the  Wyoming  State 
Medical  Society.  This  packet  contains  the  reports  that 
are  representative  of  committee  activities  and  recom- 
mendations and  form  an  official  part  of  these  minutes. 


the  Medical  Services  Reference  Committee.  The 
July  16,  1972  Minutes,  the  Treasurer’s  report  and 
the  Constitution  and  Bylaws  were  referred  to  the 
Executive,  Governmental  Affairs  and  Economics 
Committee.  The  face  sheet  and  education  were 
referred  to  the  Medical  Services  Reference  Com- 
mittee. Peer  Review  was  referred  to  organiza- 
tional liability.  Deferred  income  was  referred  to 
the  Executive,  Governmental  Affairs  and  Econom- 
ics Committee.  The  Minutes  of  the  last  council 
meeting  were  referred  to  the  Executive,  Govern- 
mental Affairs  and  Economics  Committee.  The 
Minutes  of  the  Scholarship  Loan  Fund  Committee 
were  referred  to  the  Executive,  Governmental  Af- 
fairs and  Economics  Reference  Committee  for  re- 
port back  to  the  House. 

Dr.  Anderson,  delegate  to  the  AMA  gave  his 
report  from  the  House  of  Delegates  meeting  in 
San  Francisco  on  June  18  through  22  of  1972. 

The  resolutions  from  Albany  County  were  re- 
ferred to  the  reference  committee  on  Executive, 
Governmental  and  Economic  Affairs.  The  letters 
from  Drs.  Reckling,  Allison,  Christensen,  and  Col- 
lie, in  form  of  resolutions,  were  referred  to  the 
Executive,  Governmental  Affairs  and  Economics 
Committee. 

The  letter  from  Dr.  Preston  was  referred  to 
the  Medical  Services  Reference  Committee.  The 
letters  from  Drs.  Kline,  Mahnke,  Barrett,  and  Mr. 
Derry  were  referred  to  the  Research,  Scientific 
and  Organization  Committee.  The  letters  from  the 
Cheyenne  Eye  Clinic,  Drs.  Loughry,  Erickson,  and 
Grizzle  were  referred  to  the  Medical  Services 
Reference  Committee. 


The  following  resolution  from  the  Ad  Hoc 
Committee  on  the  face  sheet  was  presented  and 
referred  to  the  Executive,  Governmental  and  Eco- 
nomics Affairs  Reference  Committee: 

WHEREAS,  the  Ad  Hoc  Face  Sheet  Committee  has 
affected  acceptance  of  its  program  with  commercial 
carriers,  government  agencies,  state  and  national  hos- 
pital association,  and, 

WHEREAS,  the  American  Hospital  Association  has 
agreed  to  underwrite  a field  trial  in  Wyoming  begin- 
ning approximately  March  1,  1973, 

BE  IT  THEREFORE  RESOLVED,  that  the  name  of 
the  Ad  Hoc  Committee  be  changed  to:  “Ad  Hoc 
Wyoming  Unified  Medical  Claims  System  Committee’’ 
and  that  the  committee  and  its  chairman  as  originaMy 
constituted  continue  in  office  for  an  additional  fiscal 
year. 

That  the  Wyoming  State  Medical  Society  reconfirm 
its  acceptance  of  the  program:  that  it  accepts  the 
combined  field  trial  with  the  American  Hospital  As- 
sociation Uniform  Billing  System;  that  it  accept  the 
sponsorship  and  underwriting  of  the  field  trial  by  the 
American  Hospital  Association;  and  that  it  firmly 
requests  no  delay  of  implementation  beyond  March 
1,  1973. 

That  it  accepts  the  judgment  of  the  Ad  Hoc  Commit- 
tee that  the  implementation  of  the  program  for  out- 
patient care,  both  in  physicians’  offices  and  in  the 
hospitals,  not  be  effected  until  the  program  is  work- 
ing in  a satisfactory  manner  for  the  placing  of  claims 
for  inpatient  care. 

That  the  Wyoming  State  Medical  Society  commend 
the  Wyoming  Hospital  Association,  the  Wyoming  Blue 
Cross-Blue  Shield  Organization,  the  American  Hospi- 
tal Association,  Mr.  Wayne  Fowler,  Social  Security 
Administration;  and  the  Department  of  Health  In- 
surance, American  Medical  Association,  for  their 
interest,  cooperation  and  participation  in  the  program. 
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Dr.  Hunton  quoted  Section  4,  No.  6,  Section  5, 
No.  6,  7,  and  19  from  the  AMA  code  of  ethics.  Dr. 
Hunton  proposed  that  the  House  of  Delegates  re- 
solve the  problem  of  ethical  conduct  of  physicians 
in  Wyoming  be  taken  up  by  the  Council  or  a 
proper  committee. 

As  there  was  no  further  business  to  come  be- 
fore the  House,  the  first  session  of  the  1972 
House  of  Delegates  was  recessed  at  4:45  p.m., 
August  30,  1972. 

SECOND  SESSION 

Friday,  September  1,  1972 

Speaker  of  the  House,  Dr.  Cheatham,  called 
the  House  of  Delegates  to  order  at  2:00  p.m.  on 
September  1,  1972  and  introduced  Mrs.  Esther  Es- 
kens,  Immediate  Past  President  of  the  Wyoming 
State  Medical  Society  Woman’s  Auxiliary,  who 
spoke  to  the  assembled  delegates. 

Dr.  Thomason  presented  the  first  section  of 
the  report  of  the  Executive,  Governmental  Affairs, 
and  Economics  Reference  Committee.  He  pre- 
sented the  following  resolution  from  the  Commit- 
tee for  the  consideration  of  the  House  of  Dele- 
gates: 

WHEREAS,  The  Aetna  Insurance  Company  has  writ- 
ten a proposal  to  write  malpractice  insurance  for 
this  Society  and 

WHEREAS,  the  Aetna  Insurance  Company  has  agreed 
to  use  the  Wyoming  Health  Services  Company  as  a 
Peer  Review  and  fee  adjucation  body, 

THEREFORE,  BE  IT  RESOLVED  that  the  Wyoming 
State  Medical  Society  accept  the  written  proposal  and 
that  the  plan  be  put  into  action. 

The  resolution  passed  with  unanimous  affirmative 
vote. 

Dr.  Robert  A.  Hunter,  from  the  American 
Medical  Association  Board  of  Trustees,  spoke  to 
the  House. 

Dr.  Kent  Christensen,  Chairman  of  the  Medi- 
cal Services  Reference  Committee  gave  his  report 
of  the  committee’s  meeting  on  August  31.  He  pre- 
sented the  following  resolution : 

WHEREAS,  the  Ad  Hoc  Face  Sheet  Committee  has 
effected  acceptance  of  its  program  with  commercial 
carriers,  government  agencies,  state  and  national  hos- 
pital associations,  and 

WHEREAS,  the  American  Hospital  Association  has 
agreed  to  underwrite  a field  trial  in  Wyoming  begin- 
ning approximately  March  1,  1973, 

BE  IT  THEREFORE  RESOLVED ; 

1.  That  the  name  of  the  Ad  Hoc  Committee  be  changed 
to : “Ad  Hoc  Wyoming  Unified  Medical  Claims  Sys- 
tem Committee”  and  that  the  committee  and  its  chair- 
man as  originally  constituted  continue  in  office  for 
an  additional  fiscal  year. 

2.  That  the  Wyoming  State  Medical  Society  recon- 
firm its  acceptance  of  the  program;  that  it  accepts 
the  combined  field  trial  with  the  American  Hospital 
Association  Uniform  Billing  System;  that  it  accept 
the  sponsorship  and  underwriting  of  the  field  trial 
by  the  American  Hospital  Association;  and  that  it 
firmly  requests  no  delay  of  implementation  beyond 
March  1.  1973. 

3.  That  it  accepts  the  judgment  of  the  Ad  Hoc 
Committee  that  the  implementation  of  the  program 
for  outpatient  care,  both  for  physicians’  offices  and 
in  the  hospitals,  not  be  effected  until  the  program  is 
working  in  a satisfactory  manner  for  the  placing  of 
claims  for  inpatient  care. 

4.  That  the  Wyoming  State  Medical  Society  commend 
the  Wyoming  Hospital  Association,  the  Wyoming  Blue 
Cross-Blue  Shield  Organization,  the  American  Hospi- 
tal Association,  Mr.  Wayne  Fowler  and  Mr.  Howard 


West,  Social  Security  Administration;  and  the  Depart- 
ment of  Health  Insurance,  American  Medical  Associa- 
tion for  their  interest,  cooperation,  and  participation 
in  the  program. 

This  portion  of  the  report  passed  with  a unani- 
mous affirmative  vote. 

The  report  of  the  Wyoming  Blue  Shield  Trus- 
tees was  read  and  goes  as  follows: 

WHEREAS,  the  Wyoming  Blue  Shield  Trustees  has 
functioned  efficiently  m providing  medical  coverage 
for  Wyoming  citizens:  and  although  the  National  Blue 
Shield  has  recommended  that  physicians  not  be  a 
majority  on  the  boards, 

BE  IT  RESOLVED,  that  the  Wyoming  State  Medical 
Society  oppose  any  change  in  the  composition  of  the 
Blue  Shield  Board  of  Trustees  at  present. 

This  portion  of  the  report  was  accepted  by  a 

unanimous  affirmative  vote. 

The  report  from  Dr.  Claude  Grizzle  goes  as 
follows : 

WHEREAS,  there  is  increasing  need  for  ‘‘anatomical 
gifts,”  such  as  corneas  and  kidneys, 

BE  IT  RESOLVED,  that  the  Wyoming  State  Medical 
Society  endorse  and  support  the  enactment  of  a uni- 
form Anatomical  Gift  Act. 

BE  IT  RESOLVED,  that  the  public  commendation  by 
the  Wyoming  State  Medical  Society  be  given  the 
Natrona  County  Medical  Auxiliary,  the  Blue  Envelope 
Health  Fund,  and  Dr.  Lou  Williams  for  their  support 
of  the  public  health  education  program  known  as  the 
“Doctor  Dial  Program.” 

A tmauimous  affirmative  vote  was  cast  in  favor 
of  adopting  this  portion  of  the  report. 

The  second  section  of  the  report  of  the  Execu- 
tive, Governmental  Affairs  and  Economics  Refer- 
ence Committee  was  given  by  its  chairman.  Dr. 
Thomason.  The  Minutes  of  the  last  Annual  Meet- 
ing were  approved  as  printed.  Section  5 of  the 
Council  Meeting'  Minutes  of  April  16,  1971  was  not 
approved. 

The  committee  brought  to  the  attention  of  the 
House  the  proposed  changes  to  the  Medical  Prac- 
tice Act  in  the  Council  meeting  minutes  of  August 
29,  1972. 

1.  That  all  new  licenses  Issued  be  probationary  for 
one  year. 

2.  That  the  Flex  Examination,  or  its  equivalent  as 
determined  by  the  Board,  be  adopted  by  the  Board 
as  the  examination  for  licensure. 

3.  That  if  a person  does  not  pass  the  prescribed  ex- 
amination,  repeat  examinations  may  be  taken  upon 
payment  of  an  additional  fee. 

4.  That  the  Board  may  increase  yearly  registration 
fee  not  to  exceed  $25. 

5.  That  the  words  "in  the  hospital”  be  deleted  from 
the  section  referring  to  the  students  or  residents  or 
other  persons  pursuing  their  training. 

Parts  1 through  5 passed  with  a unanimous  af- 
firmative vote. 

A unanimous  affirmative  vote  was  cast  on  the 
resolutions  of  the  Albany  County  Medical  Society, 
dated  September  20,  1971. 

The  action  of  the  Council  on  the  resolution 
from  the  Laramie  County  Medical  Society  re- 
ceived a unanimous  affirmative  vote.  This  vote 
meant  that  the  resolution  was  not  approved. 

The  second  Laramie  County  Medical  Society 
resolution  involving  mandatory  licensing  of  mo- 
torcycle operators  and  wearing  of  helmets  by 
riders  and  passengers  was  passed  with  a unani- 
mous affirmative  vote. 
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The  resolution  by  the  Platte  County  Medical 
Society  was  read  as  follows: 

WHEREAS,  The  private  and  county  hospitals  in  Wyo- 
ming utilizing  the  federal  Medicare  monies  are  con- 
trolled by  strict  regulations,  rules  and  Peer  Review. 
They  are  also  being  constantly  reviewed  in  their 
hospitals  on  over-utilization. 

WHEREAS,  The  government  hospitals  in  the  State 
of  Wyoming  do  not  have  to  meet  such  rules,  regula- 
tions, peer  reviews,  and  over-utilization  review  even 
while  utilizing  the  federal  government  monies. 

BE  IT  THEREFORE  RESOLVED,  The  Wyoming  State 
Medical  Society  endorse  the  concept  that  the  govern- 
ment hospitals  must  follow  the  same  rules,  regulations, 
peer  review  and  utilization  reviews,  that  the  private 
and  county  hospitals  must  comply. 

The  resolution  passed  with  a unanimous  affirma- 
tive vote. 

Section  6,  in  the  Minutes  of  the  Council  meet- 
ing of  April  16,  1972,  was  presented  for  considera- 
tion: 

WHEREAS,  Blue  Shield  has  requested  an  opinion 
from  this  Society  regarding  its  interest  in  a deferred 
payment  plan. 

THEREFORE,  BE  IT  RESOLVED  that  the  House  of 
Delegates  is  in  favor  of  a deferred  income  plan  such  as 
presented  by  Kelly  & Morrie,  Inc. 

The  resolution  passed  with  a unanimous  affirma- 
tive vote. 

Dr.  Wilson  gave  the  1972  Annual  Report  of  the 
Research,  Organization  and  Scientific  Program 
Reference  Committee.  His  report  passed  with  a 
unanimous  affirmative  vote.  The  portion  of  the 
committee’s  report  which  recommended  the  Peer 
Review  Organization  enter  into  contracts  with 
third  parties  passed  with  a unanimous  affirmative 
vote.  The  portion  of  the  report  which  contained 
the  letters  from  Drs.  Kline,  Mahnke,  Barrett,  Bow- 
den and  Greene  passed  with  a unanimous  affirma- 
tive vote.  The  letters  of  the  Rocky  Mountain  Medi- 
cal Journal  and  the  portion  of  the  report  on  at- 
tendance of  committee  members  passed  with  a 
unanimous  affirmative  vote.  Resolutions  giving 
Drs.  Nicholas  and  Anderson  a standing  ovation 
were  made  in  honor  of  their  service  to  the  Wyo- 
ming State  Medical  Society. 

Dr.  Anderson,  Chairman  of  the  Constitution 
and  Bylaws  Committee,  read  Article  IX  of  the 
Constitution  and  Bylaws  with  the  following  addi- 
tion: 

No  assessment  shall  be  imposed  upon  the  members 
until  such  assessment  is  approved  by  a majority  of 
members  voting  within  9ne  month  of  the  issue  in  a 
registered  mail  ballot  with  return  receipt  requested. 

This  portion  of  the  report  passed  with  a unani- 
mous affirmative  vote. 

David  Weihaupt  was  approved  as  an  honorary 
life  member  of  the  Wyoming  State  Medical  So- 
ciety. 

The  Nominating  Committee  Chairman,  Dr. 
Mahnke,  gave  his  report.  Paul  Yedinak,  M.D.  was 
elected  President-elect.  Don  Hunton,  M.D.  was 
elected  Vice  President.  Pat  Nolan,  M.D.  was  elect- 
ed Secretary.  Goode  Cheatham,  M.D.  was  elected 
Treasurer.  Ted  Johnston,  M.D.  was  elected  Speak- 
er of  the  House.  Dave  Cook,  M.D.  was  elected 
Vice  Speaker  of  the  House.  F.  W.  Downing,  M.D. 


was  elected  Delegate  to  the  AMA.  John  Corbett, 
M.D.  was  elected  as  Alternate  Delegate  to  the 
AMA. 

A resolution  was  presented  giving  thanks  to 
all  who  contributed  to  the  success  of  the  69th 
Annual  Convention.  The  resolution  passed  with  a 
unanimous  affirmative  vote. 

Dr.  Mahnke,  Chairman  of  the  Time  and  Place 
Committee,  gave  his  report.  The  dates  for  the 
Annual  Meeting  for  1973  and  1974  are  August  28 
through  31  of  each  year  at  Jackson  Lake  Lodge. 

The  meeting  of  the  House  of  Delegates  of  the 
Wyoming  State  Medical  Society  was  adjourned  at 
4:05  p.m.  on  September  1,  1972. 


MD’s  In  The  News 

Dr.  Loran  B.  Morgan,  a Torrington,  Wyoming 
ophthalmologist,  has  been  nominated  by  the  Wyo- 
ming Optometric  Association  for  the  American 
Optometric  Association’s  (AOA)  1973  Apollo 
Award. 

Given  each  year  to  a person  or  group  outside 
the  AOA  who  has  made  significant  contributions 
to  the  public’s  visual  welfare,  the  award  will  be 
presented  this  June  at  the  AOA’s  annual  congress 
in  San  Francisco. 

Dr.  Morgan’s  nomination  stems  from  his  in- 
vention of  a new  therapeutic  scleral  lens  which 
combines  the  two  accepted  principles  used  in 
treating  severe  ocular  disease  and  infection — 1) 
protection  of  the  eye  by  the  eyelid  and  2)  con- 
stant medication  to  the  cornea. 

The  ophthalmologist  has  already  been  recog- 
nized by  the  South  Vietnamese  government  for 
his  treatment  of  eye  diseases  and  injuries  during 
the  war  when  he  served  four  tours  of  duty  with 
the  Volunteer  Physicians  for  Vietnam. 

♦ ♦ * ♦ * 

Dr.  Laurence  W.  Greene,  Jr.,  of  Laramie,  Wyo- 
ming, has  been  cited  by  the  American  College  of 
Surgeons  Trauma  Committee  for  outstanding 
service  to  his  community  in  the  field  of  trauma 
care. 

The  citation  noted,  “Dr.  Greene  has  guided 
the  Trauma  Program  in  Wyoming  with  the  same 
dedication  which  has  marked  his  entire  medical 
career.”  Chairman  of  the  Wyoming  Trauma  Com- 
mittee since  1967,  the  doctor  is  chief  of  surgery 
at  Ivinson  Memorial  Hospital. 

♦ ♦ * • ♦ 

Dr.  Orson  L.  Treloar,  retired  Afton,  Wyoming 
general  practitioner,  has  been  recognized  for  his 
service  to  the  Star  Valley  community. 

The  Star  Valley  Education  Association  re- 
cently donated  a portrait  of  Dr.  Treloar  to  the 
Star  Valley  LDS  Hospital.  At  the  presentation 
ceremony,  the  physician  was  described  as  being 
“truly  dedicated  to  the  people  of  this  valley  ever 
since  he  began  his  practice  in  1929.” 

* ♦ ♦ 
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Dr.  W.  Andrew  Bunten,  retired  Cheyenne, 
Wyoming  surgeon,  has  been  honored  for  his  serv- 
ice as  medical  advisor  to  the  Wyoming  Selective 
Service  System  with  a certificate  of  appreciation. 

* * :i:  * 

The  Wyoming  Division  of  the  Amercan  Can- 
cer Society  has  received  a national  honor  cita- 
tion for  a cancer  examination  prepared  and  ad- 
ministered by  Dr.  Francis  A.  Barrett  of  Cheyenne, 
Wyoming,  division  head. 

The  examination  was  sent  to  all  Wyoming  doc- 
tors to  analyze  their  professional  knowledge 
about  the  diagnosis  and  treatment  of  cancer.  A1 
Guidotti,  president  of  the  Laramie  County  Health 
Unit,  noted  such  a citation  is  given  infrequently 
and  only  in  recognition  of  a concept  unique  in  its 
usefulness  and  originality. 

sjc  }|c  si:  ♦ 

Several  Wyoming  MD’s  have  received  appoint- 
ments to  state  commissions  and  boards  from  Gov- 
ernor Stanley  Hathaway.  They  include  Dr.  Virgil 
Thorpe,  Newcastle  general  practitioner.  Univer- 
sity of  Wyoming  Board  of  Trustees;  Drs.  William 
D.  Wilson,  Wheatland;  Dan  B.  Greer,  Cheyenne; 
Kayo  Smith,  Torrington;  and  Robert  T.  Patrick, 

Casper — all  State  Board  of  Medical  Examiners. 

* * He  5jc  * 

Dr.  Gordon  Whiston,  a retired  Casper,  Wyo- 
ming orthopedic  surgeon  who  now  lives  in  Ari- 
zona during  the  winter,  has  been  recognized  for 
his  hydroponic  gardening. 

Dr.  Whiston’s  gardening  efforts  were  featured 
in  a recent  column  in  the  Yuma,  Arizona  “Daily 
Sun.”  An  avid  gardener,  he  recently  installed  a 
hydroponic  gardening  unit  in  his  backyard  after 
reading  about  hydroponic  gardening  in  a recent 
issue  of  “Arizona  Highways.” 

Such  gardening  is  done  without  soil,  using  a 
planting  media  of  gravel  to  which  a solution  of 
nitrate,  potash,  and  iron  is  added  gradually.  Hu- 
midity and  temperature  are  electronically  con- 
trolled in  Dr.  Whiston’s  unit  where  he  grows 
herbs  and  vegetables. 

* ♦ « Hi 

Abbott  Laboratories  has  made  two  films  about 
Casper,  Wyoming’s  successful  bout  to  control 
streptococcal  disease  for  use  in  publication  and 
professional  education. 

Dr.  Brendan  Phibbs,  formerly  of  Casper  and 
now  of  Tucson,  Arizona,  was  present  for  the 
premiere  of  the  professional  film  in  Casper,  Jan- 
uary 12.  Dr.  Phibbs  is  now  working  for  the  Uni- 
versity of  Arizona  Medical  School  trying  to  start 
a similar  strep-control  program  among  south- 
western Indian  tribes. 


WSMS  Convention  Will  Feature 
Stimulating  Sessions 

The  Wyoming  State  Medical  Society’s  70th  An- 
nual meeting,  August  28-31,  will  feature  a full 
day  of  scientific  sessions,  plus  a postgraduate  con- 
tinuing medical  education  course — a “first”  for 
a Wyoming  State  Society  convention.  More  than 
290  physicians  are  expected  to  attend  the  meeting 
at  Jackson  Lake  Lodge  in  Moran,  Wyoming. 

Featured  convention  speakers  include  Dr.  Rus- 
sell Roth,  currently  president-elect  of  the  Ameri- 
can Medical  Association;  Mrs.  Lee  Ann  Elliott, 
associate  executive  director  of  AMPAC,  who  will 
address  the  WYOPAC  Luncheon  Wednesday,  Au- 
gust 29;  and  George  C.  Prison,  Ph.D.,  head  of  the 
University  of  Wyoming’s  Department  of  Anthro- 
pology, who  is  the  banquet  speaker  Thursday, 
August  30. 

Scientific  sessions,  which  have  been  approved 
for  12  hours  credit  by  the  American  Academy  of 
Family  Physicians,  are  scheduled  all  day  Thurs- 
day, August  30.  These  sessions  will  feature  pre- 
sentations by  five  renowned  physicians. 

Dr.  N.  J.  M.  Aarts,  internationally-known  ra- 
diologist from  the  Netherlands,  will  address  the 
convention  on  thermography  and  its  relationship 
to  cancer  diagnosis  and  treatment.  Dr.  William 
Droegemueller,  associate  professor  in  the  Uni- 
versity of  Colorado  Medical  Center’s  Department 
of  Obstetrics  & Gynecology,  will  talk  about  “Pros- 
taglandins” and  “Sexual  Counseling  for  the  Family 
Physician.”  A Wilmington,  Delaware  physician — 
Dr.  William  J.  Holloway,  director  of  the  Infec- 
tious Disease  Research  Laboratory  at  the  Wil- 
mington Medical  Center — has  chosen  two  topics. 
They  are  “Antibiotic  Selection  in  the  Critically- 
111  Patient”  and  “Facts  and  Fallacies  Concerning 
the  Newer  Antibiotics.” 

Two  surgeons’  presentations  will  complete  the 
scientific  sessions.  Dr.  Frank  G.  Moody,  professor 
and  chairman  of  the  University  of  Utah  College 
of  Medicine  Department  of  Surgery,  will  talk 
about  “Peptic  Ulcer  Disease  and  Surgical  Manage- 
ment.” Dr.  Robert  N.  McClelland,  professor  of 
surgery  at  the  University  of  Texas’  Southwestern 
Medical  School,  will  present  two  papers  on  nutri- 
tion entitled,  “Central  Intravenous  Hyperalimen- 
tation” and  “Non-Parenteral  Nutritional  Support 
of  Surgical  Patients.” 

The  postgraduate  continuing  medical  educa- 
tion course  Tuesday  afternoon,  August  28,  will 
feature  topics  concerning  management  of  cardiac 
and  orthopedic  emergencies  and  the  management 
of  the  unconscious  patient  from  the  endocrine  and 
neurological  standpoints.  Speakers  are  Dr.  Tim- 
othy Fleming  of  Lander;  and  Drs.  James  A. 
Maddy,  Malvin  Cole  and  Robert  C.  Carnahan,  all 
of  Casper.  The  course  has  been  approved  for  three 
hours  credit  by  the  American  Academy  of  Family 
Physicians. 

Additional  information  about  the  Wyoming 
Society’s  convention  can  be  obtained  by  contacting 
Robert  G.  Smith,  the  Society’s  executive  secre- 
tary, P.O.  Box  1387,  Cheyenne,  Wyoming  82001. 
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“Medical  Woman  of  the  Year” 

Dr.  Lula  O.  Lubchenco  (Mrs.  Carl  J.  Joseph- 
son),  Professor  of  Pediatrics  and  Co-Director  of 
Newborn  Services,  University  of  Colorado  Med- 
ical Center,  was  recently  named  “Medical  Woman 
of  the  Year  1973-74”  by  The  Awards  Committee 
of  the  National  Board  of  the  Medical  College  of 
Pennsylvania. 

Dr.  Lubchenco  was  born  in  1915.  Her  mother, 
an  American  physician  and  her  father,  a Russian 
scientist,  met  and  married  in  the  United  States 
but  went  to  Russia  to  live.  They  were  close 
friends  of  Alexander  Kerensky  as  well  as  his 
political  allies.  In  1917  Kerensky  was  overthrown 
and  the  Bolshevdcs  came  to  power.  The  Lubchen- 
cos  were  thus  forced  to  flee  Russia.  The  Western 
borders  were  closed  and  they  escaped  to  the 
United  States  via  Siberia,  Manchuria,  China,  and 
Japan. 

Dr.  Lubchenco  was  reared  in  South  Carolina. 
She  received  her  B.A.  from  the  University  of  Den- 
ver and  her  M.D.  from  the  University  of  Colo- 
rado. She  completed  an  Internship  at  the  Univer- 
sity of  Colorado  Medical  Center  and  a Pediatric 
Internship  at  Strong  Memorial  Hospital,  Roches- 
ter, New  York.  After  two  years  of  Residency  in 
Pediatrics  and  a one-year  Fellowship  in  Pediatric 
Research  — all  at  Children’s  Hospital,  Denver, 
she  joined  the  staff  at  the  University  of  Colorado 
Medical  Center.  In  1940,  Dr.  Lubchenco  married 
Dr.  Carl  J.  Josephson,  a cardiologist.  They  now 
have  four  children. 

Dr.  Lubchenco’s  accomplishments  could  fill 
many  pages.  She  is  a beloved  wife  and  mother, 
a respected  and  cherished  colleague,  and  an  ad- 
mired leader  and  teacher.  She  is  known  inter- 
.nationally  for  her  work  on  intrauterine  growth 
and  her  followup  studies  of  prematurely  born 
children.  The  “Lulagram”  as  it  is  called,  is  an 
intrauterine  growth  chart,  designed  by  Dr.  Lub- 
chenco, and  used  all  over  the  world.  She  actively 
continues  her  research,  rising  at  5:30  a.m.  each 
day  to  work  on  her  book  about  intrauterine 
growth  and  morbidity.  She  co-directs  the  prema- 
ture nurseries  at  Colorado  General  Hospital, 
teaches  medical  students,  interns,  and  residents, 
and  acts  as  a visiting  consultant  to  other  hospitals 
in  the  Denver  area.  Taking  her  personal  responsi- 
bilities as  seriously  as  her  professional,  she  does 
all  of  her  own  cooking,  has  involved  herself  in 
her  husband’s  athletic  and  outdoor  interests,  and 
she  has  been  active  as  a leader  and  teacher  for 
the  Girl  Scouts  of  America. 


In  1964,  the  Denver  Hadassah  chapter  awarded 
Dr.  Lubchenco  its  annual  Eleanor  Roosevelt  Me- 
morial Award,  as  “Woman  of  Valor.”  Indeed  such 
a woman  as  Dr.  Lula  O.  Lubchenco  is  hard  to 
find.  A loving  and  happy  woman,  she  spends  her 
days  caring  for  others  and  saving  the  lives  of  in- 
fants. The  people  of  Colorado  are  indeed  fortu- 
nate to  have  this  Woman  of  Valor,  our  own  Dr. 
Lu,  “Medical  Woman  of  the  Year.” 


News  of  Montana  Physicians 

During  the  recent  annual  meeting  of  the  North 
Pacific  Orthopaedic  Society,  May  18-19,  John  C. 
Wolgamot  MD,  Great  Falls,  was  elected  Presi- 
dent; William  J.  McDonald,  MD,  Missoula,  was 
elected  Vice-President;  and  Robert  P.  Yost,  MD, 
Missoula,  was  elected  Secretary-Treasurer. 

* * * * 


John  A.  Layne,  MD,  Great  Falls,  was  elected 
Vice-President  of  the  American  College  of  Physi- 
cians at  its  annual  meeting  in  Philadelphia,  on 
April  12. 


Galen  State  Hospital 

Kenneth  A.  Tyler,  MD,  Acting  Director,  Galen 
State  Hospital,  recently  informed  the  Executive 
Office  of  the  Montana  Medical  Association  that 
positions  are  open  at  the  hospital  for  any  physi- 
cian interested  in  assisting  the  staff  on  a full-  or 
part-time  basis.  Further  information  may  be  ob- 
tained by  writing  to  Doctor  Tyler  at  Galen  State 
Hospital,  Galen,  Montana  59756. 
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Colorado 

Harry  John  Corper,  MD,  one  of  Colorado’s 
most  distinguished  scientists  in  the  field  of  med- 
icine, died  May  12,  1973  in  Denver. 

In  1919  Doctor  Corper  came  West  to  become 
director  of  research  at  the  National  Jewish  Hos- 
pital. At  that  time  he  had  just  completed  two 
years  as  Major  in  the  Army  Medical  Corps  during 
World  War  I. 

Born  in  Chicago,  March  5,  1884,  Doctor  Corper 
attended  Chicago  public  schools  and  the  Univer- 
sity of  Chicago  where  he  received  a Bachelor  of 
Science  degree  in  1906  and  a Ph.D.  in  1911.  His  de- 
gree as  Doctor  of  Medicine  was  obtained  at  Rush 
Medical  College,  Chicago. 

From  1903  to  1906  he  served  as  an  Assistant  in 
Chemistry  at  the  University  of  Chicago,  and  in 
1908  was  a Fellow  at  the  Rockefeller  Institute. 
During  1908  and  1909  he  instructed  in  Physiology 
at  the  University  of  Illinois,  and  from  1909  to  1911 
he  was  on  the  staff  of  the  McCormick  Institute 
for  Infectious  Diseases.  From  1913  until  he  entered 
military  service  in  1918,  he  was  director  of  the 
Department  of  Laboratories  and  Research  of  the 
Chicago  Municipal  Tuberculosis  Sanitorium. 

As  director  of  research  at  the  National  Jewish 
Hospital,  Doctor  Corper  developed  a great  inter- 
est in  teaching,  and  in  1925  he  was  appointed  As- 
sistant Professor  at  the  University  of  Colorado 
School  of  Medicine.  At  the  time  of  his  death  he 
was  Emeritus  Associate  Clinical  Professor  of  Med- 
icine. 

Doctor  Corper  was  certified  in  both  Internal 
Medicine  and  Pathology  by  the  appropriate  Amer- 
ican Boards  in  1937. 

At  the  University  of  Chicago,  Doctor  Corper 
was  a Phi  Beta  Kappa  and  Sigma  Xi.  At  Rush 
Medical  College,  he  was  an  Alpha  Omega  Alpha. 
He  was  a member  of  the  Denver  and  Colorado 
Medical  Societies,  the  American  Medical  Associa- 
tion, the  American  Chemical  Society,  the  Amer- 
ican Society  for  Biological  Chemists,  the  Amer- 
ican Society  of  Bacteriologists  and  Pathologists, 
and  the  American  Society  of  Clinical  Pathologists, 
serving  as  President  in  1930.  He  also  belonged  to 
the  Denver  and  Colorado  Tuberculosis  Societies, 
the  National  Tuberculosis  Association,  and  the 
American  Academy  of  Tuberculosis  Physicians. 
He  served  on  the  Advisory  Committee,  Tubercu- 
losis Division  of  the  Colorado  Welfare  Board  from 
1937  until  his  retirement. 

Author  of  many  articles  and  publications.  Doc- 
tor Corper  made  substantial  contributions  to  sci- 
entific literature.  He  received  awards,  citations, 
medals  and  honors  from  many  professional  so- 
cieties. 


His  personal  generosity  both  in  professional 
matters  as  well  as  in  his  own  charitable  activities 
was  widely  known,  and  the  Denver  post  of  the 
Volunteers  of  America  received  his  special  atten- 
tion. 

Doctor  Corper  is  survived  by  his  widow, 
Catherine;  three  daughters,  Mrs.  Margaret  James, 
Denver;  Mrs.  Dorothy  Havens,  Golden,  and  Mrs. 
Marie  Derry,  Miami,  Florida;  eight  grandchildren, 
and  seven  great-grandchildren. 


Wyoming 

Walter  E.  Landis,  MD,  of  Sheridan,  Wyoming, 
a member  of  the  Wyoming  State  Medical  Society, 
who  practiced  ophthalmology,  otology,  laryngol- 
ogy, and  rhinology,  died  January  17,  1973  in 
Sheridan. 


***** 

W.  K.  Mylar,  MD,  a retired  Cheyenne,  Wyo- 
ming surgeon,  died  May  24  at  Laramie  County 
Memorial  Hospital  in  Cheyenne  at  the  age  of  82. 

The  prominent  Cheyenne  physician  had  prac- 
ticed in  the  Capitol  City  most  of  his  life.  A 1913 
graduate  of  the  University  of  Nebraska  Medical 
School,  he  practiced  medicine  for  three  years  in 
Kimball,  Nebraska  and  then  served  a two-year 
stint  in  the  armed  forces  before  locating  in  Chey- 
enne. Doctor  Mylar  also  served  during  World 
War  H and  the  Korean  War  during  which  he  was 
commissioned  as  colonel. 

Active  in  many  commxmity  groups,  he  served 
with  the  Heels  as  a rodeo  arena  doctor  for  many 
years  during  the  annual  Cheyenne  Frontier  Days. 
His  fraternal  memberships  included  Wyoming 
Consistory  #1,  of  which  he  was  a 50-year  mem- 
ber, the  Kimball  Lodge  #294  AF  & AM,  the 
Korein  Temple  of  the  Shrine,  BPO  Elks  Lodge 
#660  and  the  Kiwanis.  He  also  belonged  to  the 
American  Contract  Bridge  League,  VFW  Post 
#4343  and  the  American  Legion. 

The  physician’s  survivors  include  his  widow, 
Louise;  and  two  sons,  John  and  James,  both  of 
Cheyenne. 

***** 

Masahiro  Sakai,  MD,  Laramie,  Wyoming 
pathologist,  died  April  14  at  the  University  of 
Kyoto  Medical  Center  in  Japan  after  suffering  a 
cerebral  hemorrhage.  The  50-year-old  physician 
and  his  wife  were  on  a month-long  vacation  visit- 
ing relatives. 

A clinical  pathologist  at  Ivinson  Memorial 
Hospital  in  Laramie  since  1966,  Doctor  Sakai  was 
a native  of  Niigata-Ken,  Japan.  He  graduated 
from  Keiogijuka  University  Medical  School  in 
1943  and  received  his  medical  degree  from  that 
University  in  1947.  He  then  continued  to  study 
pathology  there  for  three  years  before  continuing 
his  studies  for  two  years  at  the  University  of 
Pennsylvania  Medical  School.  In  addition  to  his 
medical  degree,  he  also  obtained  a doctorate. 
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Prior  to  joining  the  Ivinson  Memorial  Hospital 
staff  in  1966,  he  practiced  at  Jamestown  General 
Hospital  in  Jamestown,  North  Dakota  where  he 
was  also  a visiting  professor  at  Jamestown  Col- 
lege. 

Doctor  Sakai  was  a member  of  many  profes- 
sional groups  including  the  Wyoming  State  Med- 
ical Society,  American  Medical  Association,  Amer- 
ican College  of  Pathology  and  American  Society 
of  Clinical  Pathologists.  The  Albany  County  Med- 
ical Society,  of  which  he  was  also  a member,  has 
established  a memorial  fund  to  help  equip  the 
pathological  and  laboratory  unit  in  Ivinson’s  new 
hospital  building. 
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Independence  House 

Independence  House,  a satellite  of  the 
Veterans  Administration  Hospital,  is  continu- 
ing to  offer  realistic  help  for  the  drug  in- 
volved veteran.  Half  way  through  its  second 
year.  Independence  House  has  been  treating 
veterans  with  a wide  variety  of  drug  prob- 
lems. The  nature  of  this  treatment  has  in- 
cluded intensive  in-patient  rehabilitation; 
detoxification  with  methadone;  outpatient 
care;  methadone  maintenance;  help  in  find- 
ing jobs;  legal  referrals;  counseling  to  vet- 
eran inmates  at  the  county  jail;  and  crisis 
intervention  counseling.  Veterans  interested 
in  this  program,  or  in  need  of  help,  should 
call  Independence  House  at  399-1454,  or  drop 
by  Monday  through  Friday  at  1776  Williams 
Street,  Denver,  Colorado.  Evening  hours  are 
available. 
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University  of  Colorado  Medical  Center 

February  marked  the  20th  anniversary  of  the 
use  of  hypothermia  for  cooling  patients  for  heart 
surgery  at  the  University  of  Colorado  Medical 
Center. 

Although  the  first  operation  using  this  tech- 
nique was  done  by  Dr.  John  Lewis  at  the  Uni- 
versity of  Minnesota,  it  was  Dr.  Henry  Swan,  II, 
then  Chairman  of  the  Department  of  Surgery  at 
the  University  of  Colorado  Medical  Center,  who 
accumulated  the  first  large  series  of  patients  op- 
erated on  by  this  technique.  Dr.  S.  Gilbert  Blount, 
Jr.,  Head  of  the  Division  of  Cardiology,  and  Dr. 
Robert  W.  Virtue,  Head  of  the  Division  of  Anes- 
thesiology, were  also  involved  in  its  development. 
After  the  mid  1960’s,  most  patients  were  operated 
on  with  the  aid  of  a heart-lung  machine. 

During  the  past  year,  there  has  been  renewed 
interest  in  the  technique  for  operating  on  small 
infants.  With  cooling  of  the  infant  to  20°C.  (or 
70 °F.),  both  circulation  and  respiration  can  be 
shut  off  for  45  minutes  enabling  the  surgeon  to 
operate  on  complicated  congenital  defects  in  a 
still,  motionless  field.  This  technique  has  been 
used  by  cardiac  surgeons  at  the  UCMC  during  the 
past  year,  and  the  Center  is  the  only  hospital  in 
the  Rocky  Mountain  area  in  which  this  technique 
has  been  regularly  used  for  this  type  of  operation. 
The  Medical  Center  performs  about  150  pediatric- 
cardiac  operations  per  year,  and  it  is  estimated 
that  this  technique  would  be  applicable  in  15  to 
20  infants  per  year. 


University  of  Utah  Medical  Center 

The  University  of  Utah  Medical  Center  has  re- 
ceived a $200,000  grant  for  a research  and  teach- 
ing program  in  the  study  of  strokes,  emphasizing 
prevention  of  the  crippling,  killing  disease.  An  ex- 
pansion of  programs  will  be  carried  out  in  the 
medical  center’s  Cerebrovascular  Unit  (CVU). 
The  grant  will  provide  for  a full-time  CVU  direc- 
tor as  well  as  subsidize  additional  staff  personnel. 

The  five-bed  CVU  at  University  Hospital 
treats  patients  suffering  from  impending  stroke 
symptoms,  and  afflicted  patients.  Registered 
nurses  and  neurologists  work  in  a central  nursing 
section  from  which  patients  may  be  observed 
through  the  glass  front  of  each  cubicle.  Heart 
monitoring  devices  are  attached  to  the  patients 
for  intensive  study.  Medical  rehabilitative  treat- 
ment is  provided  for  maximum  recovery  of  pa- 
tients in  acute  stages  of  the  disease. 

At  the  time  of  the  creation  of  the  CVU  in  1970 
it  was  funded  through  the  Intermountain  Regional 
Medical  Program.  Cutbacks  in  1973  meant  other 


sources  of  aid  must  be  found,  and  the  three-year 
grant  of  $197,531  was  awarded  through  the  Stroke 
Acute  Care  Research  Unit  program  of  the  NIH. 

Interdisciplinary  in  its  approach,  the  program 
uses  specialists  in  the  fields  of  neurology,  neuro- 
surgery, vascular  surgery,  radiology,  and  internal 
medicine. 


University  of  New  Mexico  School  of  Medicine 

Dr.  John  H.  Saiki  of  the  University  of  New 
Mexico  School  of  Medicine  was  chosen  by  the 
graduating  seniors  of  the  medical  school  for  this 
year’s  Khatali  Award.  Khatali,  the  Navajo  word 
for  Medicine  Man,  means  to  the  UNM  medical  stu- 
dents “a  wise  healer  well  versed  in  the  art  and 
practice  of  medicine.”  The  faculty  doctor  best  em- 
bodying that  spirit  is  chosen  annually  by  the  grad- 
uating seniors  to  receive  their  Khatali  Award. 

Dr.  Saiki  is  director  of  the  New  Mexico  Re- 
gional Medical  Program’s  Leukemia-Lymphoma 
Program  and  assistant  professor  of  medicine  at 
the  UNM  School  of  Medicine.  He  joined  the  UNM 
medical  faculty  in  1970.  He  served  his  residency 
training  at  McGill,  North  Dakota,  and  UNM,  and 
also  was  a trainee  under  the  auspices  of  the  Na- 
tional Institutes  of  Health  in  hematologic  oncolo- 
gy (tumors)  at  the  M.D.  Anderson  Hospital  and 
Tumor  Institute  at  University  of  Texas. 

His  special  research  interest  is  in  hematology 
(study  of  the  blood)  and  cancer  chemotherapy 
(treatment  of  cancer  by  chemical  means).  The 
Leukemia-Lymphoma  Program  which  he  directs 
is  aimed  at  providing  quality  treatment  for  all 
New  Mexicans  stricken  by  these  diseases. 

* « * 

Dr.  Robert  S.  Stone  has  recently  been  ap- 
pointed Director  of  the  National  Institutes  of 
Health  (NIH).  He  has  been  Dean  of  the  School  of 
Medicine  at  the  University  of  New  Mexico  since 
1968,  and  was  associate  dean  for  two  years  prior 
to  that.  He  also  served  as  vice-president  for  Health 
Sciences  at  UNM,  coordinating  the  University’s 
programs  in  medicine,  pharmacy,  nursing.  New 
Mexico  Regional  Medical  Program,  and  the  Ber- 
nalillo County  Medical  Center. 

Dr.  Stone  has  been  on  leave  from  UNM  for  the 
past  year,  to  study  advanced  medical  management 
at  Harvard  and  the  Massachusetts  Institute  of 
Technology,  and  recently  has  been  a visiting  pro- 
fessor at  the  Sloan  School  of  Management  at  the 
Massachusetts  Institute  of  Technology. 

Dr.  Stone’s  appointment  to  the  NIH  means 
three  former  professors  of  the  medical  school  are 
now  serving  the  NIH.  Dr.  Theodore  Cooper  is  head 
of  the  Heart  and  Lung  Institute,  and  Dr.  Ernest 
Simon  is  director  of  the  blood  program  in  the 
Heart  and  Lung  Institute. 

Since  its  beginning,  the  University  of  New 
Mexico  School  of  Medicine  has  received  $50  mil- 
lion in  funding  from  the  NIH. 
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Colorado  Medical  Society 

OFFICERS”1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  oniy  and  expires  at 
the  1973  Annual  Session. 

President:  William  A.  H.  Rettberg,  Denver. 

President-elect:  Kenneth  A.  Kahn,  Boulder. 

Vice  President:  Richard  L.  Davis,  La  Junta. 

Treasurer:  Dwight  C.  Dawson,  Colorado  Springs. 

Constitutional  Secretary:  Stanley  J.  Sontag,  Lakewood. 
Delegates  to  the  A.M.A.:  Gatewood  C.  Milligan,  Englewood, 
Dec.  31,  1973;  Robert  E.  McCurdy,  Denver,  Dec.  31,  1973;  Ray 
G.  Wltham,  Craig,  Dec.  31,  1974. 

Alternate  Delegates  to  the  A.M.A.:  R.  Neil  Chisholm,  Den^r, 
Dec.  31,  1973;  William  Y.  Takahashi,  Boulder,  Dec.  31,  1973; 
•Tohn  M.  Wood,  Englewood,  Dec.  31,  1974. 

Speaker,  House  of  Delegates:  Joseph  S.  Pollard,  Jr.,  Colorado 
Springs. 

Vice  Speaker,  House  of  Delegates:  Joseph  L.  Kovarik,  Denver. 
Foundation  Advocate:  Charles  B.  Kingry,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Carl  H.  McLauthlin, 
Denver. 

Scientific  Editor  Emeritus,  Rocky  Mountain  Medical  Journal: 
Douglas  W.  Macomber,  Denver. 

Executive  Director:  Mr.  Donald  G.  Derry,  1601  E.  19th  Ave., 
Denver  80218.  Telephone  (303)  534-8580. 


Montana  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Meeting  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Meeting. 

President:  Hollis  K.  Lefever,  Lewistown. 

President-elect:  John  R.  Burgess,  Jr.,  Helena. 

Vice  President:  John  R.  Halseth,  Great  Falls. 
Secretary-Treasurer:  Robert  P.  Yost,  Missoula. 

Assistant  Secretary-Treasurer:  David  Gregory,  Glasgow. 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Alternate  Delegate  to  the  A.M.A.:  Mark  B.  Listerud,  Wolf 
Point. 

Executive  Committee:  Hollis  K.  Lefever,  Lewistown;  John  R. 
Burgess,  Jr.,  Helena;  John  R.  Halseth,  Great  Falls;  Robert  P. 
Yost,  Missoula;  David  Gregory,  Glasgow:  Herbert  T.  Cara- 
way, Billings;  Mark  B.  Listerud,  Wolf  Point;  John  Pfaff,  Jr., 
Great  Falls;  Edward  L.  King,  Manhattan. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical 
Journal:  Gerald  A.  Diettert,  Missoula. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  G. 
Brian  Zins,  Helena. 

Executive  Director:  Mr.  G.  Brian  Zins,  2021  11th  Avenue, 
Suite  12,  Helena,  Montana  59601.  Telephone  (406  ) 443-4000. 


Nevada  State  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

President:  John  P.  Sande,  Reno. 

President-elect:  Thomas  K.  Hood,  Elko. 

Secretary-Treasurer:  John  W.  Callister,  Reno. 

Immediate  Past  President:  William  D.  O’Gorman,  Las  Vegas. 
Delegate  to  A.M.A.:  Hugh  C.  Follmer,  Las  Vegas. 

Alternate  Delegate  to  A.M.A.:  G.  Norman  Christensen,  East 
Ely. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Med- 
ical Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Richard 
G.  Pugh,  Reno. 

Executive  Director:  Mr.  Richard  G.  Pugh,  3660  Baker  Lane, 
Reno  89502.  Telephone  (702  ) 825-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President:  Armin  T.  Keil,  Raton. 

President-elect:  U.  G.  Hodgin,  Jr.,  Albuquerque. 

Vice  President;  Robert  E.  Cutler,  Espanola. 

Secretary-Treasurer:  Ronald  V.  Dorn,  Jr.,  Albuquerque. 
Immediate  Past  President;  Don  R.  Clark,  Roswell. 

Speaker,  House  of  Delegates:  William  J.  Hossley,  Deming. 

Vice  Speaker,  House  of  Delegates:  John  D.  Abrums, 
Albuquerque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis. 

Alternate  Delegate  to  A.M.A.:  Emmit  M.  Jennings,  Roswell. 
Councilors  for  Three  Years:  William  C.  Gorman,  Albuquerque; 
Jerome  P.  Pucelick,  Las  Cruces. 

Councilors  for  Two  Years;  Samuel  E.  Neff,  Clovis;  Walter  J. 
Hopkins,  Lovington;  Jack  L.  Coats,  Farmington. 

Councilors  for  One  Year;  Adrian  H.  Bodelson,  Santa  Fe;  John 
J.  Smoker,  Raton. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Assistant  Scientific  Editor  for  New  Mexico,  Rocky  Mountain 
Medical  Journal:  William  S.  Curran,  Albuquerque. 

Associate  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal;  Mr.  Ralph  R.  Marshall,  Albuquerque. 

Executive  Director:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vista 
Boulevard  NE,  Albuquerque  87106.  Telephone  (505)  265-8494. 
Assistant  Executive  Director:  Mr.  Thomas  A.  Bodnar, 
Albuquerque. 


Utah  State  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Session. 

President;  William  R.  Christensen.  Granger. 

President-elect:  J.  Louis  Schricker,  Jr.,  Salt  Lake  City. 

Past  President:  Merrill  C.  Daines,  Logan. 

Honorary  President:  Stanley  M.  Clark,  Provo. 

Secretary:  Howard  G.  McQuarrie,  Salt  Lake  City. 

Treasurer:  Scott  M.  Smith,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Alan  R.  Nelson,  Salt  Lake  City. 
Speaker,  House  of  Delegates:  William  Knox  Fitzpatrick,  Salt 
Lake  City. 

Vice  Speaker,  House  of  Delegates:  John  W.  Emmett,  Logan. 
Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 

Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Hoyt 
W.  Brewster,  Salt  Lake  City. 

Executive  Director:  Mr.  Hoyt  W.  Brewster,  42  South  Fifth  East 
Street,  Salt  Lake  City  84102.  Telephone  (801)  355-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1973 — Terms  of  Officers  and  Committeemen  ex- 
pire December  31,  1973.  Terms  of  office  (with  the  exception 
of  Delegate  and  Alternate  Delegate  to  AMA)  expire  at  the 
end  of  the  calendar  year  rather  than  at  the  Annual  Session. 
President:  Donald  F.  Mahnke,  Casper. 

President-elect:  Paul  R.  Yedinak,  Rock  Springs. 

Vice  President:  Donald  B.  Hunton,  Cheyenne. 

Secretary:  Patrick  D.  Nolan,  Buffalo. 

Treasurer:  Goode  R.  Cheatham,  Jr.,  Casper. 

Delegate  to  A.M.A.:  Fenworth  M.  Downing,  Sheridan. 
Alternate  Delegate  to  A.M.A.:  John  J.  Corbett,  Casper. 
Speaker  of  the  House:  Theodore  L.  Johnston,  Cheyenne. 

Vice  Speaker  of  the  House:  David  F.  Cook,  Jackson. 
Immediate  Past  President:  William  G.  Erickson,  Lander. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal;  Mr.  Robert  Smith,  Cheyenne. 

Executive  Secretary:  Mr.  Robert  Smith.  P.O.  Box  1387, 
Cheyenne,  Wyoming  82001.  Telephone  (307  ) 634-7305. 
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WANT  ADS 


CHOICE  LAKEWOOD,  COLORADO  LOCATION  for  medical 
and  dental  offices.  Completed  in  February  1973.  Call  (303) 
455-7545.  1172-6-TFB 


FOR  SALE:  1)  Norelco  84  dictating  machine  with  extra  cas- 
sette, head  set  and  foot  pedal  for  secretary  typing,  and 
telephone  recording  attachment.  2)  Burdick  4 EKG  machine  in 
excellent  condition  with  all  attachments  and  case.  3)  Med- 
icine Cabinet.  4)  Centrifuge.  CaU  or  write  Dale  C.  Brent- 
linger,  M.D.  (303  ) 333-5456,  1875  York  Street,  Denver,  Colo- 
rado 80206.  573-3-3 


TWO  FP/GP’s  for  Colorado  mountain  town  on  1-70.  Spec. 

back-up  ‘/2  and  1 hour  away,  32  bed  JCHA  Hospital,  lease 
in  hospital  clinic  poss.,  $35-40,000  guarantee  available.  Four- 
season  recreation.  Aspen  IV2  hr.,  Denver  S'A  hr.,  golf/dam  5 
miles  Contact  R.  W.  Georgeson,  Admin,,  Box  72,  Rifle,  Colo. 
81650.  (303  ) 625-1510,  673-3-2B 


PHYSICIAN  ASSISTANT  IN  FAMILY  MEDICINE  graduat- 
ing August  from  Class  A program  University  of  Texas 
Medical  Branch.  Prefer  work  in  or  near  large  city.  For  fur- 
ther information:  Kathleen  Lester,  1906  22d,  Galveston, 

Texas  77550.  773-5-lB 


PHYSICIAN  IN  FAMILY  PRACTICE  needed  immediately  in 
Akron,  Colo.  Pop.  2,000.  County  drawing  area  6,600.  Akron 
is  county  seat  of  Washington  County.  Modern,  accredited 
24-bed  hospital  with  15-bed  nursing  wing  for  aged.  Contact 
Park  D.  Keller,  M.D.,  phone  (303  ) 345-6683  or  Brooke  Graff, 
Hospital  Administrator,  Washington  County  Public  Hospital, 
Akron.  80720.  (303)  345-2211.  773-4-3 


FOR  HEALTH  REASONS,  must  give  up  very  busy  general 
practice.  Wouid  like  to  relocate  in  Colorado.  Could  do 
industrial,  insurance,  or  student  health  medicine.  Reply  to 
Box  773-3-2,  Rocky  Mountain  Medical  Journal.  773-3-2 


BOULDER,  COLORADO  OFFERS  AN  OUTSTANDING  PO- 
SITION for  full  range  Family  Practice  with  a congenial 
group  of  four.  Family  Practice  eligible  or  equivalent  experi- 
ence necessary.  Please  inquire:  Dakota  Ridge  Medical  Center, 
P.C.,  2505  4th  Street,  Boulder,  Colorado  80302,  or  call  443-4411. 

773-2-TF 


MEDICAL-DENTAL  BUILDING  in  most  desirable  Cherry 
Creek  location  has  the  first  vacancy  in  eight  years  starting 
July  1.  Three  room  suite  with  participation  in  x-ray  and 
laboratory  on  cost-sharing  basis.  Steele  Medical  Building. 
128  Steele  Street,  Denver,  Colorado.  (303)  388-0881  773-1-lB 


OFFICE  FURNITURE  AND  LABORATORY  EQUIPMENT 
FOR  SALE  Including  business  and  office  equipment,  ex- 
amination tables,  desks,  other  tables,  and  chairs.  For  further 
information  write  Mrs.  L.  U.  McEndaffer,  850  South  Arbutus. 
Lakewood,  Colorado,  80228.  773-9-1 


EMERGENCY  ROOM  HOSPITAL  BASED  PHYSICIAN 
NEEDED.  Position  available  July  1st;  area  offering  inter- 
esting recreational  activities  in  Montana;  newly  remodeled 
facilities;  third  party  contractual  arrangement  with  income 
guaranteed  first  18  months;  call  collect  (406  ) 727-3333,  Admin- 
istration office.  773-10-2B 


FULL-TIME  POSITION  as  a Coordinator  of  Medical  Affairs 
with  medical  and  administrative  responsibilities.  Attending 
staff  and  house  staff  education,  peer  and  utilization  review, 
educational  affiliations  and  administrative  liaison  between 
Executive  Board  and  Medical  Staff  are  among  the  responsi- 
bilities. St.  Anthony  Hospital  Systems  is  a non-profit  organ- 
ization comprising  of  two  hospitals  totaling  614  acute  care 
beds.  Attractive  offer.  Please  forward  dossier  to:  St.  Anthony 
Hospital  Systems,  4231  W.  16th  Ave.,  Denver,  Colorado  80204, 
Att:  E.  V.  Kuhlman,  Executive  Director.  673-1-2B 


INTERNISTS,  GENERAL  PRACTITIONERS  AND  PEDIATRI- 
CIANS— for  rapidly  expanding  comprehensive  health  care 
system  in  rural  northern  New  Mexico  and  southern  Colorado; 
opportunity  for  innovation  and  a new  approach  in  providing 
health  care;  all  facilities  in  the  system  are  beautifully  located 
in  mountainous  country  near  skiing,  hunting,  fishing,  and 
other  sports,  and  in  a tri-cultural  area  (Indian,  Spanish, 
Anglo),  For  further  information,  contact  J.  F.  Harris,  M.D., 
Presbyterian  Medical  Services,  P.O.  Box  2384,  Santa  Fe,  New 
Mexico  87501.  773-8-TFB 


EMERGENCY  ROOM  PHYSICIAN  to  join  4-man  group.  157- 
bed  hospital.  Construction  under  way  for  increase  to  225- 
bed  hospital  with  13-room  trauma  center.  Send  curriculum 
vitae  to  G.  K.  Langstaff,  M.D.,  Emergency  Department  Direc- 
tor, Box  771.  Colorado  Springs,  Colo.  80901.  773-7-lB 


WANTED— POSITION  AS  CONTACT  LENS  TECHNICIAN 
and  opportunity  to  learn  refractions.  Experienced  in  both 
conventional  and  flexible  contact  lens.  Have  Bachelor  of 
Science  degree  and  several  years’  experience  in  the  optical 
field.  Reply  to  Box  773-6-lB,  Rocky  Mountain  Medical  Jour- 
nal, 1601  E.  19th  Avenue,  Denver,  Colorado  80218  773-6-lB 


VALLEY  WEST  MEDICAL  CENTER  now  ready  for  occu- 
pancy. Office  layout  to  your  choosing.  Located  on  property 
of  the  Valley  West  Hospital,  in  Granger.  Excellent  opportu- 
nity in  80,000  plus  population.  New  40-bed  expansion  ready 
to  start  construction  on  Hospital.  Contact  Gordon  Jenkins, 
Administrator,  4160  W.  3400  South,  Granger,  Utah  84120,  Phone 
(801)  298-9061.  673-7-2B 


PSYCHIATRIST,  Certified  Eligible,  Iowa  license.  Immediate 
opening.  Join  11  Senior  Staff  Members,  and  13  Residents 
350  bed  hospital  tied  to  community  programs.  Affiliate  with 
University  of  Iowa.  Clean  air,  salary  to  $31,644,  possible  in- 
crease July  1,  1973.  Private  practice  privilege.  Write  or  call 
Superintendent  Mental  Health  Institute,  1200  W,  Cedar,  Chero- 
kee, Iowa  51012,  A/C  (712)  225-2594  Equal  Opportunity  em- 
ployer. 773-11-3B 


INSTITUTIONAL  PHYSICIAN  — Internist  or  Generalist;  li- 
censed or  eligible  in  Iowa.  To  run  small  infirmary  service  in 
modern  psychiatric  teaching  hospital;  regular  hours;  competi- 
tive salary;  pleasant,  strife  free  community;  many  positives. 
Write  or  call  collect  E.  L.  Wiemers,  M.D.,  Mental  Health 
Institute,  Cherokee,  Iowa  51012  A/C  (712)  225-2594  Equal  Op- 
portunity Employer.  773-12-3B 


PICKER  Medical  Prod  ucts 

3890  ELM  STREET  — TEL.  388-5731  — DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 

2236  Glenwood  Circle,  635-8768  Medical  X-Ray  Equipment 

Salt  Lake  City,  Utah  Accessories  & Film 

21  Kensington  Street,  487-7519 

Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 
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Roche  Laboratories 
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Rondomycin  10-11 


ASTHMA-HAYFEVER-ALLERGY  SUFFERERS 

Protect  Yourself  and  Your  Family  Against  irritating  Pollens,  Bacteria,  Smoke  and  other  Pollutants. 

BREATHE  FRESH,  PURE  AIR... 


Remove  Air  Pollution  in  Your  HOME  With  a . . . 


TAX  DEDUCTIBLE 

When  prescribed  by  your  Doctor 

Absolute  filter — high  efficiency,  long  life — no  bothersome 
cleaning. 

No  cracking  or  popping — no  toxic  ozone  emissions. 

Gentle  oir  flow — no  drafts. 


AIR 

PURIFIER 

(NON  ELECTROSTATIC) 

Removes  up  to  99%  of  foreign  particles  in 
room  air.  Smoke,  dust,  pollens,  bacteria  and 
other  contaminants  are  eliminated.  Developed 
for  NASA  for  use  in  the  space  program.  Tested 
by  the  National  Bureau  of  Standards. 


CLEANER  AIR  FOR  BEHER  LIVING 


COMMERCIAL  UNITS 
AVAILABLE 

Master  Charge 


Clean  Air  Distributors,  Inc. 

10100  W.  27th  Avenue 
Lakewood,  Co.  80215 
(303)  232-4616 


Kingsen  Air  Purifiers  are  quality  built, 
using  top  grade  materials  and  the  fin- 
est construction.  Designed  for  long 
life,  they  are  sold  on  a performance 
guaranteed  basis. 

BankAmericard 
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‘Antiacid”  action 
for  ulcer  patients... 


one  of  the  many 
thingsyou  need  in  an 
anticholineigic. 


Pro-Banthine  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

“Antiacid”  action — Pro-Banthine®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

"Sustained"  action — Pro-Banthine  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic”  action — Pro-Banthine  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool" — Pro-Banthine  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthine® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-BanthTne  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-BanthTne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-BanthTne  P.A.— Each  tablet  of  Pro-BanthTne  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
BanthTne  15  mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthine®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 
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Pro-Banthine* 

brand  of  ill*  1 *1 

propantheline  bromide 

a good  option  in  peptic  ulcer 


A DOUBLE-DUry  DIUREIK 

Trademark 


Each  capsule  contains  50  mg,  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GEIS  IHEmrER  OUT 
IN  EDEMA 

BRINGS  DOSI^  BLOOD  PRESSURE 
IN  HYPERTENSION* 

SPARES  POIASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

*Indications;  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  Ever,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazide’,  check  serum  potassium  frequently —both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias.  Ever  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyreiuum  (triamterene,  SK&F ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbiErubinemia, 
thrombocytopenia,  altered  carbohydrate  metaboEsm  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  Wien  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insuEn  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 
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What  the  Sleep  Research 
Laboratory  recorded 
about  DALMANE' sleep../ 

(flurazepam  HCI) 

n reduced  sleep  latency 

□ decreased  time  awake  after  sleep  onset 

□ increased  total  sleep  time 

The  polygraphic  techniques  of  the  sleep  research  laboratory  have 
objectively  documented  the  value  of  Dalmane  (flurazepam  HCI}  for 
patients  with  difficulty  falling  asleep  or  staying  asleep. 

Hundreds  of  hours  of  monitored  sleep'  ^ have  shown  that  one 
SO-mg  capsule  of  Dalmane  at  bedtime  generally  induced  sleep 
within  17  minutes,  significantly  reduced  time  awake  after  sleep  onset 
and  provided  7 to  8 hours  of  sleep.  Dalmane  effecfiveness  was  main* 
tained  even  over  14  consecutive  nights  of  administration,  demon- 
strating the  consistent  effectiveness  of  Dalmane. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications;  Effective  in,  all  types  of 
insomnia  characterized  by  difficulty  in 
falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning 
awakening;  in  patients  with  recurring 
insomnia  or  poor  steeping  habits;  and  in 
acute  or  chronic  medical  situations 
requiring  restful  sleep  Since  insomnia 
IS  often  transient  and  intermittent,  pro- 
longed administration  is  generally  not 
necessary  or  recommended. 

Contraindications;  Known  hypersen- 
sitivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  [e.g.,  operating 
machinery,  driving)  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15 
years  of  age  Though  physical  and 


psychological  dependence  have  not 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg 
to  preclude  oversedation,  dizziness  and/ 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive 
effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tend- 
encies Periodic  blood  counts  and  liver 
and  kidney  function  tests  are  advised 
during  repeated  therapy  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drows- 
iness, lightheadedness,  staggering, 
ataxia  and  falling  have  occurred,  partic- 
ularly in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been 
reported  Also  reported  were  headache. 


heartburn,  upset  stomach,  nausea,  vomit- 
ing, diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpita- 
tions, chest  pains,  body  and  joint  pains 
and  GU  complaints  There  have  also 
been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  exces- 
sive salivation,  anorexia,  euphoria,  de- 
pression, slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase  Paradoxical 
reactions,  e.g  , excitement,  stimulation 
and  hyperactivity,  have  also  been  re- 
ported in  rare  instances. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  A du/fs.'  30  mg  usual 
dosage:  15  mg  may  suffice  in  some 
patients  Elderly  or  debilitated  patients: 

15  mg  initially  until  response  »s 
determined. 

Supplied:  Capsules  containing  15  mg 
or  30  mg  flurazepam  HCI. 


What  the 
patients  reported 
when  they  awoke^ 

□ more  rapid  sleep  induction 

□ increased  duration  of  sleep 


i^S 


The  utility  of  any  sleep  medication  depends,  ultimately,  on  patient 
acceptance.  Forthis  reason,  sleep  laboratories  evaluating  Dalmane 
[flurazepam  HCI]  have  obtained  the  patients’  own  estimates  of  their 
sleep  immediately  on  awakening  in  the  morning.  These  subjective 
evaluations  have  been  in  strong  agreement  with  the  polygraphic 
records,  confirming  polygraphic  evidence  of  Dalmane  effectiveness 
compared  to  placebo. 
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DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 


One  30’mg  capsule  usual  adult  dosage 
(15  mg  may  suffice  in  some  patients], 

One15-mg  capsule  /i.s.~initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Painter  William  Harnett  was  born  in  [ 

1848  in  Philadelphia,  becoming  a silver 
engraver  and  studying  at  New  York’s 
famed  Cooper  Union.  While  there  he 
attended,  the  National  Academy  of  De- 
sign to  study  oil  painting.  A silver  | 

panic  in  1875  threw  him  into  a career  N 

as  a painter  marked  by  his  develop-  i 

ment  of  the  unique,  collage-like  ar-  1 

rangements  of  items  of  meaning  so  j 

that  they  summed  up  an  aspect  of  a 
man  and  his  way  of  life.  Credit:  Den- 
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Hair  styles  come  and  go, 

but  Selsun  ^(SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
I and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
' itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects;  Keep  out  of  the  eyes,  burning  or  irritation  may 
. result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
I sensitization  may  occur.  Rinse  well. 

I 

Contains:  Selenium  sulfide,  2V2  %,  w/v  in  aqueous  suspension;  also  contains: 

: bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume.  302412R 
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“Too  many  doctors  are  indiffen| 
ent  to  the  economic  consequences  < 
their  decisions.”  So  stated  a recent  i 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  forrr 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


il 


Doctor,  are  you  indifferent ...  ? 

In  discussing  an  anticipated  in| ' 
crease  in  Blue  Shield  rates,  Dr.  Blas| 
ingame’s  newsletter  had  this  to  say: 

“In  general,  it  can  be  said,  MD 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  the 
patients. . . 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  won 
of  practice,  ail  of  his  scientific  deci 
sions  have  a price  tag,  or  an  econorr 
impact.  The  economics  of  health  ca| 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


When  the  pharmacist  recom- 
mends that  a drug  product  other  the 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nece 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  th' 
unilateral  decision  of  the  pharmacis 
made  in  the  absence  of  clinical  knov 
edge  of  the  patient,  could  expose  hii 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between! 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothii| 
in  the  pro-substitution  argument  the 
offsets  these  risks. 


Advertisement 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledj 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degrej 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  nee, 
expert  knowledge  of  no  more  than  2 


;!iiuld  be  an  obligation  of  medical 
D ctice. . . 

"Medical  societies  ought  to  con- 
i ;t  continuing  campaigns  to  point 
j the  substantial  savings  that  could 
3 malized  thru  deductible  insurance 
3 i protection  for  catastrophic  ill- 
T ;s.  At  the  very  least,  they  should,  in 
;t  patients’  interest,  question  the 
tics  of  any  insurance  organization 
:f  t raises  health  care  costs  by  forc- 
r policyholders  to  buy  insurance 
f y may  not  need  or  want  and  prob- 
3 y won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
5'  to  the  economic  consequences  of 
tl  ir  decisions.  Too  many,  for  ex- 
3 pie,  habitually  hospitalize  patients 
k the  convenience  of  the  M D.  It’s 
Tjisense  to  deny  such  habits  exist . . . 

: "Doctors,  thru  their  medical  so- 
:fies,  have  unhesitatingly  appealed 
|heir  patients  for  support  in  the 
fht  against  government  interference 
|iih  the  private  practice  of  medicine. 
M the  public  in  the  past  has  re- 
5.')nded.  It’s  time  the  American  Med- 
ici Association  and  state  and  local 
adical  societies  paid  off  the  debt  by 
d;isive  action  to  hold  down  the  cost 
3,Tiedical  care.” 

Sst  of  Drugs 

Insurance  rates  and  hospital 
Gorges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 

prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  persona!  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


o30  drugs  that  he  selects  to  treat  the 
n;jority  of  conditions  encountered  in 
h practice.  Moreover,  the  physi- 
c n’s  choice  of  a specific  brand  is 
b'sed  on  his  knowledge  of  the  pa- 
int’s medical  history  and  current 
^idition,  and  his  experiences  with 
tl;  particular  manufacturer’s 
t)duct. 

’ Some  substitution  proponents 
H/e  argued  that  the  dispensing  of  a 
R:scription  is  a simple  two-party 
tj,nsaction  between  the  pharmacist 
ad  the  patient,  and  that  a substitut- 
fi,;  pharmacist  may  avoid  even  a 
b hnical  breach  of  contract  by  simply 
nffyingthe  patient  that  he  is  making 
tl:  substitution.  I would  judge  that 
fw  courts  would  be  sympathetic 
ti/ard  a pharmacist  who  substituted 
V'^hout  physician  approval  and  who 
Jidertook  a legal  defense  that  seeks 
t'Tiake  the  patient  responsible  for 
tl:  pharmacist’s  actions. 

Rluced  Prescription  Prices? 

Substitution  advocates  are 
s igesting  to  the  consumer,  and  par- 
t jiarly  the  consumer  activist,  that 
Tduced  prescription  prices  could 
f low  legalization  of  substitution. 

V':  have  seen  absolutely  no  evidence 
t ustify  this  claim.  To  the  contrary, 
ederience  in  Alberta,  Canada,  where 
fDStitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
ortetracycline— or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


WHEN 

THE  SQUEEZE 
IS  ON. . . 


KINESED'* 
RELEASES  SPASM 

Kinesed®  can  effectively  counteract  the  spasm,  hypermotility 
or  hypersecretion  that  often  occurs  in: 

gastroenteritis/colitis 
peptic  ulcer 
gastritis/duodenitis 
spastic/irritable  colon. 

Provides  belladonna  alkaloids  for  potent  antispasmodic  and 
antisecretory  action. 

Also  provides  simethicone  for  accompanying  distention 
and  pain  due  to  gas.  And  phenobarbital— for  associated  anxiety 
and  tension. 

Contraindications:  Hypersensitivity  to  barbiturates 
or  belladonna  alkaloids,  glaucoma,  advanced 
renal  or  hepatic  disease. 

Precautions:  Administer  with  caution  to  patients 
with  mapient  glaucoma,  bladder  neck 
obstruction  or  urinary  bladder  atony  Prolonged 
use  of  barbiturates  may  be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria, 
and  other  atropine-like  side  effects  may  occur  at 
high  doses,  but  are  only  rarely  noted  at 
recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four 
times  daily.  Dosage  can  be  adjusted  depending 
on  diagnosis  and  seventy  of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet 
three  or  four  times  daily  Tablets  may  be  chewed 
or  swallowed  with  liquids. 

KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewahle  tablet  contains:  16  mg.  phenobarbital 
(warning:  may  be  habit-forming);  0, 1 mg.  hyoscyamine 
sulfate;  0.02  mg.  atropine  sulfate,  0.007  mg,  scopolamine 
hydrobromide,  40  mg.  ^ethicone. 

STUART  PHARMACEUTICALS  I Div  of  ICI  America  Inc. 

WILMINGTON,  DEL.  19899 


What  it  means 
to  live  and  woikii 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 

nessee,  revealed  that  28.5  % of  white  persons  over  40  had  solar 

keratoses ; most  had  multiple  lesions.  Cluster  sampling  projected 

an  estimated  prevalence  of  32.5  % for  white  males  and  1 9.5  % ; 

for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 

these  lesions  can  occur  in  any  similar  population,  wherever 

people  work  or  play  out-of-doors.  ; 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


□ Persons  without  solar  keratoses  HI  Persons  with  solar  keratoses 

‘Data  on  file.  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


folar,  actinic,  senik  keratoses 

tilled  by  many  names,  the  typical  lesion  is  flat 
I slightly  elevated,  brownish  or  reddish  in 

E'  papular,  dry,  adherent,  rough,  sharply 
ed;  usually  multiple  lesions,  chiefly  on 
sed  portions  of  the  skin. 

fequeiKie/selectivity  of  respCMise 

(■ythema  in  areas  of  lesions  may  begin,  after 
5/eral  days  of  therapy;  height  of  reaction 
(nly  in  affected  areas)*  usually  occurs  within 
p weeks,  declining  after  discontinuation  of 
jjrapy.  Since  this  response  is  so  predictable, 
^,ions  that  do  not  respond  should  be  biopsied 
i:  rule  out  the  presence  of  a frank  neoplasm. 

Ilwiwtic  results 

osmetic  results  are  highly  favorable.  Inch 
nee  of  scarring  is  low-important  with  m.ulti- 
facial  lesions.  Efudex  should  be  applied 
th  care  near  the  eyes,  nose  and  mouth. 

cream-a  Rm:he  exclusive 

[ily  Roche  formulates  the  5 % cream . . . 
j ih  in  patient  acceptability . . . high  in  clinical 
|icacy,  especially  for  lesions  of  hands  and 
'rearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows; 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
establislied. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local-pain,  pruritus,  hyperpigmentation 
and  burningat  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inai  taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia; 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  trisChydroxymethyDamino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  steary! 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/sdlution 


ROCHE 


Roche  Laboratories 
^ Division  of  Hoffmann-La  Roche  Inc, 
Nutley,  N.J.  07110 


Now-there’s  a Jobst 
Service  Center  in  your  area 


FULL 

LENGTH 


KNEE 

LENGTH 


TWO.LEG 

OPEN 

CROTCH 


PREGNANCY 

LEOtARD 


LYMPHEDEMA 

SLEEVE 


Jobst 


We  have  opened  this  Service  Center  to  make  it  easier  for  your 
patients  to  be  measured  and  fitted  with  the  JOBST  supports. 

Our  Service  Center  is  staffed  with  experts  who  will  measure 
and  fit  your  patients  only  on  your  prescription.  (There  is  no 
charge  for  this  service.)  The  exacting  measurements  will  be 
engineered  to  provide  the  correct  counterpressures  required 
for  each  patient  and  his  specific  condition.  Each  support  is 
completely  guaranteed  for  results,  material  and  workmanship. 

To  maintain  the  personal  care  and  manufacturing  precision 
that  become  a part  of  each  JOBST  support,  we  supply  the 
physician  and  his  patient  on  a direct  basis.  This  JOBST 
standard  of  excellence  and  service  is  provided  through 
our  Service  Centers,  now  located  in  major  cities. 

For  further  details  and  JOBST  prescription  order  forms, 
phone  or  drop  us  a card.  © jobst  1968 


Suite  600,  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
Phone  (303)  572-3989 
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Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 

Soyalac  is  often 
the  answer. 

This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms: 
GDncentrated  Liquid, 
Ready-to-Serve,  Powdered 


a product  of 

LOMA  LINDA  FOODS 


MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE.  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  U.S.A. 


Twenty-seven  state  medical  societies  preferred 
the  establishment  of  statewide  umbrella  PSRO  or- 
ganizations, in  a survey  of  the  activities  and  atti- 
tudes of  state  medical  societies  on  PSRO,  con- 
ducted in  June  by  the  AMA’s  Center  for  Health 
Services  Research  and  Development.  The  survey 
was  sent  to  the  51  constituent  societies  and  the 
response  rate  was  100%.  Only  seven  states  do  not 
currently  anticipate  seeking  PSRO  status.  Twenty- 
seven  states  have  submitted  letters  of  intent  or 
supported  an  application  for  designation  of  a 
state-level  organization  as  a PSRO.  In  addition, 
16  states  said  they  plan  to  support  an  application, 
while  one  was  undecided.  Survey  reports  are 
available  from  Center  for  Health  Services  Re- 
search and  Development,  AMA  Headquarters. 


On  the  question  of  a compulsory  national 
health  service,  28.7%  of  the  96,950  members  par- 
ticipating in  the  1973  AMA  Membership  Opinion 
Survey  said  they  would  continue  their  private 
practices.  20.9%  would  join  the  federal  program 
and  practice  in  it,  and  37.2%  were  undecided  or 
did  not  wish  to  express  an  opinion.  More  than 
50%  of  the  responding  members  felt  that  no  third 
party  authority  should  be  exercised  in  utilization 
review  of  ambulatory  services,  the  establishment 
and  monitoring  of  quality  care  standards  and  phy- 
sicians’ fees.  48.5%  felt  that  third  party  inter- 
mediaries should  have  partial  responsibility  for 
rate  review. 


A formal  planning  system  will  be  established 
by  the  AMA  beginning  in  1974.  The  system  was 
designed  by  the  Batelle  research  and  development 
laboratories,  Columbus,  O.,  and  was  recommended 
to  the  Board  of  Trustees  by  the  Council  on  Long 
Range  Planning  and  Development.  The  overall 
plan  will  be  prepared  by  the  Board  and  submitted 
to  the  House  of  Delegates  for  approval  or  modifi- 
cation at  the  1973  Clinical  Convention.  The  sys- 
tem, which  will  relate  all  AMA  activities  to  spe- 
cified goals,  will  enable  the  AMA  to  sense  change, 
sharpen  objectives,  create  mechanisms  for  meas- 
uring progress,  improve  communications,  and  im- 
prove the  allocation  of  resources. 


Expenditures  for  health  care  totaled 
$83,417,000,000  in  1972,  according  to  statistics  pub- 
lished in  73  Socioeconomic  Issues  of  Health,  the 
“blue  book’’  of  the  AMA’s  Center  for  Health  Serv- 
ices Research  and  Development.  Of  the  total 
spending,  $77,291,000,000  went  for  hospital  care 
and  $32,460,000,000  went  for  physicians’  services. 
Per  capita  expenditures  in  1972  were  $153.38  for 
hospital  care  and  $76.31  for  physicians’  services. 


RondomyGin 

(methaQ/cline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  ellective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  In  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  In  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  reguire  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms);  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
lal  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults -600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections;  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  foratotal of5.4grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  POR  information. 

Rev.  6/73 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomvcin  300.e 

[metiliaGycline  HCI] 

Delivers  from  the  very  first  dose: 

tudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


This  Scanning  Electron  Micrograph  (7000  X)  is  the  first  3-dimensional  view  of  a cell  in  an  ulcerated  duodenum.  The 
center  is  completely  denuded,  surrounded  by  fairly  well-preserved  microvilli.  This  SEM  photomicrograph  was  taken 
from  a scientific  exhibit  which  won  the  Hull  Award  as  the  “best  exhibit  on  original  research  or  instruction  on  a medical 
subject”  at  the  A.M.A.  Clinical  Convention,  November  26-29,  1972,  in  Cincinnati,  Ohio. 


Before  prescribing,  piease  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 


prone  individuals  or  those  who  might  increase  dosage;  withdrt 
symptoms  (including  convulsions),  following  discontinuation 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  beer 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smailesfll 
effective  amount  to  preclude  development  of  ataxia,  oversedatii 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  n 
recommended,  if  combination  therapy  with  other  psychotropicjl 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  l 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  ' 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  b'fl 


TheTireless  Man 

whose  duodenal  ulcer  needs  a rest 

Up  early,  home  late,  often  with  a scratch  pad  filled  with  notes,  figures,  plans.  A few  hours’ 
sleep  and  then  another  long  day.  This  is  often  the  routine  of  the  tireless  hard-driver,  one- 
man  committee  with  enough  overwork  and  stress  to  wear  out  several  men.  But  his  duodenal 
ulcer  may  warn  him  with  sharp  discomfort  that  he  had  better  ease  up,  let  some  things  go, 
and  give  himself—and  his  ulcer— a rest. 

The  need  to  reduce  G.I. 
hypermotility  and  hypersecretion 

Overwork  together  with  overanxiety  are  often  principal  factors  in  exacerbating  a duodenal 
ulcer.  To  help  reduce  the  increased  gastric  secretions  and  hypermotility,  therapy  may  need 
to  include  treatment  for  associated  undue  anxiety— which  is  where  dual-action  Librax  can 
be  highly  useful. 

The  dual  nature  of  Librax 

Only  Librax  combines,  in  one  capsule,  the  antianxiety  action  of  Librium®  (chlordiaz- 
epoxide  HCl)  and  the  antisecretory  action  of  Quarzan®  (clidinium  Br) . As  an  adjunct  to  a 
therapeutic  regimen,  Librax  may  help  relieve  both  somatic  and  associated  anxiety  factors 
that  often  contribute  to  the  exacerbation  of  duodenal  ulcer  symptoms. 

Up  to  8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  should  be  adjusted  to  your  patient’s  requirements —1  or  2 
capsules,  3 or  4 times  daily.  Rx\  Librax  #35  for  initial  evaluation  of  patient  response 
to  therapy.  Rx : Librax  #100  for  follow-up  therapy-this  prescription  for  2 or  3 weeks’ 
medication  can  help  maintain  patient  gains  while  permitting  less  frequent  visits. 

For  the  anxiety-linked  symptoms 

of  duodenal  ulcer  X ‘t  / ^ 

adjunctive 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


! reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
. essary.  Variable  effects  on  blood  coagulation  have  been  reported 
■ very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 

I causal  relationship  has  not  been  established  clinically. 

I Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
h with  either  compound  alone  have  been  reported  with  Librax. 

1 When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
t debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation,  extra- 
pyramidal  symptoms.  Increased  and  decreased  libido— all  in- 
frequent and  generally  controlled  with  dosage  reduction;  changes 


in  EEG  patterns  (low-voltage  fast  activity)may  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally 
with  chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy  and  constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  combined  with  other  spas- 
molytics and/or  low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc.- 

Nutley,  N.J.  07110 


SEE  THE  LATEST 
DEVELOPMENTS  IN 

Surgical 

and 

Medical 

Equipment 

AT  OUR  DISPLAY  DURING  THE 
ANNUAL  SESSION  OF  THE 
COLORADO  MEDICAL  SOCIETY 
BROADMOOR  HOTEL 
COLORADO  SPRINGS,  COLORADO 
SEPTEMBER  19-22-BOOTH  8 

"This  will  be  our  61  sf  consecutive  display  at  the  Colorado  Medical  Society  Annual  Sessions" 

Ceo.  Berbert  6l  Sons^  Inc. 

1717  Logan  Street 
Denver,  Colorado  80203 
Telephone  255-0408 
1903  - 1973  — Our  70th  Anniversary 
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Bio-Science 


lasma  Testosterone 
IS  a Diagnostic  Aid 
n Adult  Women 

Although  controversy  still  persists  as  to  the  clini- 
il  value  of  plasma  versus  urinary  androgen  assays, 
e consensus  is  that  free  hormone  levels  in  plasma 
ore  closely  reflect  the  physiological  effects  at  the 
rget  tissues.  As  with  other  hormones,  the  testos- 
rone  level  in  plasma  reflects  a result  of  alterations 
both  the  production  rate  and  the  metabolic  clear- 
ice  rate. 

The  advent  of  new  assay  technics  has  enabled 
e laboratory  to  measure  with  accuracy  and  specific- 
/ the  low  levels  of  testosterone  found  in  women  and 
•epubertal  children.  The  competitive  protein-binding 
ethod  we  formerly  used,  published  by  the  Research 
[aff  at  Bio-Science<'>,  was  recently  superseded  by  a 
5w  radioimmunoassay  procedure'^’  with  significantly 
'eater  sensitivity. 

The  range  of  plasma  testosterone  in  normal  adult 
males  extends  from  30  to  95  nanograms/100  ml. 

ng  = .001  microgram).  Although  there  is  no  evi- 
ence  of  a diurnal  variation  in  women,  plasma  levels 
'6  higher  during  the  ovulatory  and  luteal  phases  of 
le  cycle.  During  pregnancy  the  concentration 
icreases  significantly  but  has  no  relationship  to  the 
3x  of  the  fetus. 


Polycystic  Ovary 
(Stein-Leventhal  Syndrome): 

Levels  were  found  to  be  above  normal  (100- 
300  ng/100  ml.)  in  one  study<^>.  ACTH  or  glucocorti- 
coid administration  resulted  in  a drop  in  testosterone 
levelsi"’. 

Idiopathic  Hirsutism: 

Plasma  testosterone  levels  in  these  cases  range 
from  30  to  300  ng/100  ml.  Variable  effects  on  the 
testosterone  levels  have  been  reported  following 
ACTH,  HCG  and  FSH  administration.  Synthetic  gluco- 
corticoid or  estrogen-progesterone  combinations 
reduce  elevated  levels  to  the  normal  range<^'^>. 

Virilizing  Tumors: 

Arrhenoblastomas,  dermoids,  malignant  tera- 
tomas and  possibly  other  tumors  may  secrete  testos- 
terone. 

Specimen  Required: 

2 ml.  serum  or  plasma.  Specimens  are  stable 
without  refrigeration  or  preservative  for  7 days. 

References; 

1.  Demetriou,  J.  A.  and  Austin,  F.  G.,  Clin.  Chem.,  76:111,  1970 

2.  Thorneycroft,  I.  H.  and  Stone,  S.  C.,  Contraception,  5:129,  1972 

3.  Bardin,  C.  W.  and  Mohoudeau,  J.  A.,  Ann,  Clin,  Res.,  2:251,  1970 

4.  Horton,  R.  and  Neisler,  J.,  J.  Clin.  Endocr.  and  Metab.,  28:479,  1968 

5.  Casey,  J.  H.  and  Nabarro,  J.  D.  N.,  J.  Clin.  Endocr. 
and  Metab.,  27:1431,  1967 

Main  Lab:  7600  Tyrone  Ave., 

Van  Nuys,  California  91405 

Philadelphia  Branch: 

116  So.  Eighteenth  St., 

Philadelphia,  Pa.  19103 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 

Van  Nuys,  California  Dept.  D 

or 

1 1 6 So.  Eighteenth  St. 
Philadelphia,  Pa.  19103 


Gentlemen:  Please  send  me,  without  obligation: 

Q A copy  of  your  Handbook  of  Specialized 
Diagnostic  Laboratory  Tests 

Q A lab  pack  containing  a small  supply  of 

postage-paid  mailing  containers  and  Fee  Schedule 


Q Information  on_ 


(write  in  name  of  test) 


Name 


Address 


City 


State 


Zip 


HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 

This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to- 
date  on  the  newer  labo- 
ratory tests,  such  as 
testosterone  and  other 
androgens,  available  to 
clinicians.  You  will  find  it  a 
handy  reference  guide  for 
normal  values  and  quick  sum- 
mations on  tests  which  can 
aid  in  your  diagnostic  prob- 
lems. Copies  are  available  to 
physicians  and  lab  personnel 
without  obligation.  Simply  fill  out 
and  mail  this  coupon. 
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J.  HE  QUALITY  OF  LIFE  is  the  magic  phrase  of 
the  moment.  Improvement  of  this  quality  is 
the  promise  of  the  politician  and  the  aim  of 
the  legislator.  The  subject  is  a primary  tar- 
get of  Madison  Avenue  for  advertisement  of 

a myriad  of  programs 
The  and  products.  Growth 

Quality  of  the  recreation  in- 

of  Life  dustry  is  explosive. 

Of  course,  the  qual- 
ity of  life  is  a legitimate  concern  of  everyone. 
It  always  has  been.  However,  it  seems  to 
many  of  us  of  the  older  generation  that  the 
pursuit  of  the  good  life  is  out  of  perspective. 
Too  much  importance  is  given  to  the  enjoy- 
ment of  superficial  qualities.  The  recreational 
aspects  of  this  life  seem  to  have  engulfed  and 
buried  all  other  components.  Worst  of  all, 
the  participation  in  the  activities  of  this  good 
life  receives  the  publicity  and  emphasis,  and 
little  attention  or  thought  is  given  tO'  the 
method  of  achievement  of  this  life  of  quality. 

Throughout  history,  the  most  important 
activity  of  man  has  been  his  work.  To-  work 
was  the  accepted  way  of  life.  A man  was 
judged  by  his  work.  Achievement  was  the 
measure  of  a person.  Although  some  worked 
only  to  be  able  tO'  eat,  most  men  worked  also 
for  pleasure  or  pride— or  both.  Necessity  to 
work  has  been  an  essential  motivating  force 
in  every  civilization. 

Today  it  is  different.  It  is  hard  to  find  a 
mechanic  who  is  really  interested  in  how 
your  car  runs.  The  contract  plumber  cannot 
keep  an  apprentice  work  force,  and  only  the 
old  timer  knows  the  business.  The  applicant 
for  work  wants  to  know  first  the  pay,  then 
the  hours,  then  the  fringe  benefits;  he  seems 
to  have  little  interest  in  the  opportunities  of 
the  Job. 


So,  what’s  new? 

Medicine  has  this  same  problem.  The  de- 
sire for  recreation  and  enjoyment  is  eroding 
the  medical  practice  of  the  older  generation 
of  physicians.  Even  more  obvious  is  the  ef- 
fect of  the  new  philosophy  on  the  new  gen- 
eration. More  and  more  interns  are  inter- 
ested in  the  pay  and  the  hours  in  preference 
to  the  oportunities  of  the  Job.  Call  duty  every 
fourth  or  fifth  night  is  an  accepted  arrange- 
ment. Although  the  house  officer  receives  a 
substantial  salary  (paid  by  the  patient),  the 
accrediting  agencies  have  a paranoid  fear 
that  he  will  be  used  for  service.  The  large 
house-staffs  are  now  organized,  many  with 
legal  counsel,  and  there  are  current  negotia- 
tions for  limitation  of  the  work-week  and  a 
maximum  of  hours  of  continuous  duty. 

But,  Elder  Physicians,  do  not  despair!  Al- 
though never  publicized,  the  joy  of  work  is 
a necessary  part  of  the  quality  of  life.  One  of 
these  days,  this  fact  will  become  apparent 
to  all. 

“Work  thou  for  pleasure- — ^paint,  or  sing,  or  carve 
The  thing  thou  lovest,  though  the  body  starve- — 
Who  works  for  glory  misses  oft  the  goal; 

Who  works  for  money  coins  his  very  soul. 
Work  for  the  work’s  sake,  then,  and  it  may  be 
That  these  things  shall  be  added  unto  thee.” 

Kenyon  Cox,  1895. 


JL  HE  MEDICAL  COMMUNITY  of  the  Nation  is. 
again  taking  notice  of  the  Rocky  Mountain 
Region.  Physicians  of  Colorado  have  joined 
those  of  Utah  and  New  Mexico  in  attracting 
national  attention  for  professional  leadership 

in  implementation  of 
The  Public  Law  92-603 

Natmn  Is  which  establishes 

Watching  Us  PSRO  (Professional 

Standards  Review  Or- 
ganization) . The  Colorado  Foundation  for 
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Medical  Care,  created  in  1970  by  the  Colo- 
rado Medical  Society,  is  gaining  recognition 
through  CAP,  the  Colorado  Admissions  Pro- 
gram. In  a contract  with  the  Bureau  of  In- 
surance of  the  Department  of  Health,  Educa- 
tion, and  Welfare  to  conduct  this  program 
for  Medicare  in  Colorado,  the  Foundation  has 
been  designated  to  develop  and  conduct  CAP 
as  a prototyp>e  PSRO.  When  the  time  comes 
for  final  designation,  the  Foundation  hopes 
to  be  the  PSRO  for  the  state.  This  program 
will  serve  as  a model  for  others  to  study  and 
emulate.  For  designing  and  bringing  to  fru- 
ition such  a program  the  physicians  of  this 
region  can  rightfully  take  a big  bow. 

It  wasn’t  an  easy  parenthood.  There  are 
still  problems  to  solve  to  get  it  working 
right.  The  cooperation,  enthusiasm,  and  in- 
tensive desire  to  make  it  work  are  there, 
however.  In  a recent  letter  to  the  Colorado 
Medical  Society,  Mr.  Arvid  B.  Brekke,  Pres- 
ident of  the  Colorado  Hospital  Association, 
said:  “.  . . It  is  my  hope  that  our  two  or- 
ganizations can  exert  influence  to  retain  the 
decision-making  process  at  the  local  level 
rather  than  centralized  at  the  national  level. 
This  can  only  improve  the  health  care  to  the 
citizens  of  Colorado  and  improve  the  rela- 
tionship between  physicians  and  hospitals. . . . 
I would  urge  that  we  do  what  is  determined 
necessary  to  continue  these  cooperative  ef- 
forts.” In  turn,  Mr.  Donald  G.  Derry,  Exec- 
utive Director,  Colorado  Medical  Society, 
and  Executive  Vice  President,  Colorado 
Foundation  for  Medical  Care,  responded  (in 
part) : “.  . . We  were  all  particularly  pleased 
when  the  Colorado  Hospital  Association 
Board  of  Trustees  endorsed  the  Colorado  Ad- 
missions Program  (CAP)  which  our  Founda- 
tion is  now  implementing  in  Colorado.  We 
realize  full  well  the  pressures  upon  your  or- 
ganization and  upon  your  members  in  this 
particular  instance  to  look  at  a different  ap- 
proach represented  in  QAP,  however,  we  see 
no  basic  conflicts  between  the  two  programs. 
The  implementation  of  the  CAP  program  will 
hopefully  bring  our  organizations  more 
closely  together  in  the  area  of  quality  assur- 
ance. Continued  good  relations  are  essential, 
and  continued  efforts  for  cooperation  are  ab- 


solutely necessary  as  we  neither  want  nor 
need  strained  relations  between  the  hospitals 
and  the  physicians.”  This  is  a unique  oppor- 
tunity for  the  doctors  and  hospital  adminis- 
trators to  present  a unified,  strong  front  in 
implementing  a government  program  re- 
quired by  law. 

The  program  will  be  implemented  on  a 
phased  basis,  with  the  first  seven  hospitals 
beginning  CAP  operations  August  1 in  the 
central  Denver  area.  The  Foundation  hopes 
to  have  the  program  fully  implemented 
throughout  the  state  within  five  or  six 
months  following  that  date.  Training  ses- 
sions have  been  conducted  for  professional 
coordinators  who  will  be  on  the  job  in  the 
hospitals,  conducting  the  administrative  as- 
pects and  the  ongoing  monitoring  of  patients 
while  patients  are  hospitalized,  assisting  in 
discharge  planning,  and  completing  a uni- 
form hospital  discharge  abstract  on  each  pa- 
tient. Physician  advisors,  nominated  by  each  ^ 
hospital  staff  and  appointed  by  the  Founda-  ' 
tion,  will  assist  the  coordinators  and  will 
make  all  medical  decisions.  There  are  also 
local  physician  advisor  panels,  selected  in  the 
same  manner,  to  provide  review  of  any  ap- 
peals of  decisions  made  by  the  physician  ad- 
visor. 

The  Regions  of  the  Foundation  remain 
the  same,  and  the  Peer  Review  Committees 
therein  will  do  the  peer  reviewing  just  as 
they  have  for  Medicaid.  A contract  is  also 
being  negotiated  with  the  Colorado  Depart- 
ment of  Social  Services  to  perform  in-hos- 
pital review  for  Medicaid  also  in  the  state. 
Thus,  it  would  be  anticipated  that  a million 
outpatient  claims,  and  up  to  fifty  thousand 
hospital  admissions  per  year  will  be  covered 
by  the  Foundation’s  programs. 

Only  in  a cooperative  atmosphere  can  an  i 
undertaking  of  this  magnitude  function  i 
smoothly.  But  the  job  is  as  important  as  any  ' 
we  have  ever  attempted.  And,  the  eyes  of  the  i 
nation  are  upon  us! 

William  A.  H.  Rettberg,  MD 

President 

Colorado  Medical  Society 
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Clinical  features  of  acromegaly  and 
response  to  cryohypophysectomy* 

Fred  D.  Hofeldt,  MD,  Denver,  and  Seymour  R.  Levin,  MD,  Victor  Schneider,  MD, 
Nathan  Becker,  MD,  and  Peter  Forsham,  MD,  San  Francisco 


Acromegaly  is  a relatively  uncommon  dis- 
order, occurring  once  in  5,000  to  15,000  pa- 
tients. An  elevated  fasting  serum  growth 
hormone  which  is  nonsuppressible  within  one 
hour  after  100  grams  of  oral  glucose  is  diag- 
nostic of  active  acromegaly^  when  correlated 
with  clinical  evidence  of  the  disease.  The 
chronic  effects  of  excessive  pituitary  growth 
hormone  (somatotrophin)  secreted  by  the 
pituitary  tumor  in  adult  patients  leads  to  the 
clinical  manifestations  of  this  disease.  These 
changes  have  been  well  described  by  David- 
off  in  1926.^  The  effects  of  growth  hormone 
on  soft  tissues,  cartilage,  and  bone  can  be 
appreciated  clinically  as  a coarsening  of  the 
facial  features,  a broadening  of  the  nose, 
frontal  bossing,  prominent  maxillary  sinuses, 
and  overgrowth  of  the  mandible  occasionally 
associated  with  an  overbite  (Fig.  1).  Similar- 
ly, acral  changes  can  be  seen  in  the  extremi- 
ties, as  reflected  by  an  increasing  foot  and 
hand  size.  The  clinical  features  and  signs 
of  acromegaly  as  seen  in  fifty  patients^  evalu- 
ated for  cryohypophysectomy  at  the  General 
Clinical  Research  Unit  at  the  University  of 
California  in  San  Francisco  are  presented  in 
Table  1. 

‘From  the  Endocrine  Service,  Fitzsimons  Army  Medical 
Center,  Denver,  Colorado  (Dr.  Hofeldt)  and  the  Metabolic 
Research  Center,  University  of  California  Medical  Center, 
San  Francisco,  California.  This  paper  was  presented  in 
part  at  the  Colorado  Regional  Meeting  of  the  American 
College  of  Physicians  in  association  with  the  Colorado 
Society  of  Internal  Medicine  in  Colorado  Springs,  January, 
1973. 


Table  1 

Symptoms  of  Acromegaly 


Fatigue  or  lethargy 

82% 

Paresthesias 

62% 

Amenorrhea 

32% 

Headaches 

54% 

Excessive  perspiration 

88% 

Weight  gain 

76% 

Photophobia 

46% 

Acral  enlargement 

96% 

Voice  change 

50% 

Decreased  libido 

27% 

Joint  pain 

76% 

Cardiac  symptoms 

12% 

Signs  in  Acromegaly 

Acral  changes 

96% 

Warm,  moist,  fleshy  handshake 

96% 

Hypertension 

23% 

Goiter 

18% 

Lactation 

8% 

Skin  papillomas 

38% 

Acanthosis  nigricans 

26% 
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Clinical  features 

The  patients  in  this  series  consisted  of  25 
males  and  25  females.  Their  ages  ranged  from 
21  to  65  years,  with  a median  age  of  42  years. 
The  mean  duration  of  symptoms  was  9.6  years 
with  a range  from  one  to  30  years.  Their 
symptoms  included  sweating,  easy  fatigabili- 
ty, hand  paresthesias,  headache,  increasing 
size  of  head  and  feet  and  hands,  loss  of  libido, 
menstrual  irregularities,  symptomatic  dia- 
betes, cardiovascular  disease,  arthritis,  and 
chronic  sinusitis.  The  aggressive  pituitary 
tumor  may  encroach  upon  the  optic  nerve 
causing  bitemporal  hemianopsia  and  it  may 
also  impair  pituitary  trophic  hormone  produc- 
tion. 

On  physical  examination,  the  acromegalic 
patient  has  a characteristic  handshake.  It  is 
a warm,  moist,  fleshy  grasp  which  imparts 
a “doughy”  sensation,  and  is  secondary  to  the 
excessive  soft  tissue  overgrowth  in  the  hands. 
A characteristic  low  voice  may  be  present 
due  to  thickening  of  the  vocal  cords.  Skin 
papillomas,  particularly  along  the  lateral  as- 
pects of  the  neck  and  over  the  shoulders  may 
be  seen.  Acanthosis  nigricans  occurs,  and  we 
have  seen  this  finding  in  two  brothers,  one 
with  gigantism  and  the  other  with  acromega- 
ly. Perhaps  this  is  a sign  to  alert  one  for  the 
familial  incidence  of  the  disease.  The  carpal 
tunnel  compression  syndrome  can  be  indi- 
cated by  presence  of  a positive  Tinel  or 
Phalen  sign. 

The  laboratory  findings  of  an  elevated 
fasting  growth  hormone  nonsuppressible  with 
glucose  is  characteristic  of  active  disease.^ 
Most  normal  subjects  will  have  a fasting, 
supine,  growth  hormone  of  less  than  5 ng/ 
ml.;  however,  this  value  may  be  higher  in 
individuals  following  exercise  or  use  of  oral 
contraceptives.  In  all  normal  subjects  in  any 
event,  one  hour  following  the  ingestion  of 
100  grams  of  glucose,  they  will  show  suppres- 
sion of  the  serum  growth  hormone  to  the 
lower  level  of  the  sensitivity  of  the  growth 
hormone  assay.  Acromegalics  demonstrate 
glucose  nonsuppressibility,  reflecting  the 
autonomy  of  their  pituitary  tumors.  Glucose 
nonsuppressibility  of  growth  hormone  also 
may  be  seen  in  individuals  in  states  of  star- 
vation or  malnutrition  or  in  patients  with 
chronic  wasting  disease  as  anorexia  nervosa. 


Fig.  2.  Skull  film  of  an  acromegalic  showing  en- 
larged sella  with  double  floor,  prominent  sinuses, 
occipital  protuberance  and  elongation  of  jaw. 


Sixty  per  cent  of  the  acromegalic  patients 
showed  glucose  intolerance,  while  only  ten 
per  cent  had  clinical  diabetes  mellitus.  Hyper- 
insulinism  is  a characteristic  feature  of  the 
majority  of  the  acromegalic  patients,  reflect- 
ing the  insulin  resistance  due  to  excessive 
growth  hormone  levels  and,  when  not  associ- 
ated with  carbohydrate  intolerance,  reflects 
a very  early  stage  of  this  disease.  Approxi- 
mately seventy  per  cent  of  patients  have  hy- 
percalciuria,  and  hypercalcemia  may  be  seen 
in  less  than  ten  per  cent. 

Roentgenographic  findings  include  an  en- 
larged sella  turcica  and  was  present  in  94  per 
cent  of  our  patients.  The  skull  film  also  may 
show  enlargement  of  the  frontal  sinuses,  hy- 
perostosis frontalis,  an  enlarged,  protuberant 
mandible,  and  a prominent  occipital  protub- 
erance (Fig.  2) . Soft  tissue  thickening  of  the 
hands  may  be  appreciated  on  hand  films  as 
well  as  an  increase  in  the  cartilage  space 
between  joints,  an  enlarged  sesamoid  index, 
tufting  of  the  terminal  phalanges  and  osteo- 
arthritis (Fig.  3).  Ninety-eight  per  cent  of 
our  patients  had  a heel  pad  thickness  of  over 
22mm.,  this  measurement  being  the  upper 
limit  of  normal  (Fig.  4) . An  empty  sella  syn- 
drome was  seen  on  pneumoencephalogram 
in  eight  per  cent  of  the  patients. 

Treatment 

The  rationale  for  treatment  involves  an 
attempt  to  reduce  the  progression  of  the 
metabolic  abnormalities,  halt  the  progression 
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Fig.  3.  Hand  films  in  acromegalic  showing  an  en- 
larged hand,  tufting  of  terminal  phalanges,  en- 
larged sesamoid  index  and  cartilage  overgrowth. 


of  cardiovascular  disease,  and  reduce  pitui- 
tary growth  hormone  levels.  All  patients  of 
this  series  underwent  sterotatic  transsphe- 
noidal cryohypophysectomy  under  local  an- 
esthesia.^ Local  anesthesia  is  used  so  that 
vision  and  eye  movements  can  be  evaluated 
throughout  the  procedure.  The  cryo  probe  is 
passed  through  the  sphenoid  sinus  and  into 
the  midline  pituitary  fossa.  Cold  lesions  are 
made  at  -160°  C. 


Fig.  4.  Increased  heel  pad  thickness  in  acromegaly 
(i.e.  y22mm.). 


In  this  group  of  fifty  patients  the  proce- 
dure was  complicated  in  ten  patients  by 
transient  diabetes  insipidus  during  the  first 
ten  postoperative  days.  Transient  ocular 
paralysis  occurred  in  nine  patients.  There 
was  hyponatremia  in  five.  Cerebral  spinal 
fluid  rhinorrhea  occurred  in  three  patients, 
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and  in  two  of  these  D.  pneumoniae  meningi- 
tis occurred.  There  were  no  deaths  in  this 
series.  On  more  prolonged  followup,  four  pa- 
tients have  required  replacement  adrenal 
steroids.  Permanent  diabetes  insipidus  was 
present  in  two  but  was  well  controlled  with 
chloropropamide.  Nineteen  patients  required 
thyroid  medication. 

Preoperatively,  twelve  per  cent  of  the 
acromegalics  had  a growth  hormone  of  less 
than  lOng./ml.  which  was  glucose  nonsup- 
pressible,^'®  and  sixty  per  cent  of  the  patients’ 
growth  hormone  was  greater  than  20ng./ml., 
and  in  twelve  per  cent  the  growth  hormone 
was  greater  than  lOOng./ml.  Following  cryo- 
surgery, seventy-six  per  cent  of  the  patients 
had  a growth  harmone  level  equal  to  or  less 
than  10  ng./ml.  and  in  thirty-eight  per  cent 
the  growth  hormone  was  less  than  5ng/ml. 
In  fourteen  per  cent  the  growth  hormone  was 
greater  than  20ng./ml.,  and  in  only  two  per 
cent  was  it  greater  than  lOOng./ml. 


This  series  of  acromegalic  patients  was 
ultimately  expanded  to  one  hundred  patients. 
In  these  one  hundred,  six  of  the  failures  to 
cryosurgery  have  undergone  repeat  cryohy- 
pophysectomy,  and  it  was  unsuccessful  in 
five  of  the  six.  This  failure  rate  would  suggest 
that  other  forms  of  pituitary  ablation  should 
be  used  in  patients  not  responding  to  initial 
cryohypophysectomy. 

Summary 

The  spectrum  of  clinical  features,  labora- 
tory findings  and  x-ray  changes  in  a large 
group  of  acromegalics  is  presented,  and  their 
responses  and  complications  to  cryohypophy- 
sectomy are  described.  • 
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Polypectomy  with  the  fiberoptic 

colonoscope* 


Robert  H.  Smith,  MD,  Colorado  Springs 


Indications,  technic,  and  advantages  of  a 
new  method  of  removing  adenomatous 
polyps  from  the  deeper  areas  of  the  colon, 
are  presented.  The  morbidity,  mortality, 
and  economics  of  the  method  are  compared 
to  routine  surgical  removal. 


In  JANUARY  1969  a 71-year-old  white  male 
was  referred  to  a surgical  colleague  because 
of  intermittent  rectal  bleeding  and  radio- 
graphic  demonstration  of  two  polypoid  le- 
sions in  the  colon,  one  20  cm.  from  the 
rectum,  subsequently  removed  by  fulgura- 
tion  through  a sigmoidoscope,  and  a second 
at  the  junction  of  the  descending  and  sig- 
moid colon.  On  the  21st  of  that  month,  a 
laparotomy  and  colectomy  for  removal  of  a 
one  cm.  adenomatous  polyp  was  performed, 
requiring  one  hour  and  forty-five  minutes  of 
operating  time.  Twenty-nine  days  later  the 
patient  expired,  after  a succession  of  post- 
operative catastrophies,  including  wound  in- 
fection, wound  dehiscence,  pulmonary  emboli, 
electrolyte  disturbance,  ileus,  and  vascular 
collapse,  leaving  behind  a $7900  hospital  bill 
and  a long  trail  of  untold  hours  of  profes- 
sional backbreaking  effort. 

In  July  1972  a 65-year-old  female  was  re- 
ferred to  the  G-I  Laboratory  in  our  hospital 
with  a similar  history  and  x-ray  evidence  of 
a two  cm.  polyp  in  the  mid-descending  colon. 
This  patient  was  subjected  to  endoscopic 
polypectomy  as  an  out-patient,  the  polyp  was 
removed  by  electrocautery  snare  in  just 

‘This  paper  was  presented  at  the  Colorado  Regional  Meet- 
ing of  the  American  College  of  Physicians  in  association 
with  the  Colorado  Society  of  Internal  Medicine  in  Colo- 
rado Springs,  January  1973. 


under  35  minutes,  and  she  was  released  to 
return  to  her  usual  duties  at  home  before  an 
hour  was  up,  with  a total  hospital  bill  of 
$110.00. 

These  two  contrasting  clinical  experiences, 
although  extreme,  have  been  selected  to  em- 
phasize the  “new  look”  in  the  treatment  of 
colon  polyps,  a form  of  treatment  that  needs 
especially  to  be  brought  to  the  attention  of 
the  practicing  internist.  All  physicians  are 
concerned  about  the  patient  with  chronic 
blood  loss  from  a proven  colon  polyp,  and 
we  have  all  been  concerned  over  the  possible 
malignant  degeneration  of  these  lesions,  and 
aware  of  the  potential  hazards  involved  in 
their  removal.  This  paper  is  being  presented 
to  draw  attention  to  the  newer,  less  risky, 
readily  available,  and  more  satisfactory  meth- 
od for  removing  polyps  of  the  colon. 

Arguments  over  the  relationship  between 
colon  polyps  and  colon  cancer  have  continued 
over  many  years,  and  in  the  main,  have  been 
interesting  but  essentially  non-productive.  No 
carefully  controlled  clinical  studies  have  ever 
been  carried  out,  nor  are  they  likely  to  be. 
For  the  patient,  the  controversy  is  theoretical, 
since  to  prove  the  polyp  is  benign,  it  has  been 
necessary  to  remove  it. 

Two  major  groups  of  protagonists  have 
evolved.  One  group  believes  that  “once  a 
polyp,  always  a polyp”,  that  the  likelihood 
of  malignant  degeneration  is  very  remote  and 
should  circumstances  develop  to  indicate  that 
such  might  be  the  case,  the  probabilities  are 
that  the  lesion  has  been  malignant  from  the 
start,  however  slow  its  development  may 
have  been;  or  even  that  the  polyp,  benign 
to  the  end,  has  been  enveloped  and  destroyed 
by  a malignancy  arising  de  novo  in  a nearby 
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location.  A second  group  is  convinced  that 
such  lesions  do  indeed  become  malignant, 
and  with  some  frequency;  they  use  as  evi- 
dence, indirect  though  it  may  be,  statistical 
relationship  between  the  common  location  of 
adenomas  and  cancers,  the  common  ages  of 
incidence,  and  the  fairly  frequent  develop- 
ment of  a proven  malignancy  in  the  general 
area  of  a previous  adenoma. 

Many  attempts  have  been  made  to  clarify 
the  nature  of  these  lesions  on  the  basis  of 
radiographic  characteristics.  Lesions  that  ap- 
pear smaller  than  one  cm.  are  rarely  malig- 
nant; those  above  three  cm.  are  considered 
by  most  clinicians  to  be  very  probably 
malignant.  An  increase  in  size  sufficient  to 
be  noticeable  at  six-month  intervals  suggests 
probable  neoplasia,  as  does  evidence  of  ulcer- 
ation, surface  irregularity,  or  multiplicity, 
while  the  presence  of  a long  stalk  is  con- 
sidered evidence  of  benignity. 

In  spite  of  these  arguments,  most  clinicians 
consider  an  adenoma  as  a transition  between 
normal  and  carcinomatous  epithelium,  and 
will  weigh  the  likelihood  of  cancer  against 
the  mortality  and  morbidity  of  removal.  The 
problem  of  chronic  blood  loss  or  occasional 
severe  bleeding  episodes  is  a separate  matter 
altogether,  and  although  not  as  formidable 
a problem  as  malignant  degeneration,  cannot 
be  passed  over  lightly.  Anemia  or  rectal 
bleeding  is  usually  the  presenting  symptom 
leading  to  their  detection  and  often  consti- 
tutes a major  reason  for  advocating  removal. 

It  is  not  within  the  scope  of  this  paper 
to  belabor  these  arguments.  It  is  interesting 
to  point  out,  however,  that  there  has  never 
been  significant  disagreement  about  the  prop- 
er treatment  of  rectal  polyps,  or  those  within 
reach  of  the  conventional  sigmoidoscope.  Al- 
most without  exception,  these  polyps  are 
removed  when  found  — generally  a simple 
office  procedure.  It  would  appear,  then,  that 
the  problem  and  the  debate  in  the  case  of 
colon  polyps  is  really  the  problem  engendered 
by  the  major  abdominal  procedure  necessary 
to  effect  the  removal  of  a small,  possibly 
harmless  growth. 

The  fiberoptic  colonoscope,  an  outgrowth 
of  the  earlier  fiberoptic  gastroscope,  has  been 
in  use  since  1969.  It  is  available  in  three 
lengths,  85,  120,  and  185  cm.,  capable  of  reach- 


ing the  mid  descending  colon,  hepatic  flexure, 
and  caecum,  respectively.  The  principal 
sources  of  these  instruments  are  the  Olympus 
Company  of  Japan,  and  the  ACMI  Corp.,  an 
American  instrument  company.  Originally  de- 
veloped for  observing,  photographing,  and 
taking  biopsies,  the  instruments  have  been 
modified  for  the  purpose  of  removing  polyps, 
and  have  proved  to  be  very  successful.  Dr. 
Hiromi  Shinya,  working  in  the  Endoscopy 
Clinic  at  Beth  Israel  Hospital  in  New  York, 
has  been  very  active  in  developing  the  tech- 
nic of  this  procedure.  He  has  operated  many 
hundreds  of  patients,  and  has  reported  very 
few  complications. 

Polypectomies  done  in  this  fashion,  al- 
though technically  tricky,  requiring  consider- 
able skill  and  experience  in  colonoscopy,  are 
in  fact  very  simple.  Preparation  is  identical 
to  that  for  a barium  enema,  with  a good 
laxative  the  preceding  evening  and  a cleans- 
ing enema  in  the  morning.  Most  procedures 
are  done  without  medication  or,  if  considered 
desirable,  intravenous  Valium  or  Demerol 
may  be  used.  A soft,  braided  wire  snare  is 
passed  through  a teflon  catheter,  and  the 
catheter  is  inserted  through  the  biopsy  chan- 
nel of  the  instrument.  After  the  polyp  has 
been  located,  the  snare  is  passed  out  into 
the  lumen  of  the  bowel,  carefully  manipu- 
lated around  the  polyp  and  snugged  down, 
about  midway  down  the  stalk.  A mixed 
cautery  and  cutting  current  from  the  Bovie 
machine  is  attached  to  the  snare,  current  is 
applied  and  the  polyp  amputated  by  cutting 
through  the  stalk,  great  care  being  taken  to 
avoid  touching  the  bowel  wall  with  the  wire 
snare.  After  checking  to  make  sure  that 
bleeding  has  been  controlled,  the  amputated 
polyp  is  aspirated  into  the  open  end  of  the 
’scope,  held  there  by  suction,  and  the  entire 
instrument  withdrawn  and  the  polyp  de- 
livered outside  the  rectum.  In  the  case  of 
multiple  polyps,  a separate  insertion  is  made 
for  each  lesion. 

Sessile  lesions  and  villous  adenomas  do 
not  lend  themselves  to  this  technic.  Small 
“seed  polyps”  can  be  easily  destroyed  with 
a cauterizing  current  after  a suitable  biopsy 
is  taken,  but  larger  sessile  lesions  and  the 
typical  velvety  villous  adenoma  should  not 
be  treated  in  this  fashion  because  of  the  great 
danger  of  perforating  the  bowel. 
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I would  like  to  briefly  present  several 
cases  that  have  been  seen  in  our  laboratory 
and  treated  by  this  method. 

CASE  REPORTS 

Case  1.  A 49-year-old  female  presented  with 
a history  of  recent  rectal  bleeding  and  x-ray 
evidence  of  a pedunculated  lesion  in  the  mid- 
sigmoid,  confirmed  by  repeat  barium  studies.  The 
lesion  was  easily  located  with  the  colonoscope  and 
removed  without  difficulty.  Fig.  1 illustrates  the 
amputated  polyp  superimposed  on  an  x-ray  film 
of  the  barium  filled  colon  demonstrating  the  sus- 
pected lesion.  This  patient  was  treated  as  an  out- 
patient with  no  disability. 

Case  2.  A 65-year-old  female  had  a long  history 
of  intermittent  rectal  bleeding.  A filling  defect 
characteristic  of  a pedunculated  polyp  had  been 
previously  identified  on  barium  enema,  and 
colotomy  advised  but  refused.  As  an  out-patient, 
endoscopic  polypectomy  was  accomplished  with 
no  difficulty;  Fig.  2 shows  the  polyp  superimposed 
on  the  x-ray  film. 

Case  3.  A 50-year-old  white  female,  also  pre- 
sented with  a brief  history  of  rectal  bleeding. 
X-rays  showed  a filling  defect  in  the  distal  de- 
scending colon,  thought  to  represent  a peduncu- 
lated polyp.  However,  endoscopic  examination 
showed  a sizable  sessile  lesion  which  was  biopsied 
by  the  snare  cautery  and  proved  to  be  a villous 
adenoma,  incompletely  removed.  Surgical  removal 
was  recommended  and  subsequently  carried  out. 

Most  of  our  patients  have  been  treated 
as  out-patients,  with  at  most  a half  day  away 
from  work.  A few  have  remained  in  the  hos- 
pital overnight  before  returning  home.  Sever- 
al have  been  done  during  hospitalization  for 
other  problems.  In  no  case  has  the  procedure 
been  accompanied  by  significant  complica- 
tions or  morbidity.  This  is  in  sharp  contrast 
to  the  previous  open  surgical  colotomy  and 
polypectomy. 

We  have  reviewed  the  last  17  cases  of 
surgical  polypectomy  done  in  our  hospital, 
over  a period  of  twelve  months.  In  three  of 
these  cases,  incidental  surgery  of  another 
type  was  also  performed— i.e.  hysterectomy 
and,  on  two  occasions,  cholecystectomy. 
These  cases  have  been  excluded  from  this 
statistical  report.  The  average  hospital  stay 
of  the  remaining  fourteen  was  thirteen  days, 
with  a range  of  eight  to  twenty-eight  days. 


Fig.  1.  X-ray  film  of  the  barium  filled  colon  show- 
ing the  filling  defect  in  the  mid-sigmoid  area, 
with  the  resected  adenomatous  polyp  photographed 
superimposed  on  the  film  immediately  below  the 
radiolucent  defect. 


Fig.  2.  Air  contrast  film  of  the  upper  sigmoid 
showing  the  polypoid  intraluminal  defect,  with 
the  resected  polyp  photographed  alongside  the 
X-ray  defect. 

One  patient  expired,  for  a mortality  rate  of 
seven  per  cent,  and  two  other  patients  devel- 
oped significant  complications,  both  thrombo- 
embolic. The  average  operating  time  was  123 
minutes,  with  a range  of  75  to  210  minutes. 
The  hospital  bill  for  these  patients  varied 
from  a low  of  $553  to  a high  of  $7957,  with 
an  average  of  $1487;  the  surgical  fee,  anaes- 
thetic fee,  and  assistant’s  fee  are  in  addition, 
and  averaged  $550  for  all  fourteen  cases.  This 
information  is  graphically  demonstrated  in 
Table  1,  which  also  includes  the  comparable 
figures  on  a series  of  twelve  cases  which  have 
been  done  by  endoscopic  means  in  the  past 
six  months.  The  surgical  fee  for  an  endo- 
scopic polypectomy  has  been  indicated  by  a 
question  mark,  reflecting  that  a satisfactory 
fee  schedule  has  not  yet  been  adopted  by 
Blue  Shield. 
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Dr.  John  Sonneland  at  Deaconess  Hospital 
in  Spokane,  reviewing  the  statistics  on  surgi- 
cal polypectomies  in  his  hospital,  has  pre- 
viously commented  on  these  same  facts;  his 
patients  averaged  eleven  days  in  the  hospital, 
had  a 1.6  per  cent  mortality  rate,  and  ran  up 
hospital  bills  averaging  $1400  each.  He  also 
comments  that  the  mortality  rate  of  1.6  per 
cent  (in  a series  of  63  patients  over  seven 
years)  approximately  equals  the  expected 
incidence  of  cancer  in  solitary  pedunculated 
polyps  less  than  2 cm.  in  diameter. 

Summary 

The  indications,  technic,  and  advantages 
of  a new  method  of  removing  polyps  from  the 
deeper  areas  of  the  colon,  has  been  presented. 
Whether  or  not  there  is  convincing  evidence 
of  the  likelihood  of  malignant  degeneration 
of  these  growths,  endoscopic  polypectomy  is 
now  so  simple  and  safe  that  it  should  be  a 
routine  procedure  whenever  colon  polyps  are 
discovered.* 
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The  human  gut  as  an  important 
immunological  structure* 


William  R.  Brown,  MD,  Denver** 


In  recent  years  the  importance  of  the  gastro- 
intestinal tract  as  an  immunologic  structure 
has  become  apparent,  although  much  of 
its  immunologic  activity  still  is  incompletely 
understood. 


In  general,  two  types  of  evidence  attest  to 
participation  of  the  gut  in  biologically  im- 
portant immunologic  processes.  (1)  Gut  tis- 
sues and  fluids  are  rich  sources  of  lymphoid 
material,  immunoglobulins  and  antibodies. 
(2)  The  gut  participates  in  abnormal  im- 
munologic responses  and  frequently  is  ab- 
normal in  immunologic  deficiency  states. 

Immunologic  Material  of  the  Gut 

Immunoglobulins  and  immunoglobulin-form- 
ing cells:  Fifty  years  ago  Davies  demonstrat- 
ed specific  antibodies  in  feces  of  patients  with 
dysentery.  Since  then  much  additional  evi- 
dence has  shown  that  the  gut  produces  anti- 
bodies (coproantibodies)  to  many  food  and 
microbial  antigens.  Many  of  these  antibodies 
are  produced  locally  by  lymphoid  tissues  of 
the  gut  mucosa  and  are  secreted  into  luminal 
fluids.  Greatest  interest  recently  has  focused 
upon  the  gut’s  participation  in  the  unique 
immunologic  system  of  external-secreting 
organs  in  which  IgA  is  the  predominant  im- 
munoglobulin. 

‘From  the  Gastroenterology  Division  of  the  University  of 
Colorado  Medical  Center  and  the  Denver  Veterans  Admin- 
istration Hospital,  Denver.  This  paper  was  presented  at 
the  Colorado  Regional  Meeting  of  the  American  College 
of  Physicians  in  association  with  the  Colorado  Society  of 
Internal  Medicine  in  Colorado  Springs,  January  1973. 

**Dr.  Brown  is  Assistant  Professor  of  Medicine,  University 
of  Colorado  Medical  Center  and  Clinical  Investigator,  Den- 
ver Veterans  Administration  Hospital. 


TABLE  1 

Immunoglobulins  in  Healthy  Individuals 


IgG 

IgA 

IgM 

Serum 

720-1400 

'mg/lOOml 

68-314 

93-314 

Duodenal  Fluid* 

0-6 

15-138 

0-32 

*Ten  subjects 

The  interstitia  of  the  stomach,  small 
bowel  and  large  bowel  are  rich  in  immunoglo- 
bulin-forming cells.  About  eighty  per  cent  of 
these  produce  IgA,  whereas  the  majority  of 
immunoglobulin-forming  cells  in  the  spleen 
and  peripheral  lymph  nodes  are  IgG  and  IgM 
producers.  Similarly,  IgA  is  the  predominant 
immunoglobulin  in  intestinal  fluids,  whereas 
it  is  only  a minor  fraction  of  serum  immuno- 
globulins (Table  1).  The  molecular  structure 
of  secretory  IgA  is  unusual.  It  is  heavier  than 
serum  IgA  (an  IIS  molecule  compared  to  7S) 
and  has  a dimeric  configuration  in  which  the 
two  heavy  chain  components  are  bridged  by 
an  antigenically  unique  moiety,  the  secretory 
piece.  Immunohistologic  studies  have  shown 
that  the  secretory  piece  is  synthesized  in  in- 
testinal epithelial  cells,  whereas  the  light  and 
heavy  chains  of  the  IgA  molecule  are  synthe- 
sized in  subepithelial  plasma  cells.  Perhaps 
because  of  the  presence  of  the  secretory  piece, 
IIS  secretory  IgA  is  very  resistant  to  proteo- 
lytic degradation,  a characteristic  that  makes 
it  particularly  suitable  to  function  in  the  in- 
testinal tract. 

The  biologic  role  of  IgA  antibodies  in  the 
gut  is  a subject  of  considerable  interest,  for 
the  antibodies  may  act  in  ways  quite  different 
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Fig.  la.  Small  bowel  biopsy  jrom  patient  M.  B., 
who  had  generalized  hypogammaglobulinemia, 
giardiasis,  malabsorption  and  pernicious  anemia. 
The  intestinal  villi  are  severely  shortened  and 
blunt,  and  the  interstitium  is  severely  infiltrated 
with  lymphocytes. 

from  IgG  or  IgM  antibodies.  IgA  fixes  com- 
plement poorly  if  at  all  and  has  only  weak 
opsonizing  activity.  It  has,  however,  antiviral 
and  bacterial  agglutinating  activities  which 
may  limit  the  growth  of  microorganisms  in 
intestinal  fluids.  Some  have  proposed  that 
the  principal  function  of  intestinal  IgA  is  to 
prevent  penetration  of  the  mucosa  by  harm- 
ful antigenic  substances. 

Antibody  activity  in  the  gastrointestinal 
tract:  Many  gastrointestinal  fluids  contain  so- 
called  natural  antibodies  to  the  indigenous 
bacteria  of  the  gut.  In  addition,  antiviral  anti- 
bodies and  antibodies  to  dietary  constituents 
such  as  milk  proteins  have  been  demon- 
strated. Introduction  of  live  microorganisms 
into  the  gut  induces  local  synthesis  and  secre- 
tion of  antibodies  into  its  fluids.  Also,  serum 
antibodies  induced  by  passive  immunization 
may  reach  the  intestinal  fluids  by  transuda- 
tion. Many  of  the  intestinal  antibodies,  for 
example  those  against  polio  virus  or  cholera 
vibrios,  have  been  shown  to  have  protective, 
beneficial  effects. 

Lymphocytes  of  the  intestinal  mucosa:  Some 
lymphoid  tissue  of  the  mammalian  gut  may 
serve  a central,  regulatory  role  over  other 
immunologic  tissue,  and  could  therefore  be 
equivalent  to  the  avian  Bursa  of  Fabricius. 
Proof  of  this  function  has  been  sought  vigor- 
ously but  still  is  lacking.  About  one-sixth  of 
the  epithelial  cells  that  cover  the  intestinal 


Fig.  lb.  Patient  M.  B.  Small  bowel  biopsy  taken  a 
few  weeks  after  eradication  of  Giardia  lamblia 
with  anti-parasite  drugs.  The  villi  have  returned 
to  nearly  normal  height  and  inflammation  is  much 
less. 

mucosa  contain  lymphocytes  at  their  bases. 

The  biologic  function  of  this  enormous  num-  • 
ber  of  cells  is  poorly  understood,  but  their  i 
presence,  and  other  evidence,  strongly  sug- 
gests that  the  gut  can  engage  in  cell-mediated 
immune  responses.  ' 

Immunologic  Disturbances  of  the 
Gastrointestinal  Tract 

Autoimmune  mechanisms  have  been  pro- 
posed for  several  intestinal  diseases,  such  as 
chronic  ulcerative  colitis  and  regional  enter- 
itis, but  such  a pathogenesis  is  unproved. 
Pernicious  anemia,  however,  clearly  is  an 
autoimmune  disorder,  and  antibodies  to  in- 
trinsic factor  and  parietal  cells  are  present 
not  only  in  serum  but  also  in  gastric  tissues 
and  fluids. 

The  intestine  occasionally  manifests  a 
truly  allergic  reaction  to  some  food  sub- 
stances. This  response  is  believed  to  be 
mediated  through  IgE  antibodies  in  intestinal 
tissues  and  fluids.  The  clinician  must  remem- 
ber, however,  that  true  food  allergies  are  not 
common,  and  that  intolerance  to  foods  most 
often  is  due  to  a deficiency  of  digestive  en- 
zymes or  other  abnormalities. 

Clear  evidence  of  the  importance  of  gut 
immunologic  activity  is  the  high  frequency 
of  abnormalities  of  the  gastrointestinal  tract 
in  immunologically  deficient  individuals.  In 
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Fig.  2a.  Patient  P.  W.  Sigmoidoscopic  view  oj  the 
rectum  containing  large  lymphoid  nodules. 


Fig.  2b.  Rectal  biopsy  from  P.  W.  A large  germinal 
center  is  seen  in  the  lymphoid  nodule,  which  has 
displaced  and  distorted  rectal  glands. 


TABLE  2 


Patients  with  Immunog^lobulin  (Ig)  Deficiencies  and  Gastrointestinal  Disorders 


Igs 

Small  Bowel 

Patient 

Age/Sex 

Deficient  Clinical  Problems 

Morpbplogy* 

SC  ■ 

10/M 

A Gluten-sensitive  sprue 

TVA 

SB 

16/F 

A Gluten-sensitive  sprue 

TVA 

HE 

61/F 

A,E  Gluten-sensitive  sprue 

TVA 

HB 

59/F 

A,E  Gluten-sensitive  sprue 

TVA 

TM 

13/M 

A,E  Diarrhea,  pneumonia,  otitis 

N1 

WJ 

21/M 

A,E  Ulcerative  colitis,  biliary  cirrhosis. 

thyroiditis 

N1 

BA 

11/M 

A,E  Diarrhea,  bronchitis 

N1 

PW 

17/M 

A,E,M  Diarrhea,  bronchitis 

NLH 

MB 

51/M 

A,E,M,G  Giardiasis,  pernicious  anemia. 

malabsorption 

PVA 

DF 

19/M 

A,E,M,G  Giardiasis,  bronchitis,  sinusitis 

N1 

RG 

16/M 

A,E,M,G  Giardiasis,  malabsorption 

NLH,  PVA 

EY 

64/F 

A,E,M,G  Diarrhea,  malabsorption. 

bronchiectasis 

N1 

AD 

74/F 

A,E,M,G  Diarrhea,  malabsorption 

TVA-PVA 

RG 

16/M 

A,E,M,G  Giardiasis,  malabsorption 

N1 

*TVA=Total  villous  atrophy,  Nl=nonnal,  NLH=nodular  lymphoid  hyperplasia. 
PVA=partial  villous  atrophy 


severe,  combined  cellular  and  humoral  im- 
munodeficiency of  the  newborn,  death  from 
gastrointestinal  infections  is  common.  In 
adolescent  or  adult  years  immunodeficiencies 
with  associated  gut  abnormalities  are  usually 
humoral  antibody  deficits.  These  are  of  two 
major  types.  One,  selective  absence  of  IgA, 
commonly  is  associated  with  a disorder  other- 
wise indistinguishable  from  nontropical  sprue 
(gluten-sensitive  enteropathy).  Such  patients 
respond  to  dietary  gluten  withdrawal  by 
healing  of  the  intestinal  mucosal  lesion  and 


symptomatic  improvement  of  their  malab- 
sorption. 

Patients  with  the  variable  immunodefici- 
ency syndrome  (deficiency  of  many  or  all 
classes  of  immunoglobulins)  have  a different 
picture.  They  very  often  are  infected  with  the 
protozoan  parasite,  Giardia  lamhlia,  and  gi- 
ardiasis in  them  often  is  a severe,  debilitating 
illness.  They  respond  quite  well,  however, 
to  antiparasite  treatment  (Fig.  1).  These 
individuals  also  have  an  unusually  high  prev- 
alence of  gastric  atrophy  and  pernicious 
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anemia,  and  it  is  they  who  have  in  their 
small  bowels  or  colons  peculiar  lymphoid 
nodules  with  large  germinal  centers,  a condi- 
tion known  as  nodular  lymphoid  hyperplasia 
(Fig.  2).  Malignancies  of  the  bowel,  both 
epithelial  and  lymphoid,  also  are  unusually 
common  in  y-globulin-deficient  individuals, 
which  has  suggested  that  one  of  the  normal 
immunologic  roles  of  the  gut  is  recognition 
and  destruction  of  tumor  cells. 

Table  2 is  a summary  of  the  cases  of  im- 
munoglobulin deficiencies  with  associated 
bowel  diseases  which  we  have  seen  at  the 


University  of  Colorado  Medical  Center  in 
recent  years. 

Summary 

The  gastrointestinal  tract  carries  out  im- 
portant immunologic  activities  which 
contribute  to  maintenance  of  health  and  pre- 
vention of  illness.  In  immunologic  deficiency 
states,  gastrointestinal  disorders  are  common, 
and  disturbed  immunologic  behavior  may  be 
pathogenetically  important  in  some  gastro- 
intestinal diseases.  • 


Hyperlipidemias  in  predicting  coronary 
atherosclerosis  by  arteriography* 

Fred  W.  Sohooiimaker,  MD,  Spencer  B.  King,  III,  MD,  and 

Nampalli  K.  Vijay,  MD,  Denver** 


The  clinical  history  of  angina  of  effort  with 
relief  with  rest  and  nitrate  remains^"^  a high- 
ly sensitive  indicator  of  the  presence  of 
coronary  atherosclerosis  as  seen  angiograph- 
ically®.  Other  highly  sensitive  indicators  are 
the  resting  EKG  and  the  exercise  stress 
test®'^®.  Recently  epidemiologic  studies  have 
indicated  factors  associated  with  an  increased 
risk  of  coronary  artery  disease. 

Chief  among  these  in  interest  has  been  the 
presence  of  the  hyperlipidemias  and  their 
translation  to  hyperlipoproteinemias  by  Fred- 
erickson.*®'^^  In  order  to  establish  the  value  of 
the  Frederickson’s  type  in  predicting  the 
presence  of  coronary  artery  disease  in  pa- 
tients with  chest  pain,  947  consecutive  pa- 

*This paper  was  presented  at  the  Colorado  Regional 
Meeting  of  the  American  College  of  Physicians  in  asso- 
ciation with  the  Colorado  Society  of  Internal  Medicine  in 
Colorado  Springs,  January  1973. 

“From  the  Cardiovascular  Laboratory,  St.  Luke’s  Hospital, 
Denver  (Dr.  Schoonmaker  and  Dr.  Vijay),  and  Department 
of  Medicine,  Emory  University  School  of  Medicine,  Atlanta, 
Georgia  (Dr.  King). 


tients  referred  for  coronary  arteriography 
had  post  absorptive  serum  cholesterol,  tri- 
glyceride and  lipoprotein  electrophoresis 
determinations  to  establish  their  presumptive 
lipoprotein  classification.  These  patients  were 
then  analyzed  for  the  presence  or  absence  of 
coronary  artery  disease  and  for  the  presence 
of  the  type  hyperlipoproteinemia  by  sex  and 
age  group. 

Patients 

The  947  consecutive  patients  comprising 
the  study  were  referred  by  a large  number 
of  physicians  in  the  Rocky  Mountain  area 
for  evaluation  of  chest  pain  felt  to  represent 
angina  pectoris.  Fifty  per  cent  of  the  patients 
were  referred  for  consideration  of  coronary 
bypass  surgery  and  the  other  fifty  per  cent 
for  confirmation  of  the  diagnosis  or  an  at- 
tempt to  rule  out  the  diagnosis  of  coronary 
atherosclerosis. 
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Method 


Females  and  Moles  With  No  Lipid  Abnormality 


All  patients  had  blood  drawn  for  choles- 
terol, triglycerides,  and  lipoprotein  electro- 
phoresis following  a twelve  to  sixteen  hour 
fast.  Cholesterol  levels  were  determined 
using  the  SMA  12-60  automated  Liedeiman- 
Buchard,  without  extraction  method.^  Serum 
triglyceride  levels  were  done  using  the  auto- 
analizer  method  of  Flescher,  modified.  Lipo- 
protein electrophoresis  was  done  on  cellulose 
acetate.  Coronary  arteriograms  were  carried 
out  by  a 35  mm.  cineangiographic  method  of 
a single  catheter  percutaneous  approach.^^ 
All  coronary  arteriograms  were  examined  by 
the  authors  for  the  presence  of  arterial  nar- 
rowing. All  patients  with  wall  narrowing  or 
complete  occlusion  were  classed  in  the  coro- 
nary atherosclerosis  group,  and  patients 
showing  no  wall  irregularities  were  classed 
in  the  normal  coronary  angiographic  group. 
The  patients  were  divided  into  eight  groups, 
four  each  for  males  and  females:  (1)  those 
less  than  40  years  of  age,  (2)  40-49,  (3)  50-59, 
and  (4)  those  60  and  older.  Each  sex  and  age 
group  was  subdivided  by  lipoprotein  grouping 
into  Type  Ila,  Type  Ilb,  Type  IV,  or  no  lipid 
abnormality  (NLA) . Criteria  for  presumptive 
typing  were  those  established  by  the  Center 
for  Disease  Control  in  consultation  with  the 
committee  of  the  World  Health  Organization 
as  outlined  in  the  “Guidelines  for  Phenotyp- 
ing  in  the  Clinical  Laboratory”.  Each  sub- 
group was  examined  for  the  incidence  of 
coronary  artery  disease  demonstrated  angio- 
graphically. 

Results 

Six  hundred  thirty-one  patients  had  coro- 
nary disease,  while  361  showed  normal 
coronary  arteriograms.  Those  with  coronary 
artery  disease  exhibited  a higher  per  cent  of 
lipid  abnormalities  than  those  with  normal 
coronary  arteries.  The  greatest  difference  was 
in  the  younger  age  groups.  Those  patients 
under  age  fifty  with  coronary  artery  disease 
had  a sixty-six  per  cent  incidence  of  lipo- 
protein abnormality,  while  those  without 
coronary  artery  disease  showed  a thirty-six 
per  cent  incidence  of  lipid  abnormality.  Lipid 
abnormalities  were  common  in  women  less 
than  fifty  years  old,  with  seventy  per  cent 


Fig.  1.  Presence  of  coronary  atherosclerosis  in 
females  and  males  without  lipid  abnormalities. 


of  those  having  coronary  artery  disease  and 
a lipid  abnormality,  while  only  thirty  per 
cent  of  the  women  below  fifty  without  coro- 
nary artery  disease  had  lipid  abnormalities. 

For  men  and  women  with  no  lipid  abnor- 
mality, analysis  by  age  groups  showed  a 
linear  rise  in  the  incidence  of  coronary  artery 
disease  with  age,  as  illustrated  in  Fig.  1.  The 
largest  group  of  patients  was  in  the  sixth 
decade,  perhaps  reflecting  the  highest  inci- 
dence of  angina  in  this  group,  and  the  interest 
in  rehabilitation  of  these  and  younger  pa- 
tients by  their  referring  physicians.  The  men 
with  no  lipid  abnormalities  in  the  two 
younger  age  groups  were  at  a much  higher 
risk  of  coronary  artery  disease  than  were 
women  counterparts.  Young  women  with  no 
lipid  abnormalities  were  remarkably  free  of 
coronary  artery  disease,  although  many  were 
referred  with  histories  compatible  with  this 
diagnosis.  Of  102  women  below  age  fifty, 
only  22  had  coronary  artery  disease,  and  fif- 
teen of  these  had  either  Type  II  or  Type  IV 
hyperlipidemia.  As  the  female  with  no  lipid 
abnormality  reached  the  sixth  and  especially 
the  seventh  decade,  the  risk  of  coronary 
artery  disease  approached  that  of  men. 

The  influence  of  Type  IV  hyperlipidemia 
differed  between  the  men  and  women.  In 
Fig.  2 the  influence  of  the  Type  IV  pattern 
can  be  seen  for  men  and  women  as  displayed 
with  the  dotted  line  compared  to  the  curve 
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Fig.  2.  Occurrence  of  coronary  atherosclerosis  in 
patients  with  Type  IV  hyperlipidemia  compared 
to  patients  with  no  lipid  abnormality. 

for  men  and  women  with  no  lipid  abnormali- 
ties displayed  with  a solid  line.  Men  with 
Type  IV  hyperlipidemias  were  at  a slightly 
higher  risk  of  coronary  disease  in  all  ages 
but  a significant  difference  only  in  the  40-49 
age  group.  The  women  with  Type  IV,  on  the 
other  hand,  were  at  a much  higher  risk  of 
coronary  artery  disease  in  the  young  age 
groups  than  the  women  with  no  lipid  abnor- 
mality. Fourteen  per  cent  of  the  women  with 
no  lipid  abnormality  in  the  40-49  age  group 
had  coronary  artery  disease,  while  forty-five 
per  cent  with  Type  IV  had  coronary  artery 
disease.  In  the  50-59  age  group,  forty-five 
per  cent  with  no  lipid  abnormality  had  coro- 
nary artery  disease  while  seventy-five  per 
cent  with  Type  IV  had  coronary  artery  dis- 
ease. In  both  men  and  women,  the  greatest 
impact  of  Type  IV  was  in  the  younger  age 
group — the  difference  being  one  of  degree. 
However,  in  women  older  than  sixty  and 
men  older  than  fifty,  there  was  little  increase 
in  risk  in  coronary  artery  disease  due  to  the 
presence  of  Type  IV  hyperlipidemia.  Taken 
as  a whole,  thirty-three  per  cent  of  the  men 
with  coronary  artery  disease  had  Type  IV, 
but  twenty-seven  per  cent  of  those  without 
coronary  artery  disease  also  had  Type  IV. 
Twenty-two  per  cent  of  the  females  with 
coronary  artery  disease  had  Type  IV,  while 
only  thirteen  per  cent  of  those  without  coro- 
nary artery  disease  had  Type  IV.  Even 
though  a Type  IV  was  more  common  in  men 


than  women,  when  it  was  present  in  women 
it  was  seen  two  times  as  frequently  in  those 
with  coronary  artery  disease  as  those  with 
normal  coronary  angiograms. 

The  influence  of  Type  II  suffers  from 
small  sampling  size  in  some  sub-groups,  but 
is  shown  in  Fig.  3.  The  curve  is  that  for 
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Fig.  3.  Increased  probability  of  coronary  artery 
disease  in  females  with  Type  Ila  and  Type  Ilb 
lipid  abnormality. 
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Fig.  4.  Increased  probability  of  coronary  athero- 
clerosis  in  males  with  Type  Ila  and  Ilh  lipid 
abnormality. 

women  with  no  lipid  abnormalities  that  we 
have  previously  seen.  The  arrow  illustrates 
the  per  cent  of  patients  with  coronary  artery 
disease  in  women  with  Type  Ila  and  Ilb. 
Using  a previous  definition  of  Type  lib  in 
which  the  triglyceride  level  was  greater  than 
250,  fifteen  of  the  sixteen  patients  with  this 
condition  had  coronary  artery  disease.  How- 
ever, using  the  current  criteria,  the  Type  lib 
is  seen  to  be  associated  with  a very  high 
incidence  of  coronary  disease  as  is  Type  Ila 
except  in  young  females.  Overall,  fifty-eight 
per  cent  of  the  females  with  Type  II  showed 
coronary  atherosclerosis  on  the  angiograms. 

In  men  with  Type  II  hyperlipidemia,  the 
risk  of  coronary  artery  disease  was  signifi- 
cantly raised  above  the  curve  of  those  with 
no  lipid  abnormalities,  especially  in  the 
younger  age  groups,  as  seen  in  Fig.  4.  There 
was  no  significant  difference  between  Type 
Ila  and  Type  lib  in  predicting  abnormalities 
for  coronary  artery  disease.  Overall,  eighty- 
four  per  cent  of  the  men  with  Type  II  had 
coronary  atherosclerosis.  In  male  patients 
over  forty  years  old,  it  was  rare  to  find  a 
patient  with  Type  II  hyperlipidemias  who 
did  not  show  coronary  atherosclerosis.  Cho- 
lesterol levels  greater  than  260  were  com- 
pared with  levels  less  than  220.  The  higher 
values  were  predictive  of  coronary  artery 
disease  in  both  men  and  women  in  young 
age  groups  when  compared  with  the  lower 
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values.  This  difference  was  not  as  significant 
in  m,en  over  fifty  or  women  over  sixty. 


Discussion 

This  report  complements  previous  studies 
correlating  lipid  abnormalities  with  clinical 
and  anatomical  findings  of  coronary  artery 
disease.^®'^"*  It  does  not  attempt  to  establish 
the  risk  or  prognosis  for  the  future  develop- 
ment of  coronary  artery  disease  in  the  vari- 
ous lipoprotein  sub-groups,  as  this  requires 
prospective  epidemiologic  studies.  In  this 
study,  the  presence  of  coronary  atherosclero- 
sis is  defined  as  precisely  as  is  currently 
possible  in  a large  living  population,  and 
lipid  abnormalities  are  identified  by  the 
methods  currently  available  in  most  clinical 
laboratories.  It  should  again  be  emphasized 
that  these  are  one  time  lipid  determinations 
without  overall  effort  to  evaluate  the  pres- 
ence of  phenotype  in  the  other  family  mem- 
bers. 

We  have  addressed  ourselves  to  the 
question,  “Do  specific  lipoprotein  abnormali- 
ties offer  predictive  information  about  tlie 
presence  of  coronary  artery  disease  in 
patients  who  presented  with  chest  pain 
syndrome?”  The  fact  that  361  patients  had 
normal  coronary  angiO'grams  provided  the 
opportunity  to  examine  not  only  the  lipid 
abnormalities  of  patients  with,  but  also  those 
without  coronary  artery  disease.  This  is  the 
first  coronary  angiographic  study  using  lipo- 
protein done  with  a large  sample  to  show  a 
significant  impact  of  Type  IV  hyperlipopro- 
teinemias in  the  young  female  group.  The 
influence  of  Type  IV  in  the  males  and  older 
females  was  modest  and  not  as  striking  in 
predicting  the  presence  of  coronary  artery 
disease  as  Type  11.  Although  the  number  of 
patients  with  Type  II  hyperlipidemias  was 
small,  this  report  supports  previous  studies 
showing  the  higher  incidence  of  coronary 
artery  disease  in  patients  with  this  disorder. 
No  difference  is  found  in  patients  classified 
as  Type  Ila  or  those  classified  as  Type  lib 
lipid  abnormality.  Lipid  abnormalities  were 
somewhat  less  commo-nly  associated  with 
coronary  disease  in  om  study  than  in  some 
of  the  previous  reports. 
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Summary 

We  have  presented  947  consecutive  pa- 
tients who  have  undergone  both  coronary 
arteriography  and  fasting  lipid  study.  The 
results  are  based  on  the  identification  of  coro- 
nary heart  disease  by  cinearteriography. 
Those  with  coronary  artery  disease  exhibit 
a higher  per  cent  of  lipid  abnormalities  than 
those  with  normal  coronary  arteries.  Patients 
less  than  fifty  years  of  age  with  coronary 


artery  disease  had  a sixty-six  per  cent  inci- 
dence of  lipoprotein  abnormality,  while  those 
without  disease  showed  only  thirty-six  per 
cent.  In  women  younger  than  fifty,  there 
were  seventy  per  cent  with  coronary  artery 
disease  that  had  lipid  abnormalities,  while 
only  thirty  per  cent  showed  no  abnormality. 
Analysis  of  both  men  and  women  in  varying 
age  groups  showed  a linear  rise  in  the  inci- 
dence of  coronary  artery  disease  with  both 
normal  and  abnormal  lipoproteins.  • 
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Hepatitis  B antigenemia* 


Clinical  implications 


John  W.  Singleton,  MD,  Denver 


Hepatitis  B is  unique  among  the  viral 
infections  of  man  in  that  very  large 
quantities  of  a viral  component  are 
present,  often  for  long  periods  of  time,  in 
the  serum  of  affected  individuals.  The 
ability  to  recognize  and  measure  this 
viral  component,  has  opened  an  immense 
field  of  inquiry.  This  paper  briefly 
presents  some  of  .the  clinically  useful 
results  of  this  research. 


In  this  discussion  of  Antigenemia  of  Hepati- 
tis B we  shall  refer  to  the  infectious  agent 
as  Hepatitis  B Virus,  and  to  the  infection  it 
produces  as  Hepatitis  B.  The  viral  component 
for  which  immunologic  tests  are  available  is 
the  Hepatitis  B Antigen,  (HBAg)  and  anti- 
body against  this  component  is  Hepatitis  B 
Antibody  (HBAb) . All  of  the  other  names 
conferred  on  this  viral  component  seem  less 
suitable  because  of  their  erroneous  and  con- 
fusing epidemiologic  implications.  For  in- 
stance the  name  Australia  Antigen  implies 
some  peculiar  association  of  the  antigen  with 
the  Australian  subcontinent  or  Australian 
citizens  whereas  the  antigen  is  actually  rare 
in  Australians,  as  it  is  in  most  “Western” 
countries  of  the  temperate  climes.  Similarly 
calling  this  component  SH  (serum  hepatitis) 
antigen  implies  that  the  disease  with  which 
it  is  associated  is  transmitted  exclusively  or 
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predominantly  by  parenteral  contact,  but  re- 
cent epidemiologic  and  clinical  evidence  has 
proven  that  Hepatitis  B is  clearly  infectious 
by  interpersonal  contact  and  indeed  is  prob- 
ably most"  frequently  transmitted  by  such 
nonparenteral  contact. 

The  Hepatitis  B Antigen  is  a protein  which 
forms  the  outer  coat  of  the  Hepatitis  B virus. 
It  seems  likely  that  the  Hepatitis  B Antigen 
in  and  of  itself  is  not  infectious  while  the 
complete  viral  particle,  including  both  the 
protein  coat  and  the  nucleic  acid  core,  is  cer- 
tainly infectious.  For  practical  purposes  any 
blood  or  body  fluid  which  contains  the  Hepa- 
titis B Antigen  should  be  considered  infec- 
tious, since  the  Antigen  and  the  complete  in- 
fectious virus  are  almost  always  present 
together. 

The  clinical  implications  of  Hepatitis  B 
antigenemia  can  be  considered  imder  the 
categories  of  Acute  Hepatitis,  Chronic  Hepa- 
titis and  the  Carrier  State. 

Acute  Hepatitis 

The  important  implications  of  Hepatitis  B 
antigenemia  in  acute  hepatitis  have  to  do  with 
the  prodrome  and  with  prognosis.  A high  pro- 
portion (10  - 20%)  of  persons  with  acute 
symptomatic  Hepatitis  B have  the  onset  of 
this  disease  as  a syndrome  of  arthralgia  or 
arthritis,  urticaria  and  headache.  This  syn- 
drome was  recognized  by  Caroli  in  the  1940’s 
and  has  been  called  Caroli’s  triad.  It  appears 
to  be  exclusively  associated  with  Hepatitis  B 
rather  than  Hepatitis  A infection.  At  the  time 
of  onset  of  these  symptoms,  liver  function 
tests  are  characteristically  normal,  and  the 
clue  that  this  is  the  prodrome  of  Hepatitis  B 
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comes  from  finding  the  Hepatitis  B Antigen 
in  the  patient’s  blood.  This  syndrome  may 
persist  for  up  to  three  weeks  prior  to  the 
onset  of  typical  clinical  and  biochemical  find- 
ings of  hepatitis.  The  syndrome  appears  to  be 
the  result  of  precipitation  of  complexes  of  the 
Hepatitis  B Antigen  and  Antibody  in  blood 
vessels,  joints  and  other  tissues.  The  syn- 
drome characteristically  disappears  with  the 
onset  of  jaundice. 

The  prognostic  significance  of  Hepatitis  B 
Antigenemia  in  acute  hepatitis  has  been 
studied  best  by  Neilson  et  aB  in  Copenhagen. 
The  results  of  their  study  are  diagrammed  in 
Fig.  1.  They  found  that  whereas  only  15  per 
cent  of  their  patients  with  acute  Hepatitis  B 
whose  blood  became  negative  for  Hepatitis  B 
Antigen  developed  chronic  liver  disease,  80 
per  cent  of  patients  with  persistent  Hepatitis 
B antigenemia  developed  chronic  liver  dis- 
ease. From  this  we  may  conclude  that  per- 
sistence of  Hepatitis  B antigenemia  after 
acute  hepatitis  signifies  persisting  liver  dis- 
ease. 

Chronic  Liver  Disease 

Observations  at  several  medical  centers, 
including  our  own,  suggest  that  the  signifi- 
cance of  Hepatitis  B antigenemia  in  the  ab- 
sence of  evidence  of  acute  recently-acquired 
hepatitis  is  quite  different.  For  one  thing,  the 
antigen  will  almost  without  exception  persist 
indefinitely  in  the  person’s  serum.  Thus,  a 
person  without  clinical  or  biochemical  evi- 
dence of  acute  hepatitis  who  is  found  to  have 
Hepatitis  B Antigen  in  his  serum  is  either  in 
the  early  prodrome  of  acute  hepatitis  or  is  a 
chronic  carrier  who  will  carry  the  antigen  for 
years.  Secondly,  in  contrast  to  the  situation 
in  acute  hepatitis  demonstrated  in  the  Danish 
study  quoted  above,  the  presence  of  Hepatitis 
B antigenemia  in  a chronic  carrier  has  little 
or  no  prognostic  significance.  Much  more  im- 
portant are  the  clinical,  biochemical  and  his- 
tological indices  of  type  and  severity  of 
chronic  liver  disease. 

Finally,  at  least  in  the  population  of  blood 
donors  at  the  Belle  Bonfils  Memorial  Blood 
Bank  in  Denver,  the  finding  of  a high  titer 
of  Hepatitis  B Antigen  is  usually  indicative  of 
demonstrable  liver  disease.  More  than  forty 
of  the  sixty  high  titer  antigen-positive  donors 


Fig.  1.  (Replotted  jrom  Nielsen  et  al,  New  Engl. 
J.  Med.  285:1157,  1971).  Plotted  along  the  horizon- 
tal axis  are  numbers  of  patients  in  each  category. 
Plotted  on  the  vertical  axis  is  the  percentage  of 
followup  biopsies  showing  each  histologic  appear- 
ance. Followup  biopsies  were  performed  2 to  19 
months  after  the  first  diagnostic  biopsy.  All  pa- 
tients had  histologically  proven  HBAg-positive 
acute  hepatitis  when  first  admitted  to  hospital.  In 
88  patients  antigenemia  was  transient,  disappear- 
ing before  thirteen  weeks  of  followup.  Forty-seven 
of  these  patients  had  followup  biopsies  which 
showed  that  only  seven  patients,  or  fifteen  per  cent 
had  evidence  of  chronic  liver  disease.  In  eleven  pa- 
tients antigenemia  persisted  beyond  thirteen  weeks. 
Ten  of  these  patients  had  followup  biopsies  and 
all  showed  chronic  liver  disease.  Thirteen  HBAg- 
positive  patients  were  lost  to  followup. 

studied  for  evidence  of  liver  disease  in  the 
past  three  years  have  had  unequivocal  bio- 
chemical or  histologic  evidence  of  hepatitis, 
usually  either  chronic  persistent  hepatitis  or 
subclinical  acute  hepatitis.  Many  of  the  re- 
maining donors  have  minimal  but  definite 
histologic  evidence  of  liver  disease.  A low 
titer  of  Hepatitis  B Antigen,  discoverable  only 
by  the  sensitive  radioimmunoassay  technic,  is 
not  often  associated  with  discoverable  liver 
disease  according  to  our  preliminary  data. 

Carrier  State 

One  of  the  most  important  questions  about 
Hepatitis  B Antigen  is  whether  its  presence 
marks  the  carrier  as  dangerously  infective  to 
his  fellow  citizens  at  home,  at  work  or  at  play. 
Several  prospective  studies  of  the  contacts  of 
medical  personnel  who  are  Hepatitis  B car- 
riers suggest  that  the  risk  of  infection  to  pa- 
tients and  fellow  workers  is  neghgible  as  long 
as  the  contact  does  not  include  exposure  to 
the  carrier’s  blood.  Our  studies  of  nineteen 
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chronic  carriers  and  their  twenty-six  house- 
hold contacts  suggest  that  transmission  of 
Hepatitis  B,  as  evidenced  by  antibodies 
against  Hepatitis  B Antigen  in  the  serum  of 
household  contacts,  is  rare  and  confined  al- 
most exclusively  tO'  spouses  of  the  chronic 
carriers.  There  is  also  a suggestion  that  infec- 
tivity  of  the  chronic  carrier  correlates  with 
the  degree  of  hepatitis  activity  in  his  liver. 
This  finding  fits  intiiguingly  well  with  the 
observation  of  Reinicke  et  al^  that  blood  don- 
ors with  antigenemia  but  normal  liver  func- 
tion tests  and  normal  liver  biopsies  not  only 
did  not  transmit  hepatitis  tO'  the  recipients  of 
their  blood  but  did  not  appear  to  have  the 
complete  virus  present  in  their  blood  as  de- 
termined by  electron  microscopy.  On  the 
other  hand,  persons  with  definite  biochemical 
and  histologic  evidence  of  hepatitis  activity 
were  found  to  have  infectious  blood  which 


contained  complete  viral  particles  on  elec- 
tron microscopy. 

Conclusion 

The  Hepatitis  B Antigen  has  important 
clinical  significance.  This  paper  points  out 
some  useful  recent  developments  in  the  areas 
of  acute  hepatitis,  chronic  liver  disease  and 
the  Hepatitis  B carrier  state. 

Because  testing  for  Hepatitis  B Antigen  is 
less  than  four  years  old,  prospective  followup 
studies  are  rare  and  limited  in  duration.  The 
many  such  studies  generated  by  the  avail- 
ability of  sensitive  assays  for  Hepatitis  B An- 
tigen and  currently  underway  in  many  parts 
of  the  globe  will  certainly  yield  a wealth  of 
additional  knowledge  about  the  clinical  and 
epidemiologic  implications  of  Hepatitis  B an- 
tigenemia.  • 
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Most  Americans  apparently  do  not  consider  health  care  much  of  a problem.  A 
Gallup  Poll  conducted  last  month  asked  the  public  to  name  the  nation’s  two  most 
important  problems.  Sixteen  problems  were  identified  (the  cost  of  living  led  the 
list),  but  health  care  was  not  among  them.  At  about  the  same  time,  a poll  com- 
missioned by  Blue  Shield  of  Massachusetts  shows  56%  of  the  public  favors  a 
federally-sponsored  national  health  insurance  program,  based  on  need  and  admin- 
istered by  private  insurance  firms,  over  a proposal  similar  to  the  Kennedy-Griffiths- 
Labor  plan.  Only  34%  favor  the  latter.  None  of  those  interviewed  complained  about 
the  quality  of  medical  care. 
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Reactive  hypoglycemia* 


A clinical-physiologic  approach  to  diagnosis  and  treatment 


Louis  Hagler,  MD,  Fred  D.  Hofeldt,  MD,  Edward  G.  Lufkin,  MD, 

and  Robert  H.  Herman,  MD,  Denver** 


This  paper  outlines  a method  for 
assessing  reactive  hypoglycemia  on  the 
basis  of  objective  findings  by  readily 
available  and  standard  methods.  Such  an 
assessment  not  only  improves  diagnostic 
certainty,  but  also  aids  in  determining  the 
proper  therapeutic  approach. 


In  the  past,  hypoglycemia  has  been  defined 
arbitrarily  as  a blood  glucose  below  a certain 
stated  value.^  Hypoglycemic  states  have  been 
classified  clinically  into  two  main  groups, 
based  on  the  relationship  between  food  in- 
take and  the  occurrence  of  symptoms.^  Fast- 
ing hypoglycemia  is  a chronic  problem  which 
develops  in  the  fasting  state.  Substrate  de- 
ficiency (i.e.,  chronic  hypoglycemia)  impairs 
central  nervous  system  metabolism  leading  to 
hypoxia.  In  this  setting,  it  is  not  the  hypogly- 
cemia, but  rather  cerebral  hypoxia  which  pro- 
vokes the  symptoms.^  Since  consciousness 
may  be  impaired,  and  spontaneous  recovery 
precluded  by  glucose  deficiency,  this  form  of 
hypoglycemia  is  considered  life-threatening. 
In  contrast,  the  more  commonly  encountered 
hypoglycemia,  postprandial  or  reactive,  oc- 
curs a variable  length  of  time  following 
meals.  This  form  of  hypoglycemia  is  due  to 
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altered  glucose-insulin  relationships.  The 
acute  onset  of  hypoglycemia  triggers  cate- 
cholamine release,  which  in  turn  provokes 
the  symptoms.^  Since  consciousness  is  usually 
preserved,  and  spontaneous  recovery  the  rule, 
postprandial  hypoglycemia  is  not  considered 
life-threatening.  Reactive  hypoglycemia  is  a 
common  problem,  due  to  a variety  of  causes 
and  for  this  reason  it  presents  both  diagnos- 
tic and  therapeutic  challenges  to  the  physi- 
cian. 

When  viewed  in  the  broadest  terms,  hy- 
poglycemia is  an  expression  of  imbalance  be- 
tween glucose  utilization,  insulin  release  and 
homeostatic  counter-regulatory  mechanisms.® 
The  full  five-hour  glucose  tolerance  test 
(GTT)  must  be  performed  in  order  to  detect 
late  hypoglycemic  reactions  which  might  go 
undetected  if  a shorter  testing  period  were 
utilized.  Since  cortisol  is  one  of  the  key 
counter-regulatory  homeostatic  mechanisms 
in  hypoglycemia,  changes  in  plasma  cortisol 
may  be  used  as  an  indicator  of  the  occurrence 
of  hypoglycemic  stress.®*^  The  cortisol  changes 
provide  objective  evidence  of  hypoglycemic 
stress  and  improve  diagnostic  certainty.  If 
pathologic  hypoglycemia  occurs  and  imposes 
a bona  fide  hypoglycemic  stress  on  the  pa- 
tient, cortisol  levels  will  increase  by  at  least 
5 fjLg/100  ml  to  levels  greater  than  20  gg/lOO 
ml.’^  Evaluation  of  cortisol  responses  will  con- 
firm the  presence  of  hypoglycemic  stress  and 
further  will  differentiate  clearly  symptoms  or 
low  blood  sugars  which  are  not  associated 
with  pathologic  hypoglycemia.  Failure  of 
blood  cortisol  to  rise  indicates  either  the  ab- 
sence of  bona  fide  hypoglycemia  or  failure 
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of  counter-regulatory  mechanisms.  The  intra- 
venous glucose  tolerance  test  (IVGTT)  allows 
computation  of  the  half-time  for  the  disap- 
pearance of  glucose  (i.e.,  K value)  and  assess- 
ment of  the  readily  releasable  insulin  pool. 
This  allows  more  precise  characterization  of 
the  type  of  hypoglycemic  response.  Studies  in 
the  normal  volunteer  subjects  provided  a 
basis  for  comparison,  and  established  the  nor- 
mal range  of  values  for  our  laboratory. 

These  factors  easily  can  be  assessed  by 
standard  and  readily  available  methods  in  a 
clinic  or  private  office.  Using  such  an  ap- 
proach, the  correct  diagnosis  can  be  estab- 
lished in  the  majority  of  patients  so  that  ap- 
propriate specific  therapy  can  be  instituted. 

Materials  and  Methods 

Twenty-eight  patients  were  referred  for  study 
on  the  basis  of  hypoglycemic  symptoms  or  a low 
blood  sugar.  Evaluation  included  a standardized 
history  and  physical  examination.  Patients  were 
instructed  to  consume  at  least  300  gm  of  dietary 
carbohydrate  daily  for  three  days  before  the 
studies  were  carried  out.  Blood  was  sampled  via 
a #19  scalp-vein  needle  inserted  into  an  ante- 
cubital  vein.  Attached  to  the  needle  was  a three- 
way  stopcock  to  which  was  connected  a 30  ml 
syringe  filled  with  approximately  1 ml  of  1:1000 
heparin  and  the  remainder  saline.  Periodic 
“flushing”  of  the  needle  with  the  saline-heparin 
mixture  prevented  clotting  and  the  stopcock  al- 
lowed intermittent  sampling  of  venous  blood.  In 
this  fashion  multiple  blood  samples  were  obtained 
from  the  same  site,  obviating  the  requirement  for 
multiple  venipunctures.  An  alternate  approach  to 
intermittent  sampling  consisted  of  a continuous 
normal  saline  infusion,  and  periodic  sampling  via 
a three-way  stopcock.  With  either  technic,  precau- 
tions should  be  taken  to  prevent  dilution  of  the 
blood  samples  with  saline.  A standard  five  hour 
GTT  was  performed  using  a 100  gm  glucose  load, 
evenly  ingested  over  a 3-minute  period,  to  simu- 
late the  fed  state.  Blood  glucose  was  measured 
every  thirty  minutes  for  five  hours,  and  immunore- 
active  insulin  (IRI)  levels  every  thirty  minutes  for 
three  hours.  Blood  for  plasma  cortisol  determina- 
tion was  obtained  prior  to  the  ingestion  of  glucose, 
with  the  occurrence  of  hypoglycemic  symptoms, 
and  thirty  and  sixty  minutes  later.  On  a different 
day  an  IVGTT  was  performed  using  25  gm  of 
glucose  given  as  50  cc  of  a 50  per  cent  solution 
over  three  minutes.  A venous  sampling  system 
similar  to  that  described  above  was  utilized,  and 
the  glucose  injected  in  the  opposite  arm.  Blood 
glucose  was  measured  at  0,1,5,10,15,20,25  and  30 
minutes,  and  IRI  at  0,1,5,15  and  30  minutes.  As  a 
basis  for  comparison,  similar  studies  were  per- 


formed on  twenty  normal  volunteers,  ages  18  to 
34.  These  studies  were  carried  out  on  a metabolic 
ward. 

Blood  glucose  was  measured  by  an  automated 
glucose  oxidase  method.^  Immunoreactive  insulin 
was  estimated  by  the  coated  charcoal  method  of 
Herbert  et  al.9  Plasma  cortisol  was  determined  by 
the  modified  method  of  De  Moor  et  al.^® 

Results  and  Discussion 

Normal  Subjects:  Twenty  normal  volun- 
teer subjects  were  evaluated  (Fig.  1).  These 
subjects  showed  a prompt  rise  in  blood  sugar 
during  the  oral  GTT  with  close  temporal  syn- 
chronization between  glucose  elevation  and 
insulin  release.  It  should  be  noted  that  blood 
glucose  values  as  low  as  40  mg/ 100  ml  were 
occasionally  seen  in  this  group  between  3% 
and  4 hours.  This  is  the  time  period  during 
which  exogenous  glucose  is  disappearing,  and 
the  body  is  shifting  to  endogenous  glucose 
production  to  maintain  blood  sugar.  Despite 
the  transient  low  blood  sugar  values  that 
would  meet  the  criteria  of  hypoglycemia  of 
other  investigators,  these  normal  subjects  had 
neither  symptoms  nor  an  increase  in  plasma 
cortisol.  This  confirms  the  occurrence  of  low 
blood  sugar  values  in  normal  persons  which 
in  itself  does  not  represent  clinically  signifi- 
cant hypoglycemia.  “ 

As  a result  of  our  studies  we  were  able  to 
classify  our  patients  into  one  of  the  following 
four  categories  of  reactive  hypoglycemia:  (1) 
idiopathic,  (2)  diabetic,  (3)  alimentary,  and 
(4)  hormonal.  A fifth  category  of  transient, 
asymptomatic  low  blood  glucose,  transitional 
“hypoglycemia”,  was  not  seen  in  these  pa- 
tients, but  was  seen  in  the  normal  subjects  as 
noted  above.  We  prefer  to  call  this  (5)  transi- 
tional blood  glucose  level. 


Fig.  1.  Glucose -insulin  interrelationships  in  normal 
subjects.  Upper  (stippled)  curve  and  lower 
(hatched)  curve  representing  mean  plasma  glucose 
and  insulin  respectively.  In  each  curve  the  width 
indicates  ± SEM. 
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IDIOPATHIC  HYPOGLYCEMIA  N'-  l7 

MEAN  CORTISOL  16  — 28  {At2i  i)^g/lOOml 

MEAN  K ^66^0.56%  per  minuie 

♦ MEAN  PEAK  GLUCOSE  44  ♦ 3 mm.  I48  * 6mq/l00rr>l 

* MEAN  PEAK  I RI  69  2 7 min , 109  2 14  w.  U/ ml 


Fig.  2.  Glucose-insulin  interrelationships  in  idio- 
pathic reactive  hypoglycemia.  Shown  for  compari- 
son in  shaded  areas  are  the  mean  plasma  glucose 
(above)  and  insulin  curves  (below)  of  normal  con- 
trol subjects.  Black  rectangle  indicates  the  mean 
time  ± SEM  of  the  occurrence  of  hypoglycemic 
symptoms. 

(1)  Idiopathic  Hypoglycemia:  Seventeen 
patients  with  idiopathic  hypoglycemia  under- 
went evaluation  (Fig.  2).  The  oral  GTT’s 
evoked  symptomatic  hypoglycemia  and  con- 
comitant plasma  cortisol  rise  which  charac- 
terize this  group  of  patients.  Blood  glucose 
values  fell  below  the  normal  range  where 
they  remained  for  the  duration  of  the  test. 
The  glucose  nadir  was  both  later  and  lower 
than  normal,  coincident  with  hypoglycemic 
symptoms  which  developed  between  SVz  to  4 
hours.  The  peak  insulin  value  was  no  longer 
synchronized  with  the  blood  glucose  peak. 
While  not  reflected  in  the  mean,  some  of 
these  patients  had  low  K values,  raising  the 
suspicion  of  diabetes  mellitus.  In  four  pa- 
tients there  was  peak  insulin  release  to  oral 
glucose  at  90  minutes  or  later,  and  in  four  a 
blunted  insulin  response  to  intravenous  glu- 
cose.’^ Thus,  five  of  the  patients  in  this  idio- 
pathic group  may  be  prediabetic  who  are  not 
yet  diagnosable  by  current  stamdard  testing 
procedures.  If  these  patients  are  excluded 
from  consideration,  the  striking  dyssynchrony 
between  peak  glucose  and  insulin  values  re- 
mains unchanged.  Since  they  do  not  account 
for  the  apparent  lag  in  insulin  secretion,  some 
other  factor  or  factors  must  be  operating  in 
this  group  of  patients  which  delays  the  timely 
release  of  insulin.  Some  patients  with  idio- 
pathic hypoglycemia  may  have  excessive  pe- 
ripheral insulin  responsiveness^  or  defective 
gluconeogenesis*^  as  well  as  a delay  in  timely 
insulin  secretion.  Others  have  proposed  that 
there  is  a relative  excess  of  insulin^  which 
may  be  due,  in  part,  to  the  apparent  delay  in 
insulin  secretion. 


(2)  Diabetic  Hypoglycemia:  Late  reactive 
hypoglycemia  was  studied  in  eight  patients 
with  adult  onset  diabetes  mellitus  (Fig.  3). 
Reactive  hypoglycemia  occurring  late  in  the 
five-hour  oral  GTT  is  not  uncommon  in  dia- 
betic patients,  and  may  be  the  presenting 
complaint  early  in  the  course  of  maturity- 
onset  diabetes  mellitus. Most  of  these  pa- 
tients have  excessive  insulin  levels,  and  char- 
acteristically show  delayed  insulin  release 
during  the  oral  GTT.  This  asynchrony  creates 
an  inappropriate  excess  of  insulin  at  a time 
when  the  blood  sugar  is  already  falling,  lead- 
ing to  further  symptomatic  reduction  in  blood 
sugar  levels.  During  the  oral  GTT,  the  mean 
glucose  nadir  and  hypoglycemic  symptoms 
occurred  between  4 and  4V2  hours.  The  IRI 
curve  revealed  both  the  characteristically  ex- 
cessive insulin  response  and  the  delayed  in- 
sulin release.  The  IVGTT  further  distin- 
guishes these  diabetic  patients  into  those  with 
normal  and  insufficient  insulin  release.^® 
Seven  patients  had  adequate  early  insulin  re- 
lease, and  one  had  diminished  early  releas- 
able insulin  during  the  IVGTT.  Decreased 
early  insulin  release  should  protect  against 
hypoglycemia,  which  occurs  only  if  additional 
features  such  as  peptic  ulcer  disease  or  gas- 
trointestinal (GI)  surgery  complicate  the 
clinical  setting.®  The  one  patient  with  de- 
creased early  releasable  insulin,  and  one  ad- 
ditional diabetic  patient,  had  both  undergone 
previous  surgery  for  peptic  ulcer  disease.  It 
may  be  that  hypoglycemia  is  more  common 
in  diabetic  patients  with  upper  gastrointes- 
tinal disease  than  in  the  ordinary  diabetic 
population.  The  mechanism  of  hypoglycemia 


Fig.  3.  Glucose-insulin  interrelationships  in  dia- 
betic reactive  hypoglycemic  patients  compared  to 
normal  control  subjects.  Data  presented  in  a man- 
ner similar  to  that  of  Fig.  2. 
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Fig.  4.  Glucose-insulin  interrelationships  in  two 
patients  with  previous  vagotomy  and  pyloroplasty. 
Data  presented  in  a manner  similar  to  that  of 
Fig.  2. 

in  diabetes  is  uncertain,  but  appears  to  in- 
volve a delay  in  the  timely  secretion  of  insu- 
lin. How  this  relates  to  the  presumed  pan- 
creatic beta-cell  abnormality  of  diabetes 
mellitus  is  not  known. 

(3)  Alimentary  Hypoglycemia:  Early  ali- 
mentary hypoglycemia  was  studied  in  two 
patients,  both  of  whom  had  had  vagotomy- 
pyloroplasty  for  intractable  peptic  ulcer  dis- 
ease (Fig.  4) . This  type  of  hypoglycemia  oc- 
curs in  a significant  per  cent  of  patients  with 
peptic  ulcer  disease  following  surgery.^®  The 
characteristic  abnormality  is  hyperinsulinism 
following  oral  glucose,  due  to  excessive  activ- 
ity of  the  various  gut  factors  which  stimulate 
or  potentiate  insulin  release.  These  include 
secretin,  gastrin,  pancreozymin-cholecysto- 
kinin,  and  intestinal  glucagon-like  immunore- 
active  material. In  these  patients  the  oral 
GTT  may  be  normal,  or  show  early  hyper- 
glycemia. Therefore,  hypoglycemia  is  not  de- 
pendent on  prior  hyperglycemia,  and  is  re- 
lated to  the  hyperinsulinism.®  In  our  patients 
there  was  early  hyperglycemia,  followed 
abruptly  by  a precipitous  fall  of  blood  sugar 
to  symptomatic  hypoglycemic  levels  at  IV2 
hours.  The  early  hyperglycemia  is  similar  to 
that  seen  in  the  diabetic  group,  but  the 
prompt  lowering  of  blood  sugar  to  hypogly- 
cemic values  contrasts  with  the  late  hypogly- 
cemia of  diabetes.  Symptoms  appear  earlier 
than  in  any  other  hypoglycemic  group.  The 
insulin  response  is  excessive  and  delayed 
when  compared  to  normal  or  to  the  glucose 
values  for  this  group.  Hypoglycemia  in  these 
patients  is  thought  to  be  related  to  rapid  gas- 


tric emptying  so  that  presumably  a concen- 
trated glucose  load  causes  release  of  factors 
which  stimulate  increased  insulin  release. 
The  reason  for  the  apparent  delay  in  insulin  > 
secretion  is  not  known. 

(4)  Hormonal  Hypoglycemia:  Hypogly- 
cemia (both  fasting  and  postprandial)  may 
be  associated  with  various  endocrine  dis- 
orders.® Reactive  hypoglycemia  may  be  due 
to  abnormalities  of  growth  hormone,  cortisol, 
glucagon,  epinephrine  and  thyroid  hormone. 
One  patient  with  hormonal  reactive  hypogly- 
cemia due  to  hypothyroidism  was  studied 
(Fig.  5).  She  had  symptomatic  hypoglycemia 
at  4 hours,  with  asynchrony  in  insulin  secre- 
tion. In  this  patient  the  cortisol  response 
failed  to  meet  the  criteria  for  hypoglycemic 
stress.  The  first  possible  explanation  for  this  : 
is  that  true  pathologic  hypoglycemic  stress 
did  not  occur  which  is  unlikely  because  of  the 
hypoglycemic  symptoms.  The  second  possi- 
bility  is  failure  of  the  homeostatic  mechan-  1^' 
isms  necessary  to  counteract  hypoglycemia 
which  has  been  observed  in  hypothyroidism.^® 
The  hypoglycemia  disappeared  following 
treatment  of  this  patient’s  hypothyroidism. 

With  endocrine  dysfunction,  basal  hor- 
mone secretion  may  be  normal,  but  inade- 
quate in  response  to  stress.  Insufficient  re- 
serve function  leads  to  failure  of  homeostatic 
counter-regulatory  mechanisms  such  that  re- 
active hypoglycemia  occurs.  Overt  symptoms 
during  the  hypoglycemia  indicate  that  cate- 
cholamine secretion  is  intact.  If  such  epine- 
phrine-excess symptoms  do  not  develop,  it 
may  be  assumed  that  the  patient  has  ex- 
hausted his  catecholamine  reserves,  or  that 
there  was  insufficient  hypoglycemic  stress.  If 
during  the  GTT,  symptomatic  hypoglycemia 
occurs  and  there  is  no  rise  in  plasma  cortisol, 


Fig.  5.  54-year-old  female  with  hypothyroidism 
and  reactive  hypoglycemia.  Data  presented  in  a 
manner  similar  to  that  of  Fig.  2. 
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one  should  suspect  pituitary  or  adrenal  dis- 
ease. Likewise,  if  there  is  no  growth  hormone 
rise,  one  should  look  to  the  hypothalamic- 
pituitary  axis.^  Both  hyper-  and  hypo-thyroid- 
ism  can  be  ruled  out  by  clinical  evaluation 
and  appropriate  testing.  Hyperthyroidism  is 
the  only  type  of  endocrine  hyperfunction  that 
is  associated  with  reactive  hypoglycemia.® 

(5)  Transitional  Blood  Glucose  Level:  A 

fifth  category  of  apparent  low  blood  sugar  has 
been  described.  Blood  sugars  meeting  an  ar- 
bitrary numerical  definition  of  hypoglycemia 
are  occasionally  seen  in  normal  individuals” 
or  in  patients  with  a variety  of  complaints.® 
In  these  individuals  there  is  no  cortisol  re- 
sponse to  hypoglycemia,  and  no  relationship 
between  their  symptoms  and  low  blood  sugar 
values.  The  low  blood  sugar  seen  three  to 
four  hours  after  the  administration  of  glucose 
represents  a transitional  physiologic  condi- 
tion. During  this  time  the  glucose  load  has 
been  assimilated,  and  the  supply  of  glucose 
from  glucose  precursors  has  not  yet  become 
fully  available.  The  low  blood  sugars  occur- 
ring during  this  period  of  homeostatic  transi- 
tion from  glycolysis  to  gluconeogenesis  are 
not  pathologic  and  do  not  impose  an  hypo- 
glycemic stress.  To  establish  the  presence  of 
pathologic  hypoglycemia  there  must  be  an 
increase  in  counter-regulatory  hormones 
in  association  with  hypoglycemia,  or  de- 
ficiency of  these  hormones  such  that  they 
fail  to  respond  even  to  insulin-induced  hy- 
poglycemia.® This  category  allows  classifica- 
tion of  patients  who  are  hypoglycemic  only 
by  numerical  definition,  but  in  whom  the  be- 
nign nature  of  the  low  blood  sugar  is  con- 
firmed by  the  absence  of  simultaneous  symp- 
toms and  cortisol  changes. 


It  has  been  accepted  generally  that  the 
delay  in  insulin  secretion  accounts  for  the  re- 
active hypoglycemia  of  diabetes  mellitus.  A 
number  of  mechanisms  have  been  postulated 
to  explain  the  other  categories  of  reactive  hy- 
poglycemia but  delayed  insulin  secretion  has 
not  been  strongly  considered  among  them. 
Nevertheless,  the  data  in  these  twenty-eight 
patients  suggests  that  delayed  insulin  secre- 
tion may  be  common  to  all  categories  of  re- 
active hypoglycemia,  and  not  peculiar  to  the 
diabetic  group  (Table  1).  It  is  unlikely  that 
delayed  insulin  secretion  in  all  twenty-eight 
patients  is  due  to  underlying  diabetes  melli- 
tus. In  the  diabetic  group,  there  is  a delay  in 
both  glucose  and  insulin  peaks,  which  is  due 
to  the  defect  common  to  diabetes  mellitus.  In 
contrast,  the  other  groups  may  show  a delay 
only  in  insulin  secretion.  The  reason  for  the 
delay  is  uncertain,  and  is  probably  due  to  de- 
fects which  are  common  to  each  group.  In- 
spection of  previously  published  data  shows 
delayed  insulin  secretion  in  hypoglycemic  pa- 
tients, which  was  not  commented  upon.®*®*^® 
Once  the  specific  type  of  reactive  hypogly- 
cemia has  been  determined  appropriate  ther- 
apy can  be  provided.  Many,  but  not  aU 
patients  will  respond  to  a high  protein,  low 
carbohydrate  diet  given  in  more  than  the 
usual  three  feedings.  Oral  hypoglycemic 
agents  have  also  been  found  to  be  beneficial 
in  the  treatment  of  reactive  hypoglycemia.*® 
They  have  been  especially  useful  in  reactive 
hypoglycemia  of  diabetes  mellitus,  by  pro- 
moting a more  timely  relationship  between 
insulin  secretion  and  blood  glucose.®®  The 
oral  hypoglycemic  agents  singly  or  in  com- 
bination have  been  used  to  treat  other  forms 
of  reactive  hypoglycemia  as  well.*®  Since  it 
appears  that  insulin  secretion  is  delayed  in 


TABLE  1 

SUMMARY  OF  GLUCOSE-INSULIN  DATA 


MEAN  GLUCOSE  PEAK  MEAN  INSULIN  PEAK  MEAN  GLUCOSE  NADIR 


Number 

Value 
mg/100  ml 

Time 

mins. 

Value 
mg/100  ml 

Time 

mins. 

Value 
mg/100  ml 

Time 

mins. 

Normal 

20 

154  ± 4 

39  ± 3 

108  ± 9 

41  ± 4 

64  ± 3 

208  ± 

8 

Idiopathic 

17 

148  ± 6 

44  ± 3 

109  ± 14 

69  ± 7 

43  ± 2 

229  ± 

8 

Diabetic 

8 

258  ± 34 

68  ± 8 

204  ± 42 

103  ± 9 

48  ± 4 

248  ± 

17 

Alimentary 

2 

248 

45 

190 

75 

41 

150 

Hormonal 

1 

172 

30 

125 

60 

26 

240 
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these  other  categories  of  reactive  hypogly- 
cemia, the  beneficial  effect  of  the  oral  agents 
may  be  due  to  improved  timing  of  insulin  se- 
cretion. Further  treatment  of  the  specific  dis- 
order associated  with  reactive  hypoglycemia 
will  usually  lead  to  improvement.  Standard 
anticholinergic  and  sedative  therapy  of  pep- 
tic ulcer  disease  and  added  diet  therapy  as 
indicated  will  usually  relieve  alimentary  hy- 
poglycemia. In  hormonal  hypoglycemia,  cor- 
rection of  the  specific  hormonal  abnormality 
will  usually  resolve  the  problem. 

Summary 

Based  on  an  approach  which  evaluates  glu- 
cose utilization,  insulin  release,  and  counter- 
regulatory  mechanisms  we  have  evaluated 
twenty-eight  patients  with  reactive  hypogly- 
cemia and  compared  them  to  a normal  pop- 


ulation. Reactive  hypoglycemia  encompasses 
a spectrum  of  disorders  including  idiopathic, 
diabetic,  alimentary,  and  hormonal  types.  Pa- 
tients may  have  a combination  of  hypogly- 
cemia-provoking factors,  so  that  careful,  com- 
plete evaluation  is  mandatory.  An  unexpected 
finding  in  our  patients  was  that  peak  insulin 
secretion  lagged  behind  peak  glucose  values 
in  all  of  the  evaluated  types  of  bona  fide  re- 
active hypoglycemia.  The  reason  for  this  is 
unclear.  However,  utilizing  this  approach,  pa- 
tients can  be  placed  in  the  proper  diagnostic 
category,  so  that  appropriate  specific  therapy 
can  be  provided.  • 
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1-131  Urinary  excretion  studies* 


Invalidity  in  thyroid  carcinoma 


Thomas  A.  Verdon  Jr.,  MD,  Fred  D.  Hofeldt,  MD,  Charles  R.  Hartman,  MD, 

and  Edward  G.  Lufkin,  MD,  Denver** 


The  clinical  usefulness  of  radionuclides 
in  evaluation  of  the  postoperative 
thyroid  cancer  patient  is  critically  reviewed 
and  data  is  presented  on  the  invalidity 

of  urinary  1-131  excretion  studies. 


A CONSERVATIVE  SURGICAL  and  medical  ap- 
proach to  thyroid  carcinoma  is  now  being 
practiced  in  most  medical  centers.  Disfigur- 
ing, aggressive  surgery  is  no  longer  being  per- 
formed. Most  surgeons  now  feel  that  a bilat- 
eral subtotal  thyroidectomy  with  attention  to 
conserving  parathyroid  function  and  limited 
lymph  node  dissection  of  clinically  apparent 
lymph  nodes  is  adequate  treatment  for  the 
well  differentiated  papillary  and  follicular 
carcinoma  of  the  thyroid  gland.^'^  The  re- 
ports of  bilateral  foci  of  microscopic  car- 
cinoma in  the  contralateral,  grossly  un- 
affected thyroid  lobe^  lends  support  to  the 
rationale  of  total  thyroidectomy.  Since  the 
surgeon  cannot  perform  a truly  total  thy- 
roidectomy and  always  leaves  small  remnants 
of  functioning  thyroid  tissue  in  the  neck,  the 
nuclear  medicine  specialist  is  frequently 
called  upon  to  complete  the  thyroidectomy  by 
administering  radionuclides. 

‘This  paper  was  presented  in  part  at  the  Colorado  Region- 
al Meeting  of  the  American  College  of  Physicians  in 
association  with  the  Colorado  Society  of  Internal  Medicine 
in  Colorado  Springs,  January,  1973  and  at  the  Society  of 
Nuclear  Medicine  National  meeting  in  Boston,  Massa- 
chusetts, July,  1972. 

‘•From  the  Nuclear  Medicine  and  Endoctrine  Service, 
Fitzsimons  Army  Medical  Center,  Denver. 


In  the  postoperative  evaluation  of  a pa- 
tient with  well  differentiated  thyroid  car- 
cinoma for  residual  functioning  tissue,  imag- 
ing studies,  urinary  1-131  excretion  studies 
and  PBI-131  conversion  ratios  have  been  per- 
formed to  assess  the  anatomical  and  func- 
tional capability  of  residual  normal  thyroid 
or  tumor  tissue.  We  reviewed  our  recent  ex- 
perience in  evaluating  these  well  differen- 
tiated tumors  with  imaging  studies,  PBI-131 
conversion  ratios,  and  urinary  1-131  excretion 
studies.  Our  results  strongly  suggest  that  the 
urinary  excretion  studies,  although  they  are 
widely  performed,'*'®  should  not  enter  into 
consideration  for  further  therapy. 

Materials  and  Methods 

Twenty-five  patients  with  well  differen- 
tiated thyroid  carcinoma  were  evaluated 
postoperatively  with  1-131  for  evidence  of  re- 
sidual functioning  thyroid  tissue.  There  were 
fifteen  papillary  carcinomas,  seven  follicular, 
and  three  mixed  papillary-follicular  car- 
cinomas in  this  group.  Fifty-three  studies 
were  performed  on  these  twenty-five  pa- 
tients. Each  patient  had  a seven  day  urinary 
1-131  excretion  study.  Daily  urine  collections 
were  made  and  an  aliquot  was  counted  in  a 
well-counter  for  determining  the  specific  ac- 
tivity of  1-131.  Based  upon  this  method,  the 
total  per  cent  of  the  administered  1-131  dose 
excreted  over  a seven  day  period  was  calcu- 
lated. PBI-131  conversion  studies  were  done 
over  a seven  day  period  according  to  an  anion 
exchange  method.®  All  patients  were  studied 
for  anatomical  evidence  of  residual  tissue  by 
imaging  technic  using  the  gamma  scintillation 
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camera  following  the  oral  administration  of 
a 1 or  2 mCi  dose  of  1-131.  Whole  body  scans 
were  taken  over  the  neck,  chest  and  abdomen 
in  all  patients.  Each  patient  also  had  a rec- 
tilinear scan  of  the  neck  and  upper  medias- 
tinum. 

Restihs 

Of  the  fifty-three  studies  performed 
in  these  twenty-five  patients,  thirty-three 
studies  showed  evidence  of  scannable  thyroid 
tissue  and  in  twenty  studies  there  was  no  evi- 
dence of  scannable  tissue  in  the  neck  or  chest. 

In  patients  with  scannable  thyroid  tissue 
in  the  postsurgical  period,  the  seven  day  total 
excretion  of  1-131  ranged  from  30.3  per  cent 
to  130.6  per  cent  with  a mean  value  of  82.6% 
zh  3.3%  S.E.M.  In  patients  with  no  scannable 
1-131  concentrating  thyroid  tissue,  the  urinary 
excretion  ranged  from  35  per  cent  to  113.1  per 
cent  with  a mean  value  of  76.4%  it  4.9% 
S.E.M.  showing  much  overlap  with  the  scan- 
nable tissue  group.  Seven  day  PBI-131  con- 
version studies  in  patients  with  scannable  tis- 
sue showed  a mean  value  of  0.013%  ±: 
0.0024%  per  liter  S.E.M.  with  the  range  of 
0.0015%  to  .079%  per  liter.  In  patients  with- 
out scannable  tissue,  these  studies  showed  a 
mean  value  of  0.005%  ± 0.0009%  S.E.M.  per 
liter,  with  the  range  of  0.001%  to  0.017%  per 
liter.  The  PBI-131  conversion  ratio  did  allow 
better  separation  between  the  groups 
(p<0.05). 

Discussion 

When  there  is  no  functioning  thyroid  tis- 
sue, the  administered  radioactive  1-131  should 
be  excreted  as  inorganic  ionic  halogen.  This 
excretion  follows  a monophasic  exponential 
pattern  with  95  per  cent  of  the  administered 
dose  recovered  in  the  urine  in  a 72  hour  pe- 
riod. 

The  urinary  excretion  studies  in  thyroid 
cancer  patients  have  long  been  held  to  be  in- 
accurate. Huycke  and  Mahin  had  previously 
noted  that  the  collection  of  urine  on  an  out- 
patient status  is  an  imprecise  procedure,  and 
errors  readily  enter  into  this  determination.^ 
They  reported  a more  reliable  method  of  de- 
termining retention  of  1-131  through  use  of  a 
whole  body  counter.  These  inaccurate  results 


in  urinary  1-131  excretion  may  be  due  to  er- 
rors in  the  assay  technics  which  may  be  sec- 
ondary to  measurement  of  volume  or  to  in- 
accuracy of  counting  ahquot  samples.  The 
most  commonly  considered,  error  is  that  of 
the  patient  failure  to  complete  the  urine  col- 
lection. However,  in  our  series  of  patients, 
there  were  some  patients  who  were  very  com- 
pulsive and  faithfully  collected  all  urine.  Yet 
even  in  these  patients,  a total  urinary  1-131 
excretion  of  30  to  130%  was  obtained,  indi- 
cating that  under  the  best  circumstances  the 
urinary  collections  can  be  misleading.  It  has 
been  shown  from  whole  body  scans,®  post- 
mortem study  and  bowel  excretion  studies 
that  1-131  may  be  concentrated  in  extrathy- 
roidal  tissue  which  may  include  the  salivary 
glands,  the  mucosa  of  the  entire  gastrointes- 
tinal tract,  the  ovaries  and  even  the  liver. 

Pochin®  has  reported  on  the  reliability  of 
PBI-131  conversion  ratio  in  determining  re- 
sidual functioning  thyroid  tissue.  In  his  series, 
a value  of  0.003  per  cent  per  liter  was  ob- 
tained in  those  individuals  in  whom  it  was 
very  unlikely  that  residual  functioning  thy- 
roid tissue  was  present.  In  individuals  who 
had  a value  of  greater  than  0.01  per  cent  per 
liter,  tissue.,  was  felt  to  certainly  be  present. 
Though  our  studies  with  the  PBI-131  conver- 
sion ratio  show  a different  range  from  that 
of  Pochin,  they  do  allow  a fair  separation  be- 
tween individuals  with  and  without  function- 
ing tissue  (p<0.05) . We  have  used  this  value 
to  determine  if  further  ablative  treatment 
should  be  given,  particularly,  if  it  supports 
the  data  obtained  from  scanning  technics. 

In  our  patients,  there  was  considerable 
overlap  in  the  urinary  1-131  excretion  regard- 
less of  the  presence  or  absence  of  residual 
functioning  1-131  concentrating  tissue.  These 
urinary  1-131  excretion  studies  again  confirm 
the  inaccuracy  of  the  method,  and  data  from 
such  studies  should  not  enter  into  considera- 
tion for  further  therapy. 

More  recently,  we  have  been  doing  whole 
body  retention  studies  using  the  gamma  cam- 
era as  a whole  body  counter.  Though  the  data 
from  this  method  is  preliminary,  it  has  shown 
to  be  an  extremely  helpful  and  accurate 
method  of  determining  1-131  retention  in 
these  patients. 
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Summary 

In  studying  the  radiokinetics  of  1-131  in 
postoperative  thyroid  cancer  patients  as  de- 
termined by  imaging,  urinary  excretion  and 
PBI-131  conversion  studies,  we  have  pre- 
sented data  showing  that  the  urinary  excre- 
tion studies  can  be  grossly  inaccurate.  There 
was  a considerable  overlap  in  values  of 
groups  showing  scannable  and  no  scannable 
thyroid  tissue.  Inaccuracies  make  such  deter- 


minations unadvisable  and  they  should  never 
influence  the  consideration  for  further  radio- 
ablative therapy  for  thyroid  carcinoma  pa- 
tients. The  PBI-131  conversion  ratio  has  been 
more  useful  in  separating  patients  with  func- 
tioning from  those  with  no  functioning  tissue. 
Whole  body  counting  of  retained  1-131  has 
now  been  shown  to  give  more  accurate  infor- 
mation on  1-131  retention  and  thereby  elim- 
inates the  need  of  grossly  inaccurate,  often 
imprecise  urinary  excretion  studies.  • 
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When  Emergencies  Arise 

An  arrangement  that  allows  certain  agencies  to  call  or  be  called  from  locations 
outside  their  local  calling  area  without  a long  distance  charge  is  now  available  from 
Mountain  Bell. 

The  service,  called  “Emergency  Foreign  Exchange  Service,”  is  available  to 
police,  sheriff  and  fire  departments,  public  schools  (except  colleges  and  universities), 
county  hospitals  and  other  health  facilities  operated  by  local  governments  that  pro- 
vide emergency  or  ambulance  services. 

The  new  service  is  available  within  the  jurisdictional  boundaries  of  these 
agencies  when  the  boundaries  don’t  coincide,  or  fall  outside  those  of  local  telephone 
exchange  areas. 

For  instance,  a sheriff’s  office  in  a county  served  by  two  or  more  telephone 
exchanges  could  obtain  a local  telephone  line  to  bordering  exchanges.  The  sheriff’s 
department  would  pay  only  for  a one-party  business  line.  There  would  be  no  long 
distance  charges  for  calls  made  or  received  on  these  facilities. 

Any  agency  desiring  further  information  about  exact  costs  should  contact 
the  nearest  Mountain  Bell  Business  Office. 
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A spectrum  of  anaerobic  infections* 


E.  Dale  Everett,  MD,  Denverf  j 


Analysis  of  twenty-three  patients  with 
anaerobic  bacterial  infections  emphasizes 
the  importance  of  clinical  awareness  and 
laboratory  confirmation  as  basis  for 
successful  therapy. 


Anaerobic  bacteria  have  been  known  to  pro- 
duce disease  in  humans  for  almost  a cen- 
tury, but  these  infections  continue  to  go  un- 
recognized because  of  unfamiliarity  with 
them  by  physicians  and  poor  laboratory  tech- 
nics for  their  identification.  The  advent  of 
better  antimicrobial  agents  with  resultant 
control  of  many  aerobic  bacterial  infec- 
tions and  development  of  less  cumbersome 
but  still  difficult  laboratory  procedures  have 
led  to  a resurgence  of  interest  in  anaerobic  in- 
fections during  the  past  ten  years.  Over  the 
preceding  few  years  a number  of  papers  have 
been  published  which  have  dealt  with  anae- 
robic bacterial  diseases,  and  in  particular,  the 
genus  Bacteroides.^'^ 

It  is  the  purpose  of  this  paper  to  relate 
some  experiences  with  anaerobic  bacterial  in- 
fections encountered  in  patients  in  a general 
hospital  and  the  organisms  recovered  in  a 
routine  microbiology  laboratory.  Because  of 
a lack  of  sophisticated  technics  and  the  lack 
of  awareness  of  a number  of  practicing  phy- 
sicians in  this  hospital,  it  is  thought  that  the 
material  presented  represents  only  the  tip  of 
a large  iceberg  pertaining  to  the  actual  inci- 
dence of  anaerobic  bacterial  diseases.  Despite 
these  shortcomings,  it  is  proposed  that,  with 
little  time  and  expense,  most  laboratories  of 
community  hospitals  should  at  least  be  able 
to  diagnose  many  of  the  clinically  significant 
infections,  as  has  been  done  in  our  hospital. 

tFrom  the  Department  of  Medicine,  Fitzsimons  Army  Med- 
ical Center,  Denver. 

‘Presented  at  the  Regional  Meeting  of  the  American  Col- 
lege of  Physicians  in  association  with  the  Colorado  So- 
ciety of  Internal  Medicine  in  Colorado  Springs,  January 
1973.  The  opinions  or  assertions  contained  herein  are  the 
private  views  of  the  author  and  are  not  to  be  construed 
as  official  or  as  reflecting  the  views  of  the  Department 
of  the  Army  or  the  Department  of  Defense. 


Methods 

Over  the  past  one  and  one-half  years,  all 
anaerobic  isolates  were  tabulated  in  the  Mi- 
crobiology Laboratory.  During  this  period  of 
time  there  were  eighty-one  separate  isolates 
from  seventy-three  patients.  Of  these  pa- 
tients, the  clinical  records  of  fifty-three  were 
available  for  review  and,  of  these,  twenty- 
three  were  considered  to  have  clinically  sig- 
nificant isolates.  The  criteria  utilized  to  de- 
termine cause  and  effect  of  the  organisms 
producing  disease  is  as  follows: 

A.  A clinical  setting  compatible  with  in- 
fection, i.e.,  fever,  leukocytosis,  presence  of 
an  abscess,  or  other  sources  for  bacteria. 

B.  In  this  group  of  patients,  the  following 

cultural  characteristics  of  the  organism  had  ' 
to  be  fulfilled.  (1)  Isolation  in  blood  cultures 
with  no  aerobic  organisms  present.  (2)  Isola- 
tion as  the  sole  organism  from  pus.  (3)  Isola- 
tion from  foul  smelling  exudate.  (Four  pa- 
tients in  the  classification  had  a concomitant 
aerobe,  but  two  of  these  had  multiple  blood 
cultures  positive  for  Bacteroides.)  , 

Blood  cultures  were  drawn  in  bottles  con-  ! 
taining  an  enriched  chocolate  agar  slant,  with  i 
25cc  of  tryptocase  soy  broth,  five  per  cent 
sodium  polyanethol  sulfonate  and  ten  per  : 
cent  COo  and  incubated  at  37°C.  Pus  and  tis- 
sue were  inoculated  into  thioglycollate  broth  f 
and  occasionally  chopped  meat  medium  and  ‘ 
were  also  streaked  onto  blood  agar  plates  and  j 
incubated  at  37 °C  in  a Gas  Pak  System  (Gas  j 
Pak  Anaerobic  System,  BBL,  Cockeysville,  I 
Maryland) . Examination  of  the  cultures  was  | 
done  at  24  to  120  hours,  depending  upon  the  1 
appearance  of  visible  growth.  All  blood  cul-  , 
tures  were  examined  at  24,  48,  72  hours  and  ! 
seven  and  fourteen  days,  then  discarded  if  i 
negative.  Identification  of  the  organisms  was  ' 
performed  according  to  the  manual  of  the 
Anaerobe  Laboratory,  Virginia  Polytechnic  ! 
Institute  and  State  University.® 
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Results 

Utilizing  the  procedures  as  outlined,  there 
were  twenty-five  species  of  anaerobic  bac- 
teria isolated  from  twenty-three  patients. 
Many  patients  had  multiple  isolates  of  the 
same  organism.  Organisms  considered  to  be 
causative  of  disease  included  Bacteroides 
(12),  Peptococcus  (3),  Eubacterium  (3), 
Propinobacterium  (2),  Clostridium  (1),  Ac- 
tinomyces (2),  Bifidobacterium  (1),  and  Mi- 
croaerophilic  Streptococcus  (1).  All  cultures 
became  positive  within  24  to  48  hours.  Of  the 
group  of  patients  reviewed,  fourteen  of 
twenty-three  had  blood  cultures  drawn  and, 
of  these,  seven  had  positive  cultures,  six  of 
which  were  Bacteroides  species. 

Sources  of  significant  isolates  were  blood 
(7),  pelvic  abscesses  (6),  wound  abscesses 
(3),  liver  abscesses  (3),  subcutaneous  ab- 
scesses (2) , intra-abdominal  abscesses  (2) , 
perirectal  abscess  (1),  and  ventricular  cere- 
brospinal fluid  (1).  Of  the  twenty-three  pa- 
tients, thirteen  were  postoperative,  most 
having  had  some  type  of  abdominal  surgery. 
In  two  of  these,  infections  were  due  to  per- 
forated bowel  (perforated  appendix  with 
multiple  liver  abscesses  and  Bacteroides  bac- 
teremia, diverticular  perforation  with  a large 
pyogenic  liver  abscess  due  to  microaerophilic 
streptococcus) , in  two  others  the  anaerobic 
infections  were  secondary  to  trauma  to  the 
abdomen,  and  the  remaining  six  patients  had 
no  obvious  portal  of  entry.  Four  of  seven  pa- 
tients with  bacteremia  had  intra-abdominal 
abscesses  harboring  the  same  organism. 

Clinical  analysis  disclosed  that  nineteen 
of  twenty-three  patients  would  be  considered 
good  hosts.  The  exceptions  were  three  pa- 
tients with  chronic  renal  failure  and  one  with 
severe  hepatic  failure.  Nineteen  of  the  pa- 
tients exhibited  fever  from  100°  to  105°F. 
One  patient  with  renal  failure  and  sepsis 
failed  to  have  a febrile  response.  A clue  to 
his  diagnosis  was  the  rather  acute  onset  of 
mental  lethargy  in  the  presence  of  an  ab- 
dominal wound  infection,  and  both  the 
wound  and  blood  cultures  yielded  Bacte- 
roides. Leukocytosis  occurred  in  eighteen  of 
twenty-three  patients,  but  white  blood  cell 
counts  ranged  from  3,600  to  56,000/cu  mm. 
Two  patients  with  septicemia  due  tO'  Bacte- 
roides failed  to  demonstrate  leukocytosis. 


The  major  bedside  clue  to  the  presence  of 
an  anaerobic  infection  in  these  patients  was 
the  detection  of  foul-smelling  exudate.  Bac- 
teremias seemed  t0‘  be  no  different  clinically 
than  those  of  aerobic  gram-negative  or  gram- 
positive organisms.  The  patient  with  clos- 
tridial sepsis  did  not  manifest  massive  hemol- 
ysis, which  can  be  a clinical  tipoff  to  this  in- 
fection. 

Response  to  therapy,  which  consisted  of 
systemic  antibiotics  and  drainage  of  absces- 
ses, was  excellent  in  most  cases.  Three  pa- 
tients were  treated  with  antibiotics  alone, 
and  two  died.  The  survivor  most  likely  had 
a post-hysterectomy  pelvic  abscess  with 
documented  Bacteroides  bacteremia  which 
responded  slowly  to  therapy  with  chloram- 
phenicol. Of  the  two  patients  who  suc- 
cumbed, one  had  multiple  liver  abscesses  due 
to  Bacteroides,  not  amenable  to  surgical 
drainage,  and  septicemia  with  the  same  or- 
ganism. The  other  patient  with  hepatic  fail- 
ure and  clostridial  sepsis  expired  prior  to  in- 
stitution of  effective  antibiotic  therapy. 

In  general,  therapy  consisted  of  chloram- 
phenicol for  gram-negative  anaerobic  rod  in- 
fections, namely  Bacteroides  fragilis,  and 
penicillin  or  one  of  its  derivatives  for  the  re- 
mainder of  the  organisms. 

Discussion 

Recognition  of  anaerobic  bacterial  infec- 
tions is  of  great  importance  because  of  their 
limited  susceptibility  to  antibiotics.  Bacte- 
roides is  the  most  common  organism  isolated, 
with  Bacteroides  fragilis  being  the  most  com- 
mon species  (seven  of  12  in  this  series),  and 
this  organism  is  inadequately  covered  by 
most  regimens  used  to  treat  gram-negative 
sepsis. 

In  order  to  diagnose  anaerobic  infections 
a high  index  of  clinical  suspicion  must  be 
maintained.  The  clinical  setting  is  of  para- 
mount importance,  e.g.,  fever  in  the  post-ab- 
dominal surgery  patient  or  in  the  patient  who 
has  sustained  either  penetrating  or  blunt 
trauma  to  the  abdomen.  Although  anaerobes 
can  cause  virtually  any  type  of  infection  that 
aerobes  can,  certain  illnesses  require  a par- 
ticular high  index  of  clinical  suspicion, 
namely  brain,  lung,  liver  and  pelvic  absces- 
ses, putrid  empyema,  draining  fistulas  of  the 
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cervicofacial  area,  and  soft  tissue  infections 
in  which  gas  or  putrid  exudate  is  present. 
Even  in  the  absence  of  the  above,  pus  should 
be  gram  stained  and  cultured  for  anaerobic 
organisms. 

In  addition  to  failure  to  entertain  the  pos- 
sibility of  an  anaerobic  infection,  a common 
reason  for  lack  of  diagnosis  is  improper  pro- 
curement of  specimens.  Many  of  the  anaer- 
obes are  fastidious,  and  short-time  exposure 
to  air  will  result  in  nonviability.  Therefore, 
specimens  must  not  be  allowed  to  remain  in 
the  operating  room  or  in  the  laboratory.  To 
overcome  this  problem,  specimens  may  be 
inoculated  directly  into  thioglycollate  broth, 
chopped  meat  medium  and  into  a gassed  out 
bottle  for  transport  to  the  laboratory.  This 
bottle  may  be  purchased  commercially 
(Anaerobic  Transport  Bottle,  Hyland  Lab- 
oratories). Despite  careful  technics,  one  may 
not  be  able  to  grow  the  organism;  therefore, 
gram  stain  should  be  done  which  may  show 
organisms  which  are  morphologically  com- 
patible with  anaerobic  bacteria  or  disclose 
flora  which  are  obvious  but  negative  on  cul- 
ture. Recently,  a new  method  of  culturing 
anaerobes  has  been  described,  which  simpli- 
fies transport  and  culture  of  specimens.®  Cer- 
tain enriched  selective  media  will  increase 
yield  and  prevent  aerobic  overgrowth.® 

Therapy,  as  illustrated  by  the  cases  re- 
ported herein,  usually  requires  systemic  an- 
tibiotics and  drainage  of  abscesses.  As  with 
other  closed  space  infections,  the  latter  seems 
to  be  of  greater  importance.  Chloramphenicol 


or  penicillin,  depending  upon  the  organism, 
was  utilized  in  this  series  of  patients  with 
excellent  results.  Recent  data  woiild  indicate 
that  perhaps  7-chloro-7-deoxylincomycin 
(Cleocin,  Upjohn)  may  be  the  drug  of  choice 
for  many  anaerobic  infections,  particularly  of 
the  gram-negative  variety,  perhaps  with  the 
exception  of  brain  abscess. Most  routine 
laboratories  cannot,  at  the  present  time,  per- 
form adequate  in  vitro  antibiotic  sensitivities 
for  anaerobes;  therefore,  one  needs  to  depend 
upon  information  from  those  with  that  cap- 
ability. Studies  would  indicate  that  penicillin 
or  one  of  its  derivatives  is  adequate  for  the 
majority  of  anaerobes,  with  the  exception  of 
Bacteroides  fragilis,  for  which  tetracycline, 
chloramphenicol  or  7-chloro-7-deoxylincomy- 
cin  should  be  used.'*'®'^®'”'^^ 

Summary 

The  cases  of  twenty-three  patients  with 
anaerobic  bacterial  infections  are  analyzed. 
The  majority  of  patients  were  postoperative 
or  had  sustained  trauma.  Clinical  clues  to  the 
presence  of  an  anaerobic  infection  are  abscess 
formation  which  contain  foul  smelling  pus. 
Response  to  therapy  is  excellent  if  the  diag- 
nosis is  entertained,  proper  antibiotic  ther- 
apy is  instituted,  and  the  abscesses  are  amen- 
able to  surgical  drainage.  It  is  of  importance 
to  make  the  correct  diagnosis,  because  the 
most  common  organism  isolated,  Bacteroides 
fragilis,  is  usually  not  sensitive  to  the  anti- 
biotics utilized  in  the  therapy  of  gram-neg- 
ative infections.  • 
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organfsrns,  as^in:  • infected  burns,  skin  grifts,  surg^al  incisions,  otitis  e)ftema 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
•’secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
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of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
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5,000  units;  zinc  bacitracin  4-00  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  V4  oz.  and  %2  oz.  (approx.)  foil  packets. 

/ Burroughs  Wellcome  Co. 

-1/-A  / Research  Triangle  Park 

Welkom/  North  Carolina  27709 


103rd  Annual  Session 


COLORADO  MEDICAL  SOCIETY 


Broadmoor  Hotels  Colorado  Springs^  Colorado 


September  19-22^  1973 


WEDNESDAY,  September  19 

8:00  a.m.— ORIENTATION  COURSE 

12:00  noon— REGISTRATION 

1:00  p.m.— HOUSE  OF  DELEGATES,  FIRST  MEETING 

3:30  p.m.— REFERENCE  COMMITTEE  MEETINGS 


THURSDAY,  September  20 

9:00  a.m.— MARRIAGE— A BED  OF  TROUBLE 

Lindsay  A.  Curtis,  MD 

10:30  a.m.— THE  PHYSICIAN— A HUMAN  IN  CRISIS- 
PANEL 

Richard  N.  Hey,  MD 
Armin  Grams,  PhD 


1:30  p.m— SCIENTIFIC  PAPERS  BY  CMS  MEMBERS 


6:00  p.m.— RECEPTION 

Hosted  by  Dr.  and  Mrs.  William  A.  H.  Rettherg 
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Guest 

Speakers 


{FRIDAY,  September  21 

9:00  a.m.— RELICENSURE:  ASSESSMENT  OF  PROFES- 
SIONAL COMPETENCE  BY  PERFORMANCE 

Edwin  C.  Evans,  MD 


AN  END  TO  LIFE-LONG  LICENSURE 

R.  C.  Derbyshire,  MD 


10:30  a.m— RELICENSURE— PANEL 

Moderator:  Frank  Cozzeffo,  MD 

Participants:  Drs.  Edwin  C.  Evans,  R.  C.  Derbyshire,  Roger 
Mifchell,  Jack  Q.  Gallagher 


7:00  p.m.— ANNUAL  BANQUET  AND 

INSTALLATION  OF  OFFICERS 

Speaker:  Russell  B.  Rofh,  MD 

President,  American  Medical  Association 


SATURDAY,  September  22 

8:30  a.m.— SEXUAL  ENIGMAS— SEX  TALK  WITH  YOUR 
PATIENTS 

Harold  I.  Lief,  MD 


10:00  a.m.— SEXUAL  ENIGMAS— SEX  TALK  WITH  YOUR 
PATIENTS— PANEL 

Moderator:  Laurence  M.  Currier,  MD 

Participants:  Drs.  Harold  I.  Lief,  Laurence  Laycob,  Donald 
Johnson,  Peter  Mayerson 


2:00  p.m.— POST-MEETING  SEMINAR,  COLORADO 

PSYCHIATRIC  SOCIETY 

MARITAL  PSYCHOTHERAPY— THREE 
DIFFERENT  APPROACHES 

Harold  I.  Lief,  MD 

$5.00  registration  fee.  Open  to  all  physicians  (spouses  in- 
vited, no  fee). 


LINDSAY  A.  CURTIS,  MD 
Private  Practice  of 
Obstetrics  and  Gynecology 
Ogden,  Utah.  Author  of 
syndicated  medical 
column,  "For  Women  Only" 


RICHARD  N.  HEY,  MD 
Family  Social  Science, 
University  of  Minnesota 


ARMIN  GRAMS,  PhD 
Professor,  Department 
of  Home  Economics,  Human 
Development  Program, 
University  of  Vermont 


R.  C.  DERBYSHIRE,  MD 


EDWIN  C.  EVANS,  MD 
Immediate  Past  President, 
American  Society  of 
Internal  Medicine, 

Clinical  Associate  Professor 
of  Medicine, 

Emory  University 
School  of  Medicine 


HAROLD  I.  LIEF,  MD 
Professor  of  Psychiatry 
and  Director  of  Program 
on  Family  Studies, 
University  of  Pennsylvania 
School  of  Medicine 
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95th  Annual  Meeting 

MONTANA  MEDICAL  ASSOCIATION 


Holiday  Inn  - West^  Billings^  Montana 
October  4-6^  1973 


The  95th  Annual  Meeting  of  the  Montana  Medical  Association  will  convene  on  Thurs- 
day, Friday,  and  Saturday,  October  4,  5,  and  6,  in  Billings,  Montana. 

All  of  the  scientific  and  business  sessions  of  this  annual  meeting  will  be  held  in  the 
Holiday  Inn  - West.  All  physicians  are  cordially  invited  and  are  most  welcome  to  attend 
this  Annual  Meeting.  Again  this  year  there  will  be  no  registration  fee. 


The  House  of  Delegates  of  the  Montana  Medical  Association  will  convene  for  its  first 
session  at  9:30  o'clock  on  Thursday  morning,  October  4.  During  this  initial  session,  all  com- 
mittee reports,  resolutions,  and  other  business  of  the  Association  will  be  introduced  and  re- 
ferred to  the  appropriate  reference  committee  for  study.  The  second  session  of  the  House 
will  convene  at  11:00  o'clock  on  Thursday  morning  for  the  election  of  officers  for  the 
1973-74  administrative  year.  The  reference  committees  of  the  House  are  scheduled  to  meet 
at  1:30  o'clock  on  Thursday  afternoon  to  receive  testimony  and  opinions  of  the  members 
of  this  Association  upon  the  many  items  of  business.  The  third  and  final  session  of  the  House 
of  Delegates  will  convene  at  8:30  o'clock  on  Saturday  morning,  October  6.  During  this  ses- 
sion, the  report  of  each  reference  committee  will  be  presented  and  its  recommendations  upon 
the  reports  and  resolutions  will  be  officially  acted  upon  by  the  delegates. 
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The  scientific  sessions  of  the  95th  Annual  Meeting  will  convene  on  Friday,  October  5. 
The  Committee  on  Scientific  Sessions  of  this  Association  has  arranged  for  the  following  guest 
clinicians: 


J.  Cuthbert  Owen,  MD 

Professor  of  Surgery 
Director,  Emergency  Medical  Services 
University  of  Colorado  Medical  Center 
Denver,  Colorado 

Henry  C.  Cleveland,  MD 

General  Thoracic  and  Cardiovascular  Surgery 
Trauma  Committee,  American  College  of  Surgery 
Chief,  Region  VIII 
Denver,  Colorado 

Mr.  Patrick  E.  Wyse,  Chairman 

Montana  Emergency  Medical  Services 
Advisory  Council 

Conrad,  Montana 


Harold  C.  Habein,  Jr.,  MD 

General  Thoracic  and  Cardiovascular  Surgery 
Chairman,  Montarja  Committee  on  Trauma, 
American  College  of  Surgery 
Billings,  Montana 

Colonel  Arvild  J.  Christensen 

Military  Support  Plans  Officer 
Army  National  Guard  Headquarters 
Helena,  Montana 


D.  A.  Mills,  MD 

Chief,  Rescue  and  Emergency  Medical 
Services  Division 

U.  S.  Department  of  Transportation 
Washington,  D.  C. 


The  annual  reception  and  banquet  of  the  Montana  Medical  Association  will  be  held 
on  Friday  evening,  October  5,  at  the  Holiday  Inn  - West.  Charles  A.  Hoffman,  MD,  Im- 
mediate Past-President,  American  Medical  Association,  will  be  the  guest  speaker  on  this 
occasion. 

Again,  the  officers  and  members  of  the  Montana  Medical  Association  extend  a very 
cordial  invitation  to  all  physicians  in  the  Rocky  Mountain  area  to  attend  the  95th  Annua! 
Meeting  in  Billings.  You  may  be  assured  of  a most  cordial  welcome. 

Sincerely, 

Hollis  K.  Lefever,  MD,  President 

Robert  P.  Yost,  MD,  Secretary-Treasurer 
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70th  ANNUAL  MEETING 
NEVADA  STATE  MEDICAL  ASSOCIATION 

with  NEVADA  NURSES'  ASSOCIATION 
and  NEVADA  HOSPITAL  ASSOCIATION 
The  Sands  Hotel  - - Las  Vegas^  Nevada 
October  24^27,  1973 

Credit:  3 hours  AAFP 


TUESDAY,  October  23 

7:30  p.m.— -NEVADA  STATE  MEDICAL  ASSOCIATION  EXECUTIVE 
COMMITTEE  MEETING 

WEDNESDAY,  October  24 

2:00  p.m.— NEVADA  STATE  MEDICAL  ASSOCIATION  HOUSE  OF 
DELEGATES,  First  meeting 

THURSDAY,  October  25 

REFERENCE  COMMITTEES  MEET 
BLUE  SHIELD  BOARD  OF  DIRECTORS 
PRESIDENTS'  BREAKFAST 

FRIDAY,  October  26 

SCIENTIFIC  SESSION 

9:00  a.m.— PHYSIOLOGY  OF  THE  ACUTELY  INJURED 

Charles  R.  Baxter,  MD 
University  of  Texas, 

Southwestern  Medical  School, 

Dallas,  Texas 


9:30  a.m.— ACUTE  RENAL  FAILURE 

Garry  L.  /Cantor,  MD 
Las  Vegas,  Nevada 


9:45  a.m.— ANTIBIOTICS— THE  ACUTELY  INJURED  PATIENT 

Hiram  C.  Polk,  MD 

University  of  Louisville  Medical  School 
Louisville,  Kentucky 
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10:00  a.m.— VIEW  EXHIBITS 


10:1S  a.m.— SHOCK  LUNG 

Richard  J.  Browning,  MD 
Las  Vegas,  Nevada 

T0:30  Q.m.— PATHOLOGY  IN  ACUTE  TRAUMA 

Merle  Haber,  MD 
University  of  Nevada 
School  of  Medical  Sciences, 

Reno,  Nevada 

10:45  a.m.-^PANEL  DISCUSSIONS— QUESTIONS  AND  ANSWERS 

11:45  a.m.-.PRIN  DEMONSTRATION 

(Professional  Rescue  Instructors,  Nevada— Immediate  emergency  medical 
care— Program  has  been  nationally  recognized  as  outstanding  example 
of  training  of  paramedical  personnel) 

John  W.  Batdorf,  MD 
Las  Vegas,  Nevada 

2:00  p.m.— NEVADA  STATE  MEDICAL  ASSOCIATION  HOUSE  OF 
DELEGATES,  Second  meeting 


AFTERNOON  FREE 

7:00  p.m.— PRESIDENT'S  RECEPTION 

8:00  p.m.— AWARDS  DINNER 

Dancing 


SATURDAY.  October  27 

GENERAL  ASSEMBLY  OF  NEVADA  STATE  MEDICAL  ASSOCIATION, 
NEVADA  NURSES'  ASSOCIATION,  AND  NEVADA  HOSPITAL  ASSOCIATION 

1:30  p.m.— NEVADA  STATE  MEDICAL  ASSOCIATION  HOUSE  OF 

DELEGATES,  Third  meeting 


^ 

WOMAN'S  AUXILIARY  TO  NEVADA  STATE  MEDICAL  ASSOCIATION 

WEDNESDAY.  October  24 

1:00  to 

4:30  p.m.— WORKSHOP— HEARING  TESTING 
6:00  p.m.— SOCIAL  HOUR  AND  DINNER 

Wives  of  registered  physicians  are  welcome. 
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78th  Annual  Scientific  Sessions 

UTAH  STATE  MEDICAL  ASSOCIATION 

Hotel  Utah^  Salt  Lake  City^  Utah 
October  10U2^  1973 


Wednesday,  October  10 


Thursday,  October  11 


12:00  noon— LUNCHEON  f:00  a.m.— DIAGNOSTIC  PROCEDURES 

Simple  Procedures  That  Will  Help  Borh  You  and  the 
Patient 

12:15  p.m. — LUNCHEON  fronces  J.  Stem,  MD,  Assistant  Professor 

of  Dermatology,  University  of  Oregon 

Pills.  Patients^  and  Politics  Medical  School 

Speaker:  Russell  B.  Rofh,  MD 

President,  American  Medical  Association 
Chicago,  Illinois 


2:10  p.m— NATIONAL  HEALTH  INSURANCE 
SYMPOSIUM— PANEL 

Moderator:  Ernest  L.  Wilkinson,  MD 

AMA  Medieredit  Plan 

Russell  B.  Rofh,  MD 

Cost  Containment  and  Health  Insurance 

Mr.  Richard  A.  Berman,  Director  of  Policy 

Development — Health,  Economic  Stabilization 
Program,  HEW 

The  Health  Security  Program 

Mr.  Stanley  B.  Jones,  Professional  Staff  Member, 
Senate  Health  Sub-committee 
Committee  on  Labor  and  Public  Welfare 


10:00  a.m— TOPICAL  THERAPY 

When  Wet,  Dry  It;  and  When  Dry,  Wet  it— Do  You 
Know  the  Difference  Between  Wet  and  Dry? 

Gerald  G.  Krueger,  MD,  Salt  Lake  City 


10:45  a.m.— Slide  Presentation  of  Nine  Common 

Dermatological  Problems.  How  to  Diagnose 
Them,  How  to  Treat  Them,  and  the 
Significance  of  the  Disease— Panel 

Moderator:  Gerald  G.  Krueger,  MD 

Participants:  Drs.  Frances  J.  Sforrs,  Robert  G.  Wilson  and 
Dennis  D.  Russell. 


6:30  p.m.— RECEPTION  AND  BANQUET 
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Guest  Speakers 


12:15  p.m.— LUNCHEON 

Clinical  Studies  on  the  Metabolism  of  Marijuana;  or 
Do  We  Turn  Ourselves  On? 

Speaker:  Louis  Lemberger,  PhD,  MD,  Lilly 

Laboratories  for  Clinical  Research,  Marion 
County  General  Hospital,  Indianapolis, 
Indiana 


2:00  p.m.— FUTURE  SHOCK  IN  MEDICINE- 
SYMPOSIUM 

Moderator:  Alan  R.  Nelson,  MD 

Potential  Future  Roles  of  State  Licensing  Boards 

Lawrence  Miike,  MD,  JD,  Political  and  Legal  Analysis 
Branch,  National  Center  for  Health  Services, 
Research  and  Development,  Rockville,  Maryland 

Quality  of  Medical  Care-Consumer  Participation  and/ 

or  Control? 

Charles  E.  Lewis,  MD,  Professor  of  Medicine  and 
Public  Health;  Head,  Division  of  Ambulatory  and 
Community  Medicine,  School  of  Medicine, 
University  of  California  at  Los  Angeles 

Medical  Education:  Cost,  Curriculum,  Control — 

Whose  Responsibility? 

William  Campbell  Felch,  MD,  President,  American 
Society  of  Internal  Medicine,  Rye,  New  York 

Evening— SPECIALTY  SOCIETY  DINNERS  AND  MEETINGS 

Friday,  October  12 

9:00  a.m.— FORENSIC  MEDICINE— PANEL 

Moderator:  James  T.  Wesfon,  MD,  Salt  Lake  City 

Participants:  Milion  Helpern,  MD,  Chief  Medical 
Examiner,  City  of  New  York 
Don  Harper  Mills,  MD,  JD,  Clinical 
Profenor  of  Pathology,  USC  School  of 
Medicine,  Consultant  in  Forensic  Medicine, 
Los  Angeles 

12:15  p.m.— LUNCHEON 

Medicine's  Future  in  Politics — Color  it  PAC 

Speaker:  Hoyt  D.  Gardner,  MD, 

AMPAC,  Louisville,  Kentucky 

2:00  p.m.— SEX  SYMPOSIUM— PANEL 

Moderator:  Morton  A.  Sfenchever,  MD 

Salt  Lake  City 

Participants:  Robert  A.  H.  Kinch,  MD,  Professor  and 
Head,  Department  of  Obstetrics  and 
Gynecology,  McGill  University,  Montreal 
General  Hospital,  Canada 
Nyla  J.  Cole,  MD,  Associate  Professor, 
Department  of  Psychiatry, 

University  of  Utah 


L.  Lemberger,  PhD,  MD 


Charles  F.  Lewis,  MD 


Dennis  D.  Russell,  MD 


Frances  J.  Storrs,  MD 


L.  Miike,  MD,  JD 


Don  H.  Mills,  MD,  JD 


Hoyf  D.  Gardner,  MD 


William  C.  Felch,  MD 


Photos  not  available: 

Robert  G.  Wilson,  MD 
Robert  A.H.  Kinch,  MD 
Nyla  J.  Cole,  MD 
Morton  A.  Stenchever,  MD 


Stanley  B.  Jones 


Milton  Helpern,  MD 


James  T.  Weston,  MD 


Gerald  G.  Krueger,  MD 
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70th  ANNUAL  MEETING 
WYOMING  STATE  MEDICAL  SOCIETY 


Jackson  Lake  Lodge^  Moran^  Wyoming 
August  28-31^  1973 


TUESDAY,  AUGUST  28 

9:00  a.m.— ANNUAL  GOLF  TOURNAMENT 

10:00  a.m.— REGISTRATION 

ORIENTATION  FOR  NEW  MEMBERS 

12:00  noon— PEER  REVIEW  COMMITTEE  MEETING 

1:00  to  CONTINUING  MEDICAL 
3:30  p.m.— EDUCATION  SEMINAR 

AAFP — 3 hours 

MANAGEMENT  OF  CARDIAC 
EMERGENCIES 

Timofhy  Fleming,  MD 
Lander,  Wyoming 

MANAGEMENT  OF  THE  UNCONSCIOUS 
PATIENT,  ENDOCRINE  DISORDERS 

James  A.  Maddy,  MD 
Casper,  Wyoming 

MANAGEMENT  OF  THE  UNCONSCIOUS 
PATIENT,  NEUROLOGIC  DISORDERS 
Malvin  Cole,  MD 
Casper,  Wyoming 

MANAGEMENT  OF  ORTHOPEDIC 
EMERGENCIES 

Robert  C.  Carnahan,  MD 
Casper,  Wyoming 

6:00  p.m.— COUNCIL  MEETING 


WiDNESDAY,  AUGUST  29 

8:00  a.m.— REGISTRATION 

10:00  am.— HOUSE  OF  DELEGATES, 

OPENING  SESSION 

Speech:  FOR  CRISIS'  SAKE,  WHAT'S  NEXT? 

Russell  B.  Roth,  MD 

12:15  p.m.— WYOPAC  LUNCHEON 

Speech:  POLITICAL  ACTION- 

NOW  MORE  THAN  EVER 
Mrs.  Lee  Ann  Elliott 

2:00  p.m.— MEETINGS  OF  REFERENCE  COMMITTEES 
6:30  p.m.— COCKTAILS 

7:30  p.m.— EXHIBITORS'  BUFFET 

Special  Entertainment 
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THURSDAY,  AUGUST  36 


8:00  a.m.— REGISTRATION 


SCIENTIFIC  SESSIONS 

9:00  a.m.— PEPTIC  ULCER  DISEASE 

AND  SURGICAL  MANAGEMENT 

Frank  G.  Moody,  MD 
Professor  and  Chairman 
Department  of  Surgery 
University  of  Utah 
College  of  Medicine, 

Salt  Lake  City 


9:45  a.m.— ANTIBIOTIC  SELECTION  IN 

THE  CRITICALLY  ILL  PATIENT 

WilHam  J.  Holloway,  MD 
Director, 

Infectious  Disease  Research  Laboratory 
Wilmington  Medical  Center 
Wilmington,  Delaware 


10:30  a.m.— BREAK 


10:45  a.m.— SEXUAL  COUNSELING  FOR 

THE  FAMILY  PHYSICIAN 

William  Draegemueller,  MD 
Associate  Professor 

Department  of  Obstetrics  and  Gynecology 

University  of  Colorado 

University  of  Colorado  Medical  Center, 

Denver 


Guest 

Speakers 


Russell  B.  Roth,  MD 
President,  American 
Medical  Association 


Mrs.  Lee  Ann  Elliott 
Associate  Executive 
Director,  AMPAC 


George  C.  Prison,  PhD 
Head,  Department  of 
Anthropology,  University 
of  Wyoming, 

Laramie 


11:15  a.m.— CENTRAL  INTRAVENOUS 
HYPERALIMENTATION 

Robert  N.  McClelland,  MD 
Professor  of  Surgery 
Southwestern  Medical  School  at  Dallas, 
University  of  Texas 


12:15  p.m.— LUNCHEON 


1:45  p.m.— THERMOGRAPHY  AND  ITS 

APPLICATION  IN  BREAST  CANCER 
DIAGNOSTICS 

N.  J.  M.  Aarh,  MD 
Chairman, 

First  European  Congress  on  Thermography 
The  Netherlands 


2:30  p.m.— FACTS  AND  FALLACIES  CONCERNING 
THE  NEWER  ANTIBIOTIC  AGENTS 

William  J.  Holloway,  MD 

3:15  p.m.— BREAK 

for  August  1973 


3:30  p.m.— PROSTAGLANDINS 

William  Draegemueller,  MD 

4:15  p.m.— NON-PARENTERAL  NUTRITIONAL 
SUPPORT  OF  SURGICAL  PATIENTS 

Robert  N.  McClelland,  MD 

5:30  p.m.— COCKTAILS 

7:30  p.m.— ANNUAL  BANQUET 

Speech:  PREHISTORIC  BISON  UTILIZATION 
ON  THE  PLAINS 

George  C.  Prison,  PhD 

9:00  p.m.— DANCING 

FRIDAY,  AUGUST  31 

8:00  a.m.— REGISTRATION 

9:00  a.m.— HOUSE  OF  DELEGATES, 

CLOSING  SESSION 

11:30  a.m.— COUNCIL  MEETING 

1 2:00  noen— ADJOURNMENT 
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University  of  Colorado  School  of  Medicine, 
Continuing  Medical  Education 

lOTH  ANNUAL  HOSPITAL  MEDICAL 
STAFF  CONFERENCE 

YMCA  Conference  Center,  Estes  Park,  Colorado 

September  10-14,  1973 

Fee:  $125.  Credit:  30  hours  AAFP. 

***** 

HIGH  RISK  INFANT  CARE 

University  of  Colorado  School  of  Medicine, 

4220  East  Ninth  Avenue,  Denver,  Colorado 

October  8-12,  1973 

Limited  Registration. 

PATHOLOGY  IN  GYNECOLOGY 
AND  OBSTETRICS 
Aspen,  Colorado 

October  14-18,  1973 

***** 

ORAL  CANCER  SEMINAR 

University  of  Colorado  School  of  Medicine, 

4200  East  Ninth  Avenue,  Denver,  Colorado  80220 

October  15,  1973 

For  further  information  and  a detailed  pro- 
gram write  to:  The  Office  of  Postgraduate  Med- 
ical Education,  University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Denver,  Colo- 
rado 80220. 


33RD  ANNUAL  CONGRESS  ON 
OCCUPATIONAL  HEALTH 
The  Benjamin  Franklin  Hotel, 

Philadelphia,  Pennsylvania 

September  17-18,  1973 

Contact:  33rd  AMA  Congress  on  Occupational 
Health,  American  Medical  Association,  535  N. 
Dearborn  St.,  Chicago,  Illinois  60610. 

Credit:  12  hours  AAFP. 


The  Department  of  Otolaryngology,  of  the 
University  of  Illinois,  at  the  Medical  Center 

THE  ANNUAL  OTOLARYNGOLOGIC 

ASSEMBLY 

October  20-26,  1973 

)fs  « 

COURSE  IN  LARYNGOLOGY  AND 
BRONCHOESOPHAGOLOGY 

Eye  and  Ear  Infirmary, 

University  of  Illinois  Hospital,  Chicago,  Illinois 
November  12-17,  1973 

Contact:  Department  of  Otolaryngology,  Eye 
and  Ear  Infirmary,  1855  West  Taylor  Street,  Chi- 
cago, Illinois  60612. 


American  College  of  Chest  Physicians 

39TH  ANNUAL  SCIENTIFIC  ASSEMBLY 
Four  Seasons  Sheraton  Hotel, 

Toronto,  Ontario,  Canada 

October'21-25,  1973 

Contact:  American  College  of  Chest  Physicians, 
112  East  Chestnut  Street,  Chicago  60611. 


Albuquerque  and  Bernalillo  County 
Medical  Association 

SYMPOSIUM  ON  SPORTS  MEDICINE 
Albuquerque,  New  Mexico 

September  8,  1973 

Contact:  Thomas  A.  Bodnar,  Executive  Direc- 
tor, Albuquerque  and  Bernalillo  Coimty  Medical 
Association,  3010  Monte  Vista  Blvd.,  NE,  Albu- 
querque, New  Mexico  87106. 

American  Academy  of  Pediatrics  and 
The  Children’s  Hospital,  Denver 

PEDIATRIC  GASTROENTEROLOGY  AND 
INFECTIOUS  DISEASE 
The  Lodge  at  Vail,  Vail,  Colorado 
September  17-19,  1973 

Contact:  Gerald  E.  Hughes,  MD,  Director,  De- 
partment of  Educational  Affairs,  American  Acad- 
emy of  Pediatrics,  P.O.  Box  1034,  Evanston,  Illi- 
nois 60204. 


American  College  of  Gastroenterology 
38TH  ANNUAL  CONVENTION 
October  22-24 

ANNUAL  COURSE  IN  POSTGRADUATE 

GASTROENTEROLOGY 

Biltmore  Hotel,  Los  Angeles,  California 

October  25-27,  1973 

Contact:  American  College  of  Gastroenter- 
ology, 299  Broadway,  New  York,  N.  Y.  10007. 

Interstate  Postgraduate  Medical  Association 
of  North  America 

58TH  ANNUAL  SCIENTIFIC  ASSEMBLY 
Palmer  House,  Chicago,  Illinois 

October  29-November  1,  1973 

Contact:  Alton  Ochsner,  MD,  Program  Chair- 
man, Interstate  Postgraduate  Medical  Association, 
P.O.  Box  5445,  Madison,  Wisconsin  53705. 
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The  Penrose  Cancer  Hospital 

CANCER  SEMINAR- 
CANCER  OF  THE  BREAST 
Broadmoor  Hotel,  Colorado  Springs,  Colorado 
November  2-3,  1973 

Credit:  10  hours  AAFP. 

Contact:  J.  Frank  Wilson,  MD,  Penrose  Cancer 
Hospital,  2215  N.  Cascade  Ave.,  Colorado  Springs, 
Colorado  80907. 


American  Association  of  Blood  Banks 

26TH  ANNUAL  MEETING 
Americana  Hotel,  Bal  Harbour,  Florida 
November  10-15,  1973 

Contact:  Lois  James,  American  Association  of 
Blood  Banks,  Suite  608,  1828  L Street,  NW,  Wash- 
ington, D.  C.,  (202)  872-8333. 


1974  SOUTHWEST  ALLERGY  FORUM 
Camelback  Inn,  Phoenix,  Arizona 
January  14-16,  1974 

Contact:  E.  G.  Barnet,  MD,  Suite  233D,  550  W. 
Thomas  Road,  Phoenix,  Arizona  85013. 


PUBLICATION 
PRINTING . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

• 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc./ 
Monitor  Publications 

2177  W.  7th  DENVER  892-0166 


ASTHMA-HAYFEVER-ALLERGY  SUFFERERS 

Protect  Yourself  and  Your  Family  Against  Irritating  Pollens,  Bacteria,  Smoke  and  other  Pollutants. 

BREATHE  FRESH,  PURE  AIR... 


Remove  Air  Pollution  in  Your  HOME  With  a . . . 


TAX  DfDUCTIBLE 

When  prescribed  by  your  Doctor 

• Absolute  filter — high  efficiency,  long  life — no  bothersome 
cleaning. 

• No  cracking  or  popping — no  toxic  ozone  emissions. 

• Gentle  oir  flow — no  drafts. 


AIR 

PURIFIER 

(NON  ELECTROSTATIC) 

Removes  up  to  99%  of  foreign  particles  in 
room  air.  Smoke,  dust,  pollens,  bacteria  and 
other  contaminants  are  eliminated.  Developed 
for  NASA  for  use  in  the  space  program.  Tested 
by  the  Notional  Bureau  of  Standards. 


CLEANER  AIR  FOR  BETTER  LIVING 


COMMERCIAL  UNITS 

AVAILABLE 

Master  Charge 


Glean  Air  Distributors,  Inc. 

10100  W.  27th  Avenue 
Lakewood,  Co.  80215 
(303)  232-4616 


Kingsen  Air  Purifiers  are  quality  built, 
using  top  grade  materials  and  the  fin- 
est construction.  Designed  for  long 
life,  they  are  sold  on  a performance 
guaranteed  basis. 

BankAmericard 
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Colorado 

John  Leonard  Swigert,  MD,  well  known  in  the 
ophthalmological  circles  of  our  area,  died  Friday, 
June  22,  1973  in  Denver’s  Mercy  Hospital.  An  auto- 
mobile accident  in  which  he  was  injured  May  2, 
1973  was  felt  to  have  contributed  to  his  death. 

Born  in  Denver,  November  27,  1903,  the  son  of 
an  optician,  he  was  educated  in  the  parochial 
schools  of  this  area.  After  a brief  academic  career 
at  Regis  College  he  completed  his  premedical  ed- 
ucation at  Saint  Louis  University.  His  medical 
training  came  from  the  University  of  Colorado 
where  he  was  awarded  his  MD  Degree  in  1929.  His 
internship  and  residency  in  ophthalmology  were 
served  at  Colorado  General  Hospital.  In  1932  he 
was  awarded  a Doctor  of  Ophthalmology  degree 
by  the  University  of  Colorado,  and  was  certified 
by  the  American  Board  of  Ophthalmology  in  1934. 

He  opened  his  practice  in  general  ophthalmology 
in  Denver  in  1933,  and  save  for  an  interruption 
caused  by  military  service,  remained  at  the  same 
stand  until  his  death.  He  served  in  the  European 
Theatre  of  Operations  during  World  War  II,  and 


was  discharged  as  Colonel  of  the  Army  Medical 
Corps  in  1945. 

Doctor  Swigert  was  a member  of  the  Denver 
and  Colorado  Medical  Societies  and  the  American 
Medical  Association.  He  belonged  to  the  Colorado 
Ophthalmological  Society,  the  Western  Ophthal- 
mological Society,  and  the  American  Academy  of 
Ophthalmology  and  Otolaryngology. 

In  the  1950s  he  was  active  in  the  formation  of 
the  Colorado  Chapter  of  the  National  Society  for 
the  Prevention  of  Blindness,  an  organization  which 
became  a reality  in  1952.  He  chaired  the  fund  drive 
for  that  Society  in  1971  and  1972. 

Throughout  his  professional  life  Doctor  Swigert 
had  an  active  interest  in  teaching  and  at  the  time 
of  his  death,  he  held  the  academic  rank  of  Clinical 
Professor  of  Ophthalmology  on  the  faculty  of  the 
University  of  Colorado.  In  1957  he  was  awarded 
the  Gold  Plaque  of  the  Medical  Alumni  Association 
in  recognition  of  his  25  years  of  service  to  the  Uni- 
versity. He  was  a member  of  the  parish  of  the 
Blessed  Sacrament,  the  Knights  of  Columbus  Coun- 
cil 539,  the  Cherry  Hills  Country  Club,  the  Denver 
Athletic  Club,  the  Phi  Chi  Fraternity,  and  the 
American  Legion. 

Doctor  Swigert  married  Virginia  Seep  of  Den- 
ver, August  19,  1930,  and  she  survives  him,  as  do 
their  three  children:  John  Leonard,  Jr.  of  aero- 
space fame;  Mrs.  Elizabeth  Berube  of  Cary,  North 
Carolina;  and  Mrs.  Virginia  Spinelli,  Fort  Collins, 
Colorado.  Five  grandchildren  also  survive  him. 


DOES  YOUR 
INCOME 
STOP 

IF  YOU’RE  SICK 
OR  HURT 
AND  CAN'T 
WORK? 


Colorado  Medical  Society  Insurance  Program 

Please  rush  full  details  on  the  Income  Protection  Plan  available 
to  me  as  a member. 


If  so,  how  would  you  pay  those  everyday  household  bills?  Would  you 
have  to  dip  into  your  savings  account  or  even  worse,  apply  for  a 

second  mortgage  on  your  home? 

Instead,  find  out  about  the  Colorado  Medical  Society  Income  Protection 
Plan  — insurance  coverage  that  pays  you  emergency  benefits  when  a 
covered  sickness  or  disability  keeps  you  from  working.  As  a Colorado 
Medical  Society  member,  you  can  purchase  plans  that  pay  from  $100.00 
to  $1 ,000.00  a month, depending  on  the  plan  you  choose  and  qualify  for. 
The  emergency  benefits  are  paid  directly  to  you,  to  use  as  you  see  fit. 

ACT  NOW!  Fill  out  and  mail  the  coupon  for  full  information  on  the 
Colorado  Medical  Society  Income  Protection  Plan.  There's  no  obligation. 
Hurry! 

UNDERWRITTEN  BV 

Mutual 

^^rnohoSL/ 

The  people  who  pay... 

Life  Insurance  Affiliate:  United  of  Omaha 


NAME. 


ADDRESS. 
CITY 


STATE, 


ZIP. 


MUTUAL  Of  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE;  OMAHA,  NEBRASKA 

Moll  Coupon  to  Your  Nearest  Representative: 


CON  LITZ 

4800  Wadsworth  Plaza 
Suite  300 

Wheot  Ridge,  Colorado  60033 


CARL  RODERICK 
2627  West  10th  Street 
Greeley,  Colorado  80631 


TONY  OCCHIUTO 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorodo  Springs,  Colorodo  80932 


MAIL  TODAY! 
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can  anticipate 
the  attack 

Bronkotabs’ 

Each  tablet  contains  ephedrine  sulfate  24  mg;  theophylline  100  mg; 
glyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 
(warning:  may  be  habit-forming). 

can  help  forestall  or  relieve  it 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasm  to 
open  airways  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar 
mucosa  to  improve  the 


passage  of  air. 

Economical  long- 
term therapy. 


PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal, and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  Flowever, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


MEDICAL 
SCHOOL  NOTES 


University  of  New  Mexico 
School  of  Medicine 

A broadened  program  for  the  state’s  heart  pa- 
tients is  planned  by  the  University  of  New  Mex- 
ico School  of  Medicine. 

Dr.  Jonathan  Abrams,  who  became  chief  of 
cardiology  at  Bernalillo  County  Medical  Center 
and  the  UNM  medical  school  on  July  1,  said  that 
BCMC  is  one  of  the  few  facilities  in  the  state  to 
offer  complete  cardiac  diagnosis.  Dr.  Abrams  also 
is  chief  of  the  cardiology  section  at  the  Veteran’s 
Administration  Hospital. 

Dr.  Abrams  plans  a stepped-up  program  of 
identification  and  care  of  heart  victims — eventu- 
ally by  means  of  a circuit-riding  cardiac  unit  to 
medically-underserved  areas  of  the  state.  “There 
are  no  facilities  in  New  Mexico  outside  of  Albu- 
querque where  a complete  diagnostic  workup- 
catheterization,  coronary  angiography  and  echo- 
cardiography— may  be  obtained,”  he  said. 

The  program,  which  provides  MDs  with  two- 
year  traineeships  in  cardiology,  will  have  five 
cardiac  Fellows  this  year,  he  said.  Some  of  these 
can  be  expected  to  stay  at  UNM  to  contribute  to 
the  active  heart  program,  as  well  as  to  the  teach- 
ing of  medical  students,  interns  and  residents. 
BCMC  cardiologist  Dr.  Alan  King  is  a former 
UNM  cardiac  Fellow. 

* 4:  4,  « 

Dr.  Jerome  V.  Holland,  a child  psychiatrist  and 
a resident  neurologist  at  the  University  of  New 
Mexico  School  of  Medicine,  recently  has  been 
named  a Fellow  in  the  American  Psychiatric  As- 
sociation for  his  outstanding  interest  and  achieve- 
ment in  the  field  of  psychiatry. 

Dr.  Holland  earned  his  doctoral  degrees  in  psy- 
chiatry and  child  psychiatry  from  the  University 
of  Colorado  School  of  Medicine,  Denver,  in  1960. 
Then  in  1971 — at  the  age  of  50 — he  came  to  the 
UNM  School  of  Medicine  to  begin  training  in 
neurology.  During  the  past  year  he  has  been 
chief  resident  in  neurology  at  both  VA  Hospital 
and  Bernalillo  County  Medical  Center,  primary 
teaching  hospitals  for  the  medical  school.  He  will 
complete  his  residency  in  August. 

* a:  ^ it: 

Dr.  Sei  Tokuda,  a microbiologist  on  the  faculty 
of  the  University  of  New  Mexico  School  of  Med- 
icine, is  studying  the  connection  between  kidney 
transplants  and  cancer,  seemingly  exact  opposites. 
Under  a grant  from  the  National  Institutes  of 
Health,  now  on  its  final  third  year,  in  the  amount 
of  $24,583,  Dr.  Tokuda  is  following  the  theory  that 


the  immune  system  inside  each  normal  person’s 
body  may  hold  the  key  to  eventual  cancer  control. 

“We  want  to  be  able  to  manipulate  the  body’s 
immune  response  so  that  the  harmful  tumor  will 
be  rejected,  but  the  kidney  ‘graft’  won’t  be,”  he 
said.  To  do  this,  the  body’s  own  defenses  must  be 
tricked  into  thinking  that  the  tumor  is  foreign 
tissue  and  an  “enemy”  to  be  killed,  while  the 
transplant  is  a native  “friend”  to  be  accepted. 

Immunologists  have  already  discovered  a 
puzzling  phenomenon  called  “immunological  en- 
hancement,” the  UNM  doctor  said.  This  defines 
the  process  whereby  foreign  tissue  (transplant  or 
cancer)  is  able  to  thrive  in  an  otherwise  hostile 
environment  because  of  the  presence  of  a mys- 
tery “blocking  factor,”  scientifically  identified  as 
IgG2 — a class  of  antibody.  It  is  being  studied  in 
mice  and  other  laboratory  animals. 


University  of  Utah  Medical  Center 

Dr.  J.  A.  Abildskov,  associate  director  of  the 
Cardiovascular  Research  and  Training  Institute 
(CVRTI)  for  the  past  four  years,  was  named  to 
succeed  Dr.  Maxwell  M.  Wintrobe,  distinguished 
professor  and  professor  of  internal  medicine  at  the 
University  of  Utah,  who  has  retired. 

CVRTI  is  an  outgrowth  of  a National  Institutes 
of  Health  planning  grant  given  to  the  university 
and  several  other  schools  in  the  late  1960s.  At  that 
time,  NIH  wanted  to  assess  the  feasibility  of  es- 
tablishing a number  of  regional  cardiovascular  re- 
search and  training  centers  to  promote  coordinated 
study  of  heart  diseases. 

Dr.  Wintrobe,  named  the  first  chairman  of  the 
college’s  Department  of  Medicine  when  he  came 
to  Utah  in  1943,  took  over  as  director  of  the  plan- 
ning grant  when  he  retired  as  department  chair- 
man in  1968.  At  that  time,  he  named  Dr.  Abild- 
skov as  his  associate  director.  Shortly  after  Dr. 
Wintrobe’s  appointment,  NIH  dropped  the  cardio- 
vascular program,  but  the  new  director  success- 
fully appealed  to  the  university’s  Institutional 
Council  to  continue  the  research  and  training 
project  as  an  institute. 

The  institute  continues  to  function  through 
university  funding  and  private  donations  as  a 
coordinating  agency  for  various  cardiovascular  re- 
search and  training  projects. 

«){(*** 

More  than  $1.05  million  in  federal  money,  in- 
cluding funds  to  help  solve  the  intermountain  re- 
gion’s doctor  shortage,  has  been  awarded  by  HEW 
to  the  University  of  Utah  College  of  Medicine  in 
three  separate  grants.  The  largest  grant  totals 
$916,646  and  is  the  third-year  award  for  a five- 
year  project  increasing  the  college’s  entering 
classes  by  25  students.  In  addition,  $99,885  has 
been  earmarked  for  a physician  shortage  pro- 
gram, and  $35,140  will  fund  a project  allowing 
medical  students  to  work  with  physician  precep- 
tors throughout  the  year. 
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Dr.  John  A.  Dixon,  dean  of  the  college,  said 
the  grants  have  all  been  reduced  from  the  orig- 
inal appropriations  due  to  Nixon  administration 
cutbacks  in  health  education. 

He  said  the  college  will  retain  the  additional 
25  students  in  classes  that  already  have  been  ad- 
mitted, but  the  $500,000  reduction  this  year  “will 
cause  enormous  internal  stress.” 

The  physician  shortage  program,  directed  by 
the  Department  of  Community  and  Family  Med- 
icine at  the  university,  operates  as  a placement 
bureau  for  doctors  interested  in  practicing  family 
medicine  in  the  Rocky  Mountain  area. 

A Joint  Commission  on  Medical  Professional 
Liability  is  being  formed  by  the  AMA  and  other 
medical  organizations.  The  joint  commission 
would  provide  imified  action  on  existing  recom- 
mendations to  curb  the  rising  number  of  mal- 
practice claims  and  control  health  care  costs, 
develop  new  programs  and  collect  data.  The 
planning  committee  for  the  proposed  commission 
includes  two  representatives  each  from  AMA, 
American  College  of  Physicians,  American  Col- 
lege of  Surgeons,  American  Hospital  Assn.,  and 
one  each  from  American  Society  of  Anesthesi- 
ologists, American  College  of  Obstetricians  and 
Gynecologists,  American  Academy  of  Family  Phy- 
sicians and  American  College  of  Radiology. 


15th  Postgraduate  Shipboard  Seminars 

Reservations  are  now  being  accepted  by  Al- 
bany Medical  College  for  its  fifteenth  annual  med- 
ical seminar  cruise  aboard  the  Rotterdam  of  the 
Holland-American  Line  as  it  makes  ports  of  call 
in  the  Carribean  in  a fourteen-day  series  of  sem- 
inars in  topics  of  particular  interest  to  general 
internists  and  family  practice  physicians,  alter- 
nating with  visits  to  exotic  places. 

Ports  of  call  will  include  St.  Maarten,  Mont- 
serrat, Barbados,  Trinidad,  Martinique,  Puerto 
Rico,  and  the  Virgin  Islands  of  St.  John  and  St. 
Thomas. 

Dates  are  January  26  through  February  9,  1974. 
The  program  will  be  presented  by  the  faculty  of 
Albany  Medical  College.  Request  for  continuation 
study  credit  to  the  American  Academy  of  Family 
Practice  has  been  made.  For  information  write: 

Frank  M.  Woolsey,  Jr.,  lyi.D. 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 


CENTRALLY  LOCATED 


For  tHe  raedical  and  dental  professions 


REPUBLIC  BUILDING  CORPORATION 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Build- 
ing is  the  best-known  Medical- 
Dental  Center  in  the  Rocky 
Mountain  West,  complete  with 
24-hour  operation,  X-ray;  patho- 
logical and  dental  laboratories, 
pharmacy,  drug  and  supply 
stores. 

With  the  completion  of  the 
new  500-car,  self-service  parking 
facility,  the  Republic  Building — 
designed  and  operated  for  the 
medical  and  dental  professions — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for 
illustrated  brochure. 


304  REPUBLIC  BUILDING,  DENVER,  COLORADO  80202 
PHONE  534-5271 


for  August  1973 


69 


WANT  ADS 


CHOICE  LAKEWOOD,  COLORADO  LOCATION  for  medical 
and  dental  offices.  Completed  in  February  1973.  Call  (303) 
455-7545.  1172-6-TFB 


PHYSICIAN  IN  FAMILY  PRACTICE  needed  immediately  in 
Akron,  Colo.  Pop.  2,000.  County  drawing  area  6,600.  Akron 
is  county  seat  of  Washington  County.  Modern,  accredited 
24-bed  hospital  with  15-bed  nursing  wing  for  aged.  Contact 
Park  D.  Keller,  M.D.,  phone  (303  ) 345-6683  or  Brooke  Graff, 
Hospital  Administrator,  Washington  County  Public  Hospital, 
Akron.  80720.  1303)  345-2211.  773-4-3 


FOR  HEALTH  REASONS,  must  give  up  very  busy  general 
practice.  Would  like  to  relocate  in  Colorado.  Could  do 
industrial,  insurance,  or  student  health  medicine.  Reply  to 
Box  773-3-2,  Rocky  Mountain  Medical  Journal.  773-3-2 


BOULDER,  COLORADO  OFFERS  AN  OUTSTANDING  PO- 
SITION for  full  range  Family  Practice  with  a congenial 
group  of  four.  Family  Practice  eligible  or  equivalent  experi- 
ence necessary.  Please  inquire:  Dakota  Ridge  Medical  Center, 
P.C.,  2505  4th  Street,  Boulder,  Colorado  80302,  or  call  443-4411. 

773-2-TF 


EMERGENCY  ROOM  HOSPITAL  BASED  PHYSICIAN 
NEEDED.  Position  available  July  1st;  area  offering  inter- 
esting recreational  activities  in  Montana;  newly  remodeled 
facilities;  third  party  contractual  arrangement  with  income 
guaranteed  first  18  months;  call  collect  (406  ) 727-3333,  Admin- 
istration office.  773-10-2B 


OFFICE  FURNITURE  AND  LABORATORY  EQUIPMENT 
FOR  SALE  Including  business  and  office  equipment,  ex- 
amination tables,  desks,  other  tables,  and  chairs.  For  further 
information  write  Mrs.  L.  U.  McEndaffer,  850  South  Arbutus, 
Lakewood,  Colorado,  80228.  773-9-2 


FOR  SALE  — Private  practice  of  Diagnostic  Roentgenology 
in  rapidly  growing  Denver  metropolitan  area.  Excellent  op- 
portunity for  group  or  young  man.  Reply  to  Box  873-9-3, 
Rocky  Mountain  Medical  Journal,  1601  E.  19th  Avenue,  Den- 
ver, Colorado  80218.  873-9-3 


INTERNIST  AND  OTORHINOLARYNGOLOGIST  NEEDED 
for  solo  practice  in  choice  medical  location.  Work  with  7 
GPs,  18  other  medical  doctors  in  various  subspecialties,  plus 
11  other  doctors  with  specialties.  At  this  moment  NO  IN- 
TERNIST OR  OTORHINOLARYNGOLOGIST.  Work  with 
owner  and  design  own  suite.  West  Alameda  Medical  Plaza, 
Lakewood,  Colorado  (southwest  Denver).  (303  ) 922-3525. 

873-5-TFB 


ALLERGIST  NEEDED  in  choice  Lakewood  area.  Excellent 
opportunity.  Solo  practice — over  35  doctors  already  in  prac- 
tice at  this  location.  At  the  moment  no  ALLERGIST.  Phone: 
(303)  922-3525  (Southwest  Denver).  873-6-TFB 


OFFICE  FURNITURE  AND  LABORATORY  EQUIPMENT  FOR 
SALE  including  business  and  office  equipment,  examina- 
tion tables,  desks,  other  tables,  and  chairs.  For  further  infor- 
mation write  Mrs.  L.  U.  McEndaffer,  850  South  Arbutus, 
Lakewood,  Colorado  80228.  773-9-2 


PAUL  S.  TOLTZ 

Real  Estate  Consultant 
Realtor 


Commercial  1385  So.  Colorado  Blvd..  Suite  600 
Investment  Denver,  Colorado  60232 

Exchange  Phone  (303)  7SS-6633 


INTERNISTS,  GENERAL  PRACTITIONERS  AND  PEDIATRI- 
CIANS— for  rapidly  expanding  comprehensive  health  care 
system  in  rural  northern  New  Mexico  and  southern  Colorado: 
opportunity  for  innovation  and  a new  approach  in  providing 
health  care;  all  facilities  in  the  system  are  beautifully  located 
in  mountainous  country  near  skiing,  hunting,  fishing,  and 
other  sports,  and  in  a tri-cultural  area  (Indian,  Spanish, 
Anglo).  For  further  information,  contact  J.  F.  Harris,  M.D., 
Presbyterian  Medical  Services,  P.O.  Box  2384,  Santa  Fe,  New 
Mexico  87501.  773-8-TFB 


PSYCHIATRIST,  Certified  Eligible,  Iowa  license.  Immediate 
opening.  Join  11  Senior  Staff  Members,  and  13  Residents 
350  bed  hospital  tied  to  community  programs.  Affiliate  with 
University  of  Iowa.  Clean  air,  salary  to  $31,644,  possible  in- 
crease July  1,  1973.  Private  practice  privilege.  Write  or  call 
Superintendent  Mental  Health  Institute,  1200  W.  Cedar,  Chero- 
kee, Iowa  51012,  A/C  (712)  225-2594  Equal  Opportunity  em- 
ployer. 773-11-3B 


INSTITUTIONAL  PHYSICIAN  — Internist  or  Generalist;  li- 
censed or  eligible  in  Iowa.  To  run  small  infirmary  service  in 
modern  psychiatric  teaching  hospital;  regular  hours;  competi- 
tive salary;  pleasant,  strife  free  community:  many  positives. 
Write  or  call  collect  E.  L.  Wiemers,  M.D.,  Mental  Health 
Institute,  Cherokee,  Iowa  51012  A/C  (712  ) 225-2594  Equal  Op- 
portunity Employer.  773-12-3B 


WANTED— POSITION  AS  CONTACT  LENS  TECHNICIAN 
and  opportunity  to  learn  refractions.  Experienced  in  both 
conventional  and  flexible  contact  lens.  Have  Bachelor  of 
Science  degree  and  several  years’  experience  in  the  optical 
field.  Reply  to  Box  773-6-2B,  Rocky  Mountain  Medical  Jour- 
nal, 1601  E.  19th  Avenue,  Denver,  Colorado  80218.  773-6-2B 


TAX  INVESTMENT  PROPERTY— 92  acres  in  northwest  Den- 
ver Metropolitan  area  on  proposed  N/S  arterial.  TERMS: 
INTEREST  ONLY  FIVE  YEARS— 16%  DOWN.  Exclusive 
agents.  Good  Financial  Corporation.  Call  Tom  Anthony  or 
Darrell  Schmidt,  758-8020.  4155  E.  Jewell,  Denver  80222, 

873-4-lB 


ATTENTION  DOCTORS:  RENT  OR  LEASE  Belcaro  Medical 
Building,  925  So.  Colorado  Blvd.,  Denver.  Two  office  suites: 
500  sq.  ft.  and  1500  sq.  ft.  Will  divide  to  suit.  Carpets,  drapes, 
air-conditioning,  pharmacy,  ample  parking.  Call  399-1774  for 
appointment.  873-3-lB 


OFFICE  SPACE.  First  Avenue  location.  Approximately  600 
to  1,000  square  feet.  Ample  parking.  3401  East  First  Ave- 
nue, Denver,  80206.  Telephone  388-0922.  873-2-lB 


WANTED:  Surgeon  needed  at  smaU  GM&S  Hospital  located 
in  picturesque  Montana  city  of  10,000.  Relocation  allowance. 
Salary  dependent  on  training.  Non-discrimination  in  employ- 
ment. Write  or  call  Personnel  Officer,  VA  Hospital,  Miles 
City,  Montana  59301.  873-1-2B 


PHYSICIAN — Family  Med/Internist  eight-doctor  clinic  seeks 
two  physicians  to  become  associated  with  them  and  provide 
medical  services  in  a satellite  clinic,  70  miles  from  major  lo- 
cation. Opportunity  to  enjoy  rural  living:  hunting,  fishing, 
camping,  etc.  Raise  chUdren  in  wholesome  atmosphere  with 
excellent  school  system.  FACILITIES;  18-bed  hospital,  in- 
cluding operating  room,  x-ray,  diagnostic  equipment,  located 
in  north  central  Nevada,  3000  people.  Professional  nursing 
staff,  medical  technicians  are  provided.  Hospital  three  years 
old,  doctors’  offices  and  examining  rooms  across  street  from 
hospital.  DUTIES:  Physicians  to  conduct  General  Practice 
for  community.  Includes  mining,  agriculture,  raiiroading,  and 
government  facilities.  Doctors  to  serve  as  County  Health  Of- 
ficers. COMPENSATION:  Attractive  compensation  package 
offered.  Relocation  expenses  paid.  Submit  resume  or  detailed 
letter  outlining  your  professional  experience  to  P.O.  Box 
61840,  Houston,  Texas  77061.  An  EEOE.  873-7-lB 


RETIRED  PHYSICIAN — Excellent  opportunity  for  retired 
physician  to  continue  practice  on  a part-time  basis  and 
enjoy  benefits  of  being  in  community  planned  for  retirement 
and  recreational  living.  This  Nevada  practice  is  associated 
with  eight-doctor  clinic  in  modem  hospital  facility.  Submit 
resume  or  detailed  letter  outlining  professional  background 
and  interest  to  P.O.  Box  61840,  Houston,  Texas  77061.  An 
EEOE.  873-8-lB 
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ARTIFICIAL  EYES 

Plaslic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  16th  Street 
Denver  80202 


Telephone 

534-8714 
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‘i^ntiacid”  action 
for  ulcer  patients... 


one  of  the  many 
things  jou  need  in  an 
anticholineigic. 


Pro-Banthine  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

" Antiacid"  action — Pro-Banthine®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

"Sustained"  action — Pro-Banthine  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic"  action — Pro-Banthine  helps  to  control 

the  acid-spasm-pain  complex. 

A "diagnostic  tool” — Pro-Banthine  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthine® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-BanthTne  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-BanthTne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions;  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-BanthTne  P.A.— Each  tablet  of  Pro-BanthTne  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
BanthTne  15  mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and.  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthine®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 


SEARLE  Searle&Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III,  60680 
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propantheline  bromide 

a good  option  in  peptic  ulcer 
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aluminum  and  magnesium  hydroxides  with  simethicone 


Stuart  pharmaceuticals  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif,  \ll09 


_ r- ' 


What  the  Sleep  Research 
Laboratory  recorded 
about  DALMANE’ sleep../ 

Cflurazepam  HCI) 

I ] reduced  sleep  latency 

□ decreased  time  awake  after  sleep  onset 

□ increased  total  sleep  time 

The  potygraphic  techniques  of  the  sleep  research  laboratory  have 
objectively  documented  the  value  of  Dalmane  fflurazepam,  HCI]  for 
patients  with  difficulty  falling  asleep  or  staying  asleep. 

Hundreds  of  hours  of  monitored  sleep’  ^ have  shown  that  one 
30-mg  capsule  of  Dalmane  at  bedtime  generally  induced  sleep 
within  17  minutes,  significantly  reduced  time  awake  after  steep  onset 
and  provided  7 to  8 hours  of  sleep.  Dalmane  effectiveness  was  main  • 
tained  even  over  14  consecutive  nights  of  administration,  demon- 
strating the  consistent  effectiveness  of  Dalmane. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 


Indications:  Effective  in  all  types  of 
insomnia  characterized  by  difficulty  in 
falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning 
awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  In 
acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia 
is  often  transient  and  intermittent,  pro- 
longed administration  is  generally  not 
necessary  or  recommended. 

Contraindications:  Known  hypersen- 
sitivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15 
years  of  age.  Though  physical  and 


psychological  dependence  have  not 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg 
to  preclude  oversedation,  dizziness  and/ 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive 
effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tend- 
encies. Periodic  blood  counts  and  liver 
and  kidney  function  tests  are  advised 
during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function, 

Adverse  Reactions:  Dizziness,  drows- 
iness, lightheadedness,  staggering, 
ataxia  and  falling  have  occurred,  partic- 
ularly in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache. 


heartburn,  upset  stomach,  nausea,  vomit- 
ing, diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpita- 
tions, chest  pains,  body  and  joint  pains 
and  GU  complaints.  There  have  also 
been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  exces- 
sive salivation,  anorexia,  euphoria,  de- 
pression, slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical 
reactions,  e g.,  excitement,  stimulation 
and  hyperactivity,  have  also  been  re- 
ported in  rare  instances. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  30  mg  usual 
dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients: 

15  mg  initially  until  response  is 
determined. 

Supplied:  Capsules  containing  15  mg 
or  30  mg  flurazepam  HCI. 


What  the 
patients  reported 
when  they  awoke^ 


□ more  rapid  sleep  induction 

□ increased  duration  of  sleep 

The  utility  of  any  sleep  medication  depends,  ultimately  on  patient 
acceptance.  For  this  reason,  sleep  laboratories  evaluating  Dalmane 
(flurazepam  HCI]  have  obtained  the  patients’  own  estimates  of  their 
sleep  immediately  on  awakening  in  the  morning.  These  subjective 
evaluations  have  been  in  strong  agreement  with  the  polygraphic 
records,  confirming  poiygraphic  evidence  of  Dalmane  effectiveness 
compared  to  placebo. 
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DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  /i.s— usual  adult  dosage 
(15  mg  may  suffice  in  some  pafients], 

One15-mg  capsule  A7.s— initial  dosage  for  elderly 
or  debilitated  patients. 
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Recommendations'  on 
Combination  Live  Vims  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 


^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept. 
Merck  Sharp  & Dohme, 
West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  inununization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  ( diphtheria-pertussis-tetanus ) 

Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT' 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 

RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

’■h  ademark  of  Merck  & Co  , I NC. 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


(IVIEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 


Single-dose  vials 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  (101-102.9  F)  occurs  occasionally.  High 
fever  (over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions, children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  however. 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy;  parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  Fj;  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  l®/o  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDso  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCIDso  of 
mumps  virus  vaccine,  live,  and  1,000  TCIDso  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  Vs"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  & Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 


MSD 
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The  defunct  defecation  reflex 


I nhibited  too  often  because  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  of  the 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex: 

■ Provides  rapid  relief  of 
constipation,  usually  within  2 to 
5 minutes 

■ Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  laxatives  or  the  burning 
that  may  be  associated  with 
suppositories 

■ Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■ Unique  construction  regur 
lates  flow— prevents  leakage 
and  reflux 

■ Anatomically  correct,  pre- 
lubricated rectal  tip  helps 
avoid  injury  to  bowel  wall 

■ Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications:  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is 
present.  Warnings:  Frequent  or  protonged 
use  of  enemas  may  result  in  dependence. 
Take  only  when  needed  or  when  pre- 
scribed by  a physician.  Precautions:  Do 
not  administer  to  children  under  two  years 
of  age  unless  directed  by  a physician. 
FREE  BOOKLET.  A supply  of  the  patient 
booklet,  The  Professionaf  Treatment  of 
Constipation,  is  available,  free  of  charge, 
on  request  to  C.  B.  FLEET  CO.,  INC. 

P.  O.  Box  1100,  Lynchburg,  Va,  24505. 

Fleet*  Enema 

The  professional  aid 
to  constipation  relief 


Atopical  steroid 
that  has  clinically 
succeeded 

in  study. ..after  study. ..after  study 


Excellent/good  results 

in  psoriasis 

/O  (150  of  177 patients)^  A /O 


in  atopic  ecz< 

(231  of  251  patients f 


>yis(me 

brand  of  ^ ^ 

betamethasone 
valerate  (o.i%) 

Cream/Ointment 

Plus  economy  B.id.  dosage  often  found  effectivel 
Available  in  5, 15,  and  45  Gm.  tubes. 


in  contact  dermatitis 

(81  of  84  patients f 


CLINICAL  CONSIDERATIONS: 
Description  VALI SONE  products  contain 
betamethasone  valerate  (9-fluoro-i  ij  ,17,21- 
irihydroxy-i65-methylpregna-i,4-diene-3,20- 
dione  17 -valerate).  Each  gram  of  VALI  SONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  1,0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  watei; 
mineral  oil,  petrolatum,  polyethylene  glycol  1000 
monocetyl  ethei;  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservadve.  Each 
gram  of  VALISONE  Ointment  0.1%  contains 
1.2  rrg.  betamethasone  valerate  (equivalent  to 
i.o  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrc^enated 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALISONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALI  SONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  fermles 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  followir^  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids;  burning,  itching, 
irritation,  dryness,  foUiculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
following  may  occur  more  frequently  with 
occlusive  dressii^  than  without  such  therapy: 
maceration  of  the  skin,  second^  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALISONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 
Qinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Ke^worth,  New  Jersey  07033. 

References:  of  Headquarters  Medical  Research 

Division,  Schering  Corporation.  (2)  Carter,  V.  H.,  and 
Noo]in,  R.  O.:  Curr.  Therap.  Res.  9.-25J,  1967.  (3)  Falk,  M.  S.: 

Cutis  2:788,  1966.  (4)  Goldblum,  R.  W..  Pennsylvania  Med. 

69:50,  1966.  (5)Nierman,  M.  M.:J.  Indiana  M.  A.  10:1184, 

1966.  (6)  Zimmerman,  E.  H.:Arch.  Dermal.  95:514,  1967. 
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WHEN 

THE  SQUEEZE 
ISON... 


KINESED* 
RELEASES  SPASM 


Kinesed®  can  effectively  counteract  the  spasm,  hypermotility 
or  hypersecretion  that  often  occurs  in: 

gastroenteritis/colitis 
peptic  ulcer 
gastritis/duodenitis 
spastic/irritable  colon. 

Provides  belladonna  alkaloids  for  potent  aniispasmodic  and 

antisecretory  action. 

Also  provides  simethicone  for  accompanying  distention 
and  paiu  due  to  gas.  And  phenobarbital—for  associated  anxiety 

and  tension. 

Contraindications:  Hypersensitivity  to  barbiturates 
or  belladonna  alkaloids,  glaucoma,  advanced 
renal  or  hepatic  disease. 

Precautions:  Administer  with  caution  to  patients 
vdth  mapient  glaucoma,  bladder  neck 
obstruction  or  urinary  bladder  atony  Prolonged 
use  of  barbiturates  may  be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria, 
and  other  atropme-Hke  side  effects  may  occur  at 
high  doses,  but  are  only  rarely  noted  at 
recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four 
times  daily  Dosage  can  be  adjusted  depending 
on  diagnosis  and  seventy  of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet 
three  or  four  times  daily.  Tablets  may  be  chewed 
or  swallowed  with  liquids. 


KINESED 

antispasmodic/sedative/antiflatulent 

Each  ctiewable  tablet  contains:  16  mg.  phenobarbital 
(wammg:  may  be  habit-forming),  0. 1 mg.  hyoscyamine 
sulfate;  0.02  mg.  atropine  sulfate,  0.007  mg.  scopolamine 
hydrobromide;  40  mg.  simethicone. 
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STUART  PHARMACEUTICALS  I Div.  of  IC!  America  Inc. 
WILMINGTON,  DEL.  19899 


THE 

WASHINGTON 
IMIlliM  SCENE 


A vionthly  news  summary  from  the  nation’s 
Capitol  hy  the  Washington  Office  of  the  AMA. 

In  an  effort  to  reach  some  hard  conclusions  in 
the  fuzzy  area  of  the  impact  of  various  kinds  of 
health  insurance  on  health  care,  the  federal  gov- 
ernment is  starting  a $30  million  experiment. 

Some  of  the  questions  that  researchers  hope 
to  answer  are: 

— Would  erasure  of  all  financial  barriers  cause 
a surge  of  demand? 

— Do  deductibles  and  co-insurance  exert  a 
brake  on  frivolous  or  excessive  use  of  physicians 
and  hospitals? 

— Do  families  alter  their  patterns  of  physician- 
hospital  utilization  depending  upon  their  type  of 
insurance?  How  is  their  health  affected? 

The  study,  handled  by  the  Office  of  Economic 
Opportunity  (OEO)  in  conjunction  with  the 
Health,  Education,  and  Welfare  Department,  will 
cover  2,000  families  containing  about  7,500  mem- 
bers. It  will  last  up  to  five  years.  About  100  fam- 
ilies in  Dayton,  Ohio,  will  be  enlisted  shortly. 
Four  other  cities  eventually  will  take  part.  The 
participants’  identities  are  confidential. 
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The  HEW  Department  is  slated  to  take  over 
the  project  next  year.  Noting  the  proposals  be- 
fore Congress  for  national  health  insurance  (NHI) 
programs,  the  OEO  says  “The  federal  government 
will  inevitably  play  a major  role  in  determining 
the  way  in  which  the  nation’s  health  insurance 
plans  operate.  Unfortunately,  current  knowledge 
of  health  economics  is  not  sufficient  to  predict  the 
effects  of  public  policies  related  to  health  insur- 
ance.” 

Those  in  the  experiment  will  have  to  give  up 
existing  health  insurance  policies.  New  ones  will 
be  provided  free  as  far  as  policy  cost  is  concerned. 
The  coverage  will  take  three  basic  forms: 

(1)  No  deductible;  no  co-insurance.  Basically 
unlimited  free  medical  care. 

(2)  $100  yearly  per-person  deductible,  no  co- 
insurance. 

(3)  No  deductible,  20  percent  co-insurance. 

There  will  be  variations  on  these  plans.  But  all 

will  have  a catastrophic  provision  above  a certain 
amount  of  out-of-pocket  costs  determined  by  some 
fraction  of  the  yearly  family  income. 

Officials  concede  that  Congress  may  enact  a 
NHI  bill  before  much  meaningful  data  is  accum- 
ulated from  the  experiment.  Nevertheless,  they 
say,  the  information  will  be  valuable  and  could 
lead  to  adjustments  in  any  existing  national  pro- 
gram. 

Benefits  will  vary  in  the  experimental  plans. 
One  will  cover  all  visits  to  physicians’  offices 
while  the  patients  share  hospital  costs.  Psychiatric 
care  will  be  limited  to  50  outpatient  visits  an- 
nually. Dental  care  will  be  confined  to  children 
and  exclude  orthodontic  work. 

Families  of  all  income  levels  will  be  included, 
up  to  $25,000  a year.  All  participants  will  be  in- 
terviewed in  depth;  about  one-third  will  receive 
physical  examinations. 

The  experiment  is  being  conducted  under  a 
grant  to  the  Rand  Corporation,  Santa  Monica, 
California;  a subcontract  for  operational  work  is 
held  by  Mathematica,  Inc.,  of  Princeton,  New  Jer- 
sey. 

Some  commonly-held  notions  may  be  exploded 
when  the  project  is  finished.  A little -publicized 
HEW  study,  for  example,  indicates  that  average 
costs  per  medical  visit  are  much  cheaper  with 
the  private  practitioner  than  at  a neighborhood 
health  center  or  a pre-paid  group  practice.  The 
estimated  private  costs  ranged  from  $6.58  to 
$10.63  by  specialties.  In  contrast  the  cost  per  visit 
at  18  well-established  neighborhood  health  cen- 
ters was  $21.16.  The  pre-paid  group  rate  was  fig- 
ured at  more  than  $18. 

The  report  concluded: 

“Like  any  analysis,  this  study  raised  questions 
which  others  must  examine  and  answer.  Unfortu- 
nately, the  luxury  of  time  to  answer  these  ques- 
tions is  not  available.  As  we  move  through  a pe- 
riod of  rapid  social  and  health  policy  change  the 
need  for  these  answers  become  almost  immediate.” 
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If  you’re  ordering 
, outside  cultures  for 

bacteriuria 

throat  strep 

gonorrhea 

I Candida  CMonilia) 

Staph  aureus 

Pseudomonas 
\ aeruginosa 

you  can  reduce 
errors  caused  by 
delayed  incubation 
by  switching  to 
Ciinicult 

' SKD's  convenient,  economical 

office  culturing  system 

With  outside  culturing, 

unless  each  specimen  is  suitably  handled  during  the  interval 
between  collection  in  your  office  and  culturing  in  an  outside  laboratory, 
contaminants  can  multiply  rapidly  and  delicate  organisms  may  die. 

With  Ciinicult™ office  culture  tests 

■ compact  incubator  permits  culturing  in  your  office  immediately  after 
specimen  collection 

■ built-in  streaking  tines  reduce  handling. . .save  time 

■ airtight  culture  tube  keeps  contaminants  out. . .and  moisture 
in... to  foster  growth  and  extend  organism  life 

In  selected  tests 

■ modified  media  maximize  growth  of  target  organisms, . .minimize 
contamination 

■ color  reactions  simplify  interpretation 

Swab...  Incubate...  Read  Results... 


TO  ORDER. ..OR  FOR  MORE  INFORMATION... 
MAIL  COUPON. ..OR  CALL  C2153  LO  4-2400 


SMITH  INLINE  DIAGNOSTICS 

Division  of  SmithKIine  Corporation 
1 SCO  Spring  Garden  St.,  Phila.,  Pa.  19101 
Dept.  E42 
Please  send  me: 

dozen  'Ciinicult'  culture  tests  for 


SJW-RM  9/73 


Name 


N.  gonorrhoeae  $28.20  per  dozen;  all  others 
$23.40  per  dozen 

-'Ciinicult'  incubator,  $25  each;  8-test  capacity; 
fully  guaranteed 
_more  information  on  'Ciinicult' 

□ Check  enclosed  □ Please  bill  me 


Address 


City 


state 


Zip 


This  Scanning  Electron  Micrograph  (7000  X ) is  the  first  3-dimensional  view  of  a cell  in  an  ulcerated  duodenum.  The 
center  is  cornpletely  denuded,  surrounded  by  fairly  well-preserved  microvilli.  This  SEM  photomicrograph  was  taken 
frorn  a scientific  exhibit  which  won  the  Hull  Award  as  the  “best  exhibit  on  original  research  or  instruction  on  a medical 
subject”  at  the  A.M.A.  Clinical  Convention,  November  26-29,  1972,  in  Cincinnati,  Ohio. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings;  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 


prone  individuals  or  those  who  might  increase  dosage;  withe 
symptoms  (including  convulsions),  following  discontinuatic 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  be 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  worr 
childbearing  age  requires  that  its  potential  benefits  be  weight 
against  its  possible  hazards.  As  with  all  anticholinergic  drugf 
an  inhibiting  effect  on  lactation  may  occur.  ' 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small 
effective  amount  to  preclude  development  of  ataxia,  oversed; 
or  confusion  (not  more  than  two  capsules  per  day  initially;  i 
crease  gradually  as  needed  and  tolerated).  Though  generally 
recommended,  if  combination  therapy  with  other  psychotroi 
seems  indicated,  carefully  consider  individual  pharmacologii 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAC 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  ‘ 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  {e.g.,  excitement,  stimulation  and  acute  rage)  havc^ 


TheTireless  Man 

whose  duodenal  ulcer  needs  a rest 

Up  early,  home  late,  often  with  a scratch  pad  filled  with  notes,  figures,  plans.  A few  hours’ 
sleep  and  then  another  long  day.  This  is  often  the  routine  of  the  tireless  hard-driver,  one- 
man  committee  with  enough  overwork  and  stress  to  wear  out  several  men.  But  his  duodenal 
ulcer  may  warn  him  with  sharp  discomfort  that  he  had  better  ease  up,  let  some  things  go, 
and  give  himself— and  his  ulcer— a rest. 

The  need  to  reduce  G.I. 
hypermotility  and  hypersecretion 

Overwork  together  with  overanxiety  are  often  principal  factors  in  exacerbating  a duodenal 
ulcer.  To  help  reduce  the  increased  gastric  secretions  and  hypermotility,  therapy  may  need 
to  include  treatment  for  associated  undue  anxiety— which  is  where  dual-action  Librax  can 
be  highly  useful. 

The  dual  nature  of  Librax 

Only  Librax  combines,  in  one  capsule,  the  antianxiety  action  of  Librium®  (chlordiaz- 
epoxide  HCl)  and  the  antisecretory  action  of  Quarzan®  (clidinium  Br) . As  an  adjunct  to  a 
therapeutic  regimen,  Librax  may  help  relieve  both  somatic  and  associated  anxiety  factors 
that  often  contribute  to  the  exacerbation  of  duodenal  ulcer  symptoms. 


Up  to  8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  should  be  adjusted  to  your  patient’s  requirements— 1 or  2 
capsules,  3 or  4 times  daily.  Rx : Librax  # 35  for  initial  evaluation  of  patient  response 
to  therapy.  Rx\  Librax  #100  for  follow-up  therapy— this  prescription  for  2 or  3 weeks’ 
medication  can  help  maintain  patient  gains  while  permitting  less  frequent  visits. 


For  the  anxiety-linked  symptoms 
of  duodenal  ulcer 


adjunctive 


Librax<s> 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


reported  in  psychiatric  patients.  Employ  usual  precautions  in 
reatment  of  anxiety  states  with  evidence  of  impending  depression; 
uicidal  tendencies  may  be  present  and  protective  measures  nec- 
issary.  Variable  effects  on  blood  coagulation  have  been  reported 
icry  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
ausal  relationship  has  not  been  established  clinically, 
adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
yith  either  compound  alone  have  been  reported  with  Librax. 

|Vhen  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
|taxia  and  confusion  may  occur,  especially  in  the  elderly  and 
ebilitated.  These  are  reversible  in  most  instances  by  proper 
I osage  adjustment,  but  are  also  occasionally  observed  at  the 
,jwer  dosage  ranges.  In  a few  instances  syncope  has  been  reported, 
dso  encountered  are  isolated  instances  of  skin  eruptions,  edema, 
i linor  menstrual  irregularities,  nausea  and  constipation,  extra- 
I yramidal  symptoms,  increased  and  decreased  libido— all  in- 
^ "equent  and  generally  controlled  with  dosage  reduction;  changes 


in  EEG  patterns  (low-voltage  fast  activity) may  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally 
with  chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy  and  constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  combined  with  other  spas- 
molytics and/or  low  residue  diets. 


Roche  Laboratories 

Division  of  Hoftmann-La  Roche  Inc.- 

Nutley,  N.J.  07110 


Triaiiiinic‘Syrap...the  orange  medicine  from  Dorsey 


Masai  Decongestant, 

^mihistaminic 

st'ifferf  and 


Dorsey  Laboratories  / Division  of  Sandoz- Wander,  Inc.  / Lincoln,  Nebraska  68501 


^^AIJBEE  iMiC  SCMIMOK 

of  Vitamin  Facts  8^  Fallacies 
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THE  COMMON  PRACTICE  IN  MANY  RESTAURANTS,  HOSPITALS, 
ANP  OTHER  INSTITUTIONS  INCLUDING  OLD  PEOPLES'  HOMES 
AND  NURSING  HOMES  OF  "HOLDING"  COOKED  FOODS  IN 
STEAM  TABLES  BEFORE  SERVING  RESULTS  IN  A SIZABLE 
LOSS  OF  B ANP  C VITAMINS. 


DURING  THE  CIVIL  WAR  30,714  CASES  OF  SCURVY  WERE 
REPORTED,  AND  383  DEATHS  WERE  ATTRIBUTED  DIRECTLY 
TO  THE  DISEASE. 


THE  AMOUNT  OF  SUNLIGHT  AVAILABLE  DURING 
RIPENING  DETERMINES  TO  A LARGE  EXTENT  THE 
FINAL  ASCORBIC  ACID  CONTENT  OF  TOMATOES. 
HENCE,  A COOL,  WET  SUMMER  PRODUCES  WATERY, 
LESS  TASTY  FRUIT  THAT'S  LOWER  IN  VITAMIN  C. 


RONSSENS,  A DUTCH  PHYSICIAN,  WROTE  IN  1564  THAT  "DUTCH 
SAILORS  WHO,  returning  FROM  SPAIN,  WERE  ATTRACTED 
BY  THE  NOVEL  RICHNESS  OF  THE  FRUIT  (ORANGES)  AND  BY 
THEIR  GREED  AND  GLUTTONY,  UNEXPECTEDLY  DROVE  OUT  THE 
disease  (SCURVY),  AND  HAD  THIS  HAPPY  EXPERIENCE  NOT 
ON  A SINGLE  OCCASION  ONLY,  BUT  REPEATEDLY." 


Available  on  your 
prescription  or 
recommendation 

AUHEiMlC 

High  Potency 
B“Complex  and 
Vitamin  C 
Formula 


AlIbCG^vithC 


MULTIVITftMi 


Each  capsule  contains  *’’65 

Thiamine  mononitrate  (Bi)  15  mg  1500^ 
Riboflavin  (Bt>  10  mg  83*' 

Pyrido«ine  hydrochloride  (B.)5  mg  * 
Niacinarnide  50  rr>g  SOtA 

Calcium  pantothenate  10  mg  '* 
Ascorbic  acid  (Vitamin  C)  300  mg  lOOtA 


30  CAPSULES 


each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

(23%  alcohoO No.  2 Extentab 

hyoscyamine sulfate  0. 1037  mg.  0.1037  mg.  0,3111  mg. 

atropine  sulfate  0.0194  mg.  0.0194  mg.  0.0582  mg. 

hyoscine  Hydrobromide  0.0065  mg.  0.0065  mg.  0.01 95  mg. 

phenobarbital  (34  gr.)  16.2  mg  (34  gr.)  32.4  mg,  (%  gr.]  48.6  mg. 

(warning:  may  be  habit  forming] 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma;  renal  or  hepatic  disease;  obstructive  uropathy  [for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or 
hypersensitivity  to  any  of  the  ingredients. 

/I'H'OOBINS  A H.  Robins  Company.  Richmond.  Virginia  23220 


Safflower  oil 

margarine  helps  reduce  Saffola*  margarine 

bfood  cholesterol*.  tastes  like  butter. 


Doctor’s  view: 


Patient’s  view: 


From  where  you  sit,  it’s  important  that  safflower  From  where  he  sits,  a low  saturated  fat  diet  is  easier 
oil  is  30%  higher  in  poly-unsaturates  than  corn  oil.  to  follow  because  Saffola  tastes  as  good  as  butter 
That  means  that  margarine, cooking  oil,  and  may-  or  any  premium  margarine  (corn  oil  included) . 
onnaise  are  higher  in  poly-unsaturates  when  made 
from  safflower  oil  than  when  made  from  corn  oil. 

Usually  there  are  two  sides  to  a low  cholesterol 
diet— the  clinical  side  and  the  human  side.  Happily,  in  the  case 
of  Saffola,  you  and  your  patients  don’t  have  to  take  sides. 


Saffola 


*in  conjunction  with  a low  saturated  fat  diet 


<g> 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company^  Indianapolis,  Indiana  46206 
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A HE  CONTROVERSY  between  those  who 
espouse  health  maintenance  organizations 
and  those  who  prefer  the  traditional  method 
of  health  care  delivery,  or  as  some  say,  be- 
tween “system  and  non-system”  advocates, 

has  stimulated  the 
phrase-makers  to  such 
an  extent  that  state- 
ments worthy  of  Oscar 
Wilde  or  Dorothy  Par- 
ker have  appeared  in  newspapers,  books, 
magazines,  government  releases,  and  on  the 
television  screen. 


HMOs  vs 

non-HMOs : 
the  War 
of  Words 


Some  have  become  household  words. 
Everyone  knows  that  the  “health  care  crisis” 
is  caused  in  part  by  the  physician  who,  as  a 
“provider”  of  “health  care  services”  repre- 
sents “the  cottage  industry  of  small  entrepre- 
neurs”, a fossil  who  believes  in  “pushcart 
vending  in  the  age  of  supermarkets”.  He 
operates  a “piecework”  business — one  of  the 
favorite  expressions — and  makes  “arrange- 
ments for  treating  patients  that  should  have 
gone  the  way  of  the  spinning  wheel  and  the 
Model  T”.  His  business  practices  are  question- 
able; “What  would  you  think  if  anyone  who 
wants  to  open  a shoe  store  has  to  get  the 
consent  of  75  per  cent  of  shoe  stores  in  the 
state  before  they  can  sell  shoes?”  Further- 
more, “the  concept  of  free  choice  (of  physi- 
cians) has  assumed  the  characteristics  of  a 
Holy  Grail.” 

Picturesque  metaphors,  followed  by  caus- 
tic outpourings. 

“Don’t  get  sick  in  America.”  Private 
physicians  render  “episodic  care”.  Theirs  is  a 


“sickness  system”,  a “disorganized,  fragment- 
ed, sometimes  duplicating,  sometimes  gap- 
leaving . . . system”. 

Others,  however,  refer  to  it  as  a “non- 
system”. 

Some  HMO  supporters  dislike  the  usual 
method  of  physician  reimbursement:  “I 
didn’t  realize  what  philosophical  differences 
I have  with  the  fee-for-service  until  I went 
into  the  men’s  room  . . . and  discovered  I had 
to  pay  a dime  to  use  the  John  and  it  took 
much  fumbling  in  my  pockets  until  I found 
the  needed  coin.”  Or,  “fee-for-service  is  piece- 
work— a professionally  undignified  way  to 
practice  medicine  . . . calculated  to  seduce 
the  doctor  into  placing  cash  before  service.” 

“Too  often  the  most  successful  doctors  are 
those  who  charge  the  most  fees,  see  the  most 
sick  people,  and  keep  them  sick  the  longest.” 
Or,  “the  more  illnesses  they  treat — the  more 
their  income  rises — there  is  no  economic  in- 
centive for  keeping  people  healthy.  A fixed- 
price  contract  for  comprehensive  care  re- 
verses this  illogical  incentive.  Under  this 
arrangement  income  grows  not  with  the  num- 
ber of  days  a person  is  sick  but  with  the 
number  of  days  he  is  well.  . . . Like  doctors  in 
ancient  China,  they  are  paid  to  keep  their 
clients  healthy.” 

Was  it  in  ancient  Mesopotamia  that  a 
doctor’s  head  was  chopped  off  if  he  failed  to 
keep  his  patient  alive?  Renewal  of  this  quaint 
custom  should  prove  it  to  be  a powerful 
incentive. 
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If  the  winners  of  the  debate  are  decided 
by  measuring  the  temperature  or  colorful- 
ness of  their  remarks,  the  traditionalists 
lose — I can  find  few  Menckenesque  state- 
ments. An  attack  on  “assembly-line”  or 
“mass”  medicine,  such  as:  “Certainly  the 
nation  does  not  want  the  high  percentage  of 
errors  and  neglect  in  its  health  care  that  car 
buyers  find  in  their  new  vehicles.”  A 
characterization  of  HMOs  as  “the  world’s 
mightiest,  all-American,  low-cost,  self-service 
health  industry”.  After  considering  the  bil- 
lions of  dollars  the  government  plans  to  spend 
on  HMOs,  “IBM  begins  to  look  like  a cottage 
industry”. 

A suggestion  that  the  name  “HMO”  is  in- 
appropriate: more  realistic  would  be  “Con- 
tract Doctor-Slave  Patient  Organization”. 
Less  heated  is  the  thought  that  “crisis- 
oriented  responses  lead  to  errors”  and  that 
medical  care  problem-solving  takes  place  in 
a “doctrinaire  fashion”. 

Not  unexpected  is  the  allegation  that  a 
“monstrous  bureaucracy”  would  eventuate 
from  federal  efforts  and  that  “countless 
federal  programs  based  primarily  upon 
slogans  and  cliches”  were  plucked  from  “the 
bureaucrat’s  shelf  of  possible  programs”. 

After  reviewing  the  crisis  literature,  I 
have  decided  that  as  a cottage  renter  I am  a 
blood  brother  to  the  pushcart  peddler,  the 
corner  druggist,  and  the  neighborhood  grocer, 
people  now  almost  gone  from  the  scene,  and 
to  the  shoe  store  owner  and  the  hotel  toilet 
concessionaire.  I think  I am  in  good  company. 
Each  serves  the  community,  each  is  inde- 
pendent. Furthermore,  one  does  not  find  a 
systems  analyst  or  a bureaucrat  crouching 
between  each  toilet  stall  counting  the  number 
of  sheets  pulled  from  each  roll  of  paper. 

Yes,  I know  better. 

We  must  have  comprehensive  health  care 
planning,  second,  third  and  fourth  parties, 
audits,  quality  control,  utilization  review, 
consumer  participation,  interdisciplinary  con- 
ferences and  foundations,  adaptations  to  a 
changing  world  necessary  for  survival. 


To  dispel  these  gloomy  thoughts  I 
searched  my  collection  of  quotations  and 
found  two,  poles  apart.  “The  solo  practitioner 
. . . will  be  as  obsolete  as  the  blacksmith  i 
within  several  decades”  and,  “medicine  still 
amounts  to  one  man  asking  another  for 
help.” 

Which  is  it  to  be?  After  much  contempla- 
tion, I have  decided  that  a physician  helping 
a fellow  human  is  not  an  anachronism. 

Marcus  J.  Smith,  MD 
Scientific  Editor  for  New  Mexico 
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URiNG  THE  PAST  DECADE,  two  particularly 
important  reports  of  studies  of  medical  edu- 
cation have  appeared.  In  1965  the  Association 
of  American  Medical  Colleges  published 
“Planning  for  Medical  Progress  Through 

Education”*  by  Lowell 
T.  Coggeshall,  M.  D. 
The  following  year  the 
American  Medical  As- 
sociation sponsored 


The 

Continuum 
of  Medical 
Education 


“The  Graduate  Education  of  Physicians”.^ 
They  have  both  become  widely  known 
respectively  as  the  Coggeshall  and  the  Millis 
Reports,  after  their  principal  authors. 


Although  lacking  the  dramatic  impact  of 
the  Flexner  Report,  the  medical  profession 
has  by  no  means  consigned  these  two  docu- 
ments to  the  ash  heap.  On  the  contrary,  in 
1973,  several  years  after  publication,  they  are 
exerting  increasing  influence  on  medical 
education. 

Coggeshall  lamented  the  fragmentation  of 
medical  education  pointing  out  that  the  uni- 
versity determines  the  medical  curriculum 
for  undergraduate  students  while  the  state 
licensing  boards,  the  National  Board  of  Medi- 
cal Examiners  and,  to  a lesser  extent,  the 
specialty  boards,  have  primary  influence  over 
the  training  of  house  staff  members.  Cog- 
geshall stated  that  the  M.  D.  degree  is 
awarded  at  the  midpoint  in  the  formal  edu- 
cation of  the  physician;  at  this  point  the 
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traditional  medical  school  abandons  him. 
Furthermore,  he  stated  his  belief  that  the 
university  should  accept  increasing  responsi- 
bility for  both  graduate  and  continuing 
medical  education,  when  he  said,  “In  the 
future,  professional  physician  education 
should  continue  in  a coordinated  sequence, 
under  the  sponsorship  and  guidance  of  uni- 
versity medical  schools,  through  internship 
and  residency  programs.” 

The  Millis  Report  also  condemns  the 
fragmentation  of  residencies  among  services 
and  hospitals.  While  it  concentrates  on 
graduate  education  and  devotes  much  atten- 
tion to  the  education  of  primary  physicians, 
it  also  advocates  a continuum  of  education, 
albeit  it  stresses  the  establishment  of  a com- 
mission on  graduate  education  as  the  primary 
supervising  body  in  this  field.  Although  not 
as  explicit  as  Coggeshall  regarding  the  place 
of  the  M.  D.  degree  in  the  educational  process 
(the  halfway  point),  Millis  recommended 
that  graduation'  from  medical  school  be 
recognized  as  the  end  of  general  medical 
education  and  that  specialized  training  begin 
with  the  start  of  graduate  education. 

And  now  another  organization  has  heeded 
the  words  of  Coggeshall  and  Millis.  In  ac- 
cepting the  report  of  its  Committee  on  Goals 
and  Priorities,^  the  National  Board  of  Medical 


Examiners  is  proposing  to  establish  the  edu- 
cational continuum  from  the  standpoint  of 
evaluation.  Essentially  the  National  Board 
plans  eventually  to  discontinue  its  traditional 
three  part  examination  and  to  substitute  two 
examinations  known  as  Qualifying  A and  B. 
It  would  administer  the  former  at  graduation 
from  medical  school.  Successful  completion 
would  make  the  candidate  qualify  to  practice 
under  supervision  in  a hospital  setting.  Com- 
pletion of  Part  B will  certify  that  the 
physician  is  ready  for  independent  practice. 
The  report  also  designates  the  attaining  of 
the  M.  D.  degree  as  a halfway  point  in  educa- 
tion. 

Space  does  not  permit  analysis  of  the 
National  Board  plan.  At  present,  suffice  it  to 
say  that  there  are  many  practical  objections 
to  it;  not  the  least  of  these  is  the  fact  that 
before  it  can  become  operative,  the  laws  of 
some  50  states  must  be  changed.  In  addition, 
the  teaching  hospitals  must  concur.  Another 
problem  is  that  the  political  climate  is  not 
ripe  for  raising  standards  because  of  the  con- 
tinued emphasis  on  the  shortage  of  physcians, 
be  it  mythical  or  real. 

Despite  the  many  potential  obstacles,  the 
idea  of  the  educational  continuum  is  indeed 
sound.  No  doubt  it  will  eventually  prevail. 

Robert  C.  Derbyshire,  MD 
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Publication  rules 
and  suggestions  to  authors 


1.  Who  may  submit  articles.  The  Rocky  Mountain  Medi- 
cal lournal  ordinarily  accepts  only  articles  prepared  by 
members  of  the  state  societies  we  serve  and  by  guest  speakers 
at  their  official  meetings. 

2.  Method  of  preparation.  All  material  for  publication 
must  be  typewritten,  double  spaced,  with  liberal  margins, 
using  onh'  one  side  of  the  paper,  pages  consecutively  num- 
bered, and  preferably  on  standard  S'T  x 1 1 white  bond  paper. 
Carbon  copies  are  not  acceptable. 

Title  (preferably  short)  and  author’s  name,  city  and  state 
must  appear  at  the  top  of  the  first  page.  Second  and 
subsequent  pages  should  be  identified  with  consecutive  page 
numbers  and  author’s  surname.  If  physician  authors  possess 
more  than  one  degree,  the  MD  only  is  used.  Lesser  degrees  of 
non-.MD  authors  or  co-authors  ma>'  be  used. 

Please  include  beneath  the  title  or  at  the  top  of  the  first 
page  a brief  paragraph  stating  what  the  article  is  designed  to 
show  and.  therefore,  why  it  should  be  read.  This  introduc- 
tory feature  is,  in  editorial  parlance,  called  the  "blurb”;  it  is 
printed  in  bold  type. 

3.  Where  to  submit  material.  All  copy  must  be  sent  to  the 
editor  for  the  state  in  which  the  material  originates.  Editors 
for  each  state,  with  their  mailing  addresses,  are  listed 
monthly  on  the  Table  of  Contents  page  of  the  Journal. 

4.  Acceptance  or  rejection.  The  state  editor  will  (1) 
tentatively  accept  the  article.  (2)  return  it  to  the  author  with 
suggestions  for  revision,  or  (3)  reject  it.  He  will  edit  and 
forward  approved  cop>'  to  the  publication  office  in  Denver 
for  final  editing  and  scheduling. 

5.  Order  of  publication.  Ordinarily,  articles  will  be  pub- 
lished in  the  order  received.  Those  whose  value  is  seasonal, 
whose  value  would  be  lost  if  publication  is  delayed,  or  which 
reflect  priority  of  original  research,  are  given  special  consider- 
ation. State  presidential  addresses,  programs,  state  society 
minutes,  and  timely  organization- announcements  are  given 
priority. 

6.  Length  of  articles.  Scientific  papers  should  be  “boiled 
down”  not  to  exceed  ten  pages  of  double-spaced  typewritten 
standard  S'-':  x 1 1 inch  sheets.  Shorter  papers  are  more 
acceptable  to  editors  and  readers,  and  earlier  publication  is 
probable.  Every  journal  is  in  competition  for  the  reader’s 
time,  and  condensation  is  the  order  of  the  day.  For  this 
reason,  and  because  ’of  financial  and  space  limitations,  we 
request  that  cop\’  be  condensed  to  the  greatest  extent 
consistent  with  conveying  the  message. 

7.  Illustrations.  A limited  number  of  illustrations  or 
"cuts,”  usually  up  to  six,  will  ordinarily  be  accepted  within 
our  own  publication  budget  if  the  editor  believes  they 
enhance  the  value  of  the  article.  Clear  photos,  simple 
diagrams  or  line  drawings  in  black  on  white,  printing  rather 
than  writing,  reproduce  well.  Cuts  should  be  mounted 
separately,  and  the  paper  or  cardboard  mounts  should  be  the 
same  size  as  that  upon  which  the  article  is  typed.  Each  should 
have  its  caption  below:  Fig.  1,  Fig.  2,  etc.,  w'ith  a short 
descriptive  sentence.  Authors  will  be  billed  our  cost  for 
excess  above  six  cuts. 


8.  Tables.  Tables  should  be  simple,  presenting  only  brief 
relevant  data,  amply  spaced.  They  should  be  placed  at  the 
back  of  the  manuscript  on  separate  sheets.  Each  should  have 
its  number  and  title  above:  Table  1,  Title;  Table  2,  Title;  etc. 
Long,  large,  or  complicated  tables  ordinarily  are  not  accept- 
able. 

9.  Case  reports.  Case  reports  are  popular  with  our 
readers.  A brief  introductory  statement  concerning  the  condi- 
tion or  disease,  tells  w'hy  the  case  is  presented.  The  report 
follow's  with  a separate  heading,  CASE  REPORT  or  CASE  1, 
CASE  2,  etc.  Include  only  relevant,  positive  laboratory  and 
other  data.  Names,  initials,  and  numbers  are  unimportant; 
age,  sex,  and  sometimes  occupation  are  significant.  Minimize 
dates;  then  make  it  month,  date,  year-as  February  9,  1969; 
not  2/9/69.  After  the  case  presentation,  review  or  sum  it  up 
under  a heading  such  as  Discussion,  Comment,  Summary  or 
Conclusion. 

10.  Footnotes.  Footnotes  must  be  brief.  One  at  the 
bottom  of  the  first  page  should  state  the  Society  and  date  of 
presentation,  and  institutional  origin,  if  any.  Special  titles  or 
position  of  the  author,  acknowledgements,  etc.,  will  be  added 
according  to  .simplicity,  editorial  policy  and  discretion. 

11.  References.  Reference  lists  rarely  add  to  the  value  of 
an  article  for  the  majority  of  readers.  We  will  make  every 
effort  to  publish  short  reference  lists,  but  long  ones  will  be 
deleted.  Incidentally,  the  proper  heading  is  “References,”  not 
"Bibliography.”  The  latter  implies  everything  in  the  literature 
upon  the  subject.  Make  them  uniform  in  style  and  brief,  as: 
Jones,  W.  K.:  Pyelonephritis  in  Infancy.  JAMA  141:75. 
1964. 

12.  Editorials.  We  would  like  to  have  more  submitted  by 
our  State  editors  and  the  membership  at  large.  Readers  must 
get  tired  of  thunder  from  publication  headquarters  in  Denver; 
frankly,  we  do  too!  Speak  out,  and  we’ll  sign  your  name, 
initials,  or  respect  your  request  for  anonymity,  as  you 
choose.  If  you  don’t  like  something  we  do  or  say,  please  let 
us  in  on  it;  we  could  even  stand  to  hear  about  it  if  something 
happens  to  please  you.  A “Letter  to  the  Editor”  may  help 
you  get  something  off  your  mind.  We’re  asking  for  it  and  we 
have  a place  to  put  it-in  the  Journal,  that  is! 

13.  Proofs.  Galley  proofs  are  submitted  to  the  author, 
and  prompt  return  is  essential.  Authors  should  correct 
typographical,  grammatical,  or  rhetorical  errors,  but  do  not 
reinsert  or  rewrite  sentences,  paragraphs,  tables,  etc.,  which 
an  editor  may  have  deleted,  condensed,  or  paraphrased.  When 
an  article  reaches  the  galley-proof  stage,  the  author  may  NOT 
re-edit  his  article;  that  is  the  privilege  of  the  Journal’s  editors. 

14.  Reprints.  .Most  authors  desire  reprints.  Our  printing 
firm  provides  them  on  a non-profit  basis.  They  MUST  be 
ordered  when  the  author  submits  his  corrected  proof. 

15.  Our  Journal  is  copyrighted.  We  and  most  state  and 
regional  journals  owned  by  state  medical  societies  have 
granted  each  other  continuing  copyright  permission  to  copy 
or  quote  with  proper  credit.  Copyright  permission  is  not 
granted  to  commercial  or  privately  owned  publications. 
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Lessons  in  malpractice* 

John  W.  Teahan,  MD,  Hartford,  Connecticut 


The  problem  of  malpractice  continues  to 
occupy  increasing  space  in  the  lay  as  well  as 
in  the  medical  press.  It  appears  doubtful 
whether  all  this  exposure  serves  a useful 
purpose.  Much  of  what  is  written  is  sensa- 
tional and  of  no  constructive  value.  Much  is 
repetitious  and  contradictory.  At  the  risk  of 
falling  into  one  of  the  above  categories,  we 
hope  this  report  and  our  experience  in  this 
field  may  be  objective  and  informative. 

All  malpractice  claims  of  The  Travelers 
are  reviewed  at  the  Home  Office.  This  report 
reviews  all  those  seen  from  July  1,  1970  to 
July  1,  1971,  during  which  time  we  provided 
coverage  for  167  hospitals,  135  doctors  of  med- 
icine, nine  doctors  of  osteopathy  and  13  den- 
tists. We  also  saw  19  sundry  claims  involving 
laboratories,  drug  stores,  etc.  In  approx- 
imately 90  per  cent  of  the  claims,  the  doctors 
involved  were  graduates  of  either  the  United 
States  or  Canadian  medical  schools.  On  the 
other  hand,  approximately  50  per  cent  of  the 
claims  against  hospitals  related  at  least  in 
part  to  the  actions  of  foreign  medical  school 
graduates,  who  were  involved  because  they 
were  hospital  employees. 

When  a claim  is  received,  our  purpose  is 
to  review  the  submitted  record,  direct  fur- 
ther investigative  efforts,  when  needed,  and 
provide  a medical  analysis  which  may  assist 
in  the  decision  to  either  settle  or  defend  a 
case.  It  is  our  responsibility  to  point  out  to 
our  examiners  and  their  associated  attorneys 
the  potential  areas  where  an  intelligent  plain- 
tiffs counselor  might  concentrate.  In  this  way 
we  feel  they  can  prepare  their  cases  better 
and  arrange  for  essential  consultations  with 
the  appropriate  local  medical  specialists. 

*The  Travelers  Insurance  Company  insures  the  physicians 
of  New  Mexico  through  a contractual  arrangement  with 
the  New  Mexico  Medical  Society. 


The  following  charts  indicate  the  opin- 
ions arrived  at  in  view  of  apparent  conclusive 
medical  evidence.  However,  these  claims  have 
not  all  been  tested  in  court  and  it  does  not 
follow  that  our  analyses  will  necessarily  be 
the  final  judgment.  Particularly  in  cases 
where  potential  exposure  exists,  they  indi- 
cate the  need  for  further  medical  legal  prep- 
aration and  evaluation. 


TABLE  1 

HOSPITAL  CLAIMS 


Medical  school  affiliated 

25 

( + ) 

36 

(- 

-) 

3? 

Non-Medical  school 

affiliated 

45 

( + ) 

44 

(- 

-) 

8? 

Osteopathic 

3 

( + ) 

2 

(- 

-) 

1? 

Total 

73 

82 

12 

TABLE  2 

PHYSICIAN  CLAIMS 


Board  qualified 

25 

( + ) 

26 

(- 

-) 

13? 

Non-Board  qualified 

39 

( + ) 

29 

(- 

-) 

3? 

Osteopathic 

5 

( + ) 

3 

(- 

-) 

1? 

Dentists 

5 

( + ) 

8 

(- 

-) 

0 

Total 

74 

66 

17 

(-f)  = Potential  exposure 

(— ) = 

= Non-exposure 

We  have  compared  these  figures  with  sim- 
ilar physician  and  hospital  claims  covering  a 
six-month  period  in  1969.  Our  present  study 
shows  a moderate  decrease  in  potential  ex- 
posure for  medical  school  hospitals  but  a rise 
in  other  hospital  cases.  We  also  noted  an  in- 
crease in  potential  exposure  for  non-board 
physicians  and  a decrease  in  the  cases  involv- 
ing osteopathic  physicians.  It  was  impossible 
to  make  a reasonable  judgment  on  a number 
of  the  claims,  usually  because  of  inadequate 
medical  reports,  and  in  all  these,  further 
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requisition  of  records  as  well  as  evaluation 
by  appropriate  local  specialists  was  usually 
indicated.  This  is  not  always  easily  accom- 
plished because  of  the  reluctance,  at  times 
understandable,  of  physicians  to  become  in- 
volved. We  are  convinced,  however,  that  be- 
coming involved  is  one  of  the  ways  to  help 
solve  this  problem. 

ISature  of  Clnims 

All  varieties  of  allegations  were  encoun- 
tered. Fifteen  cases  involved  retained  foreign 
bodies  — either  sponges,  instruments  or 
needles.  Two  Kellys  were  subsequently  re- 
moved from  one  woman  and  in  two  other  pa- 
tients a pair  of  hemostats  was  left  in  the  ab- 
domen. In  every  case  involving  sponges,  a 
“correct”  count  had  been  recorded.  Further- 
more, where  instruments  were  the  offender, 
in  no  case  was  any  involved  hospital  doing 
routine  instrument  counts. 

Seven  patients  suffered  neurologic  compli- 
cations following  intramuscular  injections. 
All  but  one  occurred  in  a hospital.  Five  in- 
volved the  sciatic  nerve  and  of  these  four  had 
significant  and  permanent  disability.  It  was 
asserted  in  43  instances  that  a wrong  diag- 
nosis had  been  made.  When  a physician  uses 
due  care  in  making  a diagnosis,  we  feel  that 
no  negligence  exists  even  if  the  diagnosis  is 
proven  to  be  erroneous.  No  less  an  authority 
than  William  Osier  described  Medicine  as  a 
“science  of  uncertainty  and  an  art  of  prob- 
ability”. However,  an  error  in  judgment,  in- 
consistent with  the  degree  of  medical  knowl- 
edge a doctor  should  reasonably  possess  can 
indicate  that  exposure  may  be  present.  There 
is  no  doubt  that  some  of  the  cases  in  this  cate- 
gory were  a source  of  definite  concern.  On 
the  other  hand,  in  this  group  we  encountered 
by  far  the  largest  per  cent  of  totally  ridic- 
ulous, unfounded,  and  poorly  prepared 
claims.  For  example,  a diagnosis  of  periph- 
eral neuritis  had  been  made  by  a competent 
physician  after  a complete  and  careful  hos- 
pital workup.  Six  months  later  this  patient 
expired  after  a sudden  acute  illness  of  24 
hours  duration.  An  autopsy  showed  multiple 
cerebral  emboli  from  a rare,  clinically  silent, 
extracranial  tumor.  This  type  of  claim  right- 
fully irritates  the  medical  profession.  It 
should  also  be  pointed  out  that  responsible 
members  of  the  bar  do  not  pursue  claims  of 
this  sort. 


Improper  or  unnecessary  surgery  was 
cited  in  fourteen  cases.  Cardiac  arrest  was  a 
complication  in  six  cases  and  five  of  these 
occurred  in  people  under  25  years  of  age,  all  i. 
of  whom  suffered  total  and  permanent  dis- 
ability. Four  patients  in  our  series  had  fatal 
liver  involvement  and  all  had  received  Halo- 
thane  anesthesia  on  two  separate  occasions  in 
a period  of  four  weeks  or  less.  The  emergency 
room  continues  to  be  a source  of  varied 
charges,  the  most  common  complaints  being 
improper  diagnoses  and  failure  to  admit. 
Many  of  these  cases  were  difficult  to  defend. 

In  the  series  relating  to  doctors  of  med- 
icine, 64  board  certified  specialists  were  im-  ’ 
plicated  and  16  of  the  19  specialties  recog- 
nized during  the  time  covered  in  this  report 
were  involved.  No  claims  were  seen  in  the 
fields  of  ophthalmology,  dermatology,  and 
physical  medicine  and  rehabilitation. 

The  largest  number  of  claims,  fifteen,  was  ^ 
directed  against  general  surgeons  and  twelve  ^ 
against  orthopedic  surgeons.  Physicians  spe- 
cializing in  obstetrics  and  gynecology  were  ; 
charged  in  nine  cases,  internists  in  seven,  and 
radiologists  in  six.  Three  pediatricians,  three  ^ 
otolaryngologists,  two  anesthetists  and  seven  i 
single  claims  made  up  the  balance  of  the  list.  i 
The  best  risk  ratio  occurred  among  those 
board-certified  in  internal  medicine  where 
only  one  case  of  possible  exposure  was  seen 
in  a group  of  seven.  None  of  the  other  spe- 
cialties, where  a reasonable  number  of  cases 
were  reviewed,  approached  this  figure. 

Erroneous  diagnosis  was  charged  against 
two  general  surgeons.  The  common  duct  was  ' 
ligated  in  one  patient  and  a sponge  was  left 
in  another.  Testicular  atrophy  following  her- 
nia repair  resulting  in  a $35,000  judgment  in 
favor  of  a plaintiff.  Fracture  treatment  was 
the  area  of  concern  in  eight  of  the  cases  in- 
volving  orthopedic  surgeons.  A single  special-  < 
ist  in  obstetrics  and  gynecology  was  named  I 
in  three  separate  claims.  The  treatment  ren- 
dered by  three  internists  was  alleged  to  have  < 
been  inadequate,  but  none  of  these  claims  ; 
seemed  valid.  Failure  to  properly  diagnose 
was  the  complaint  directed  against  five  radi- 
ologists, and  the  remaining  case  concerned  a 
radiation  complication. 

Of  the  remaining  physicians’  claims,  59  re- 
lated to  general  practitioners  and  twelve  to 
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surgeons  with  some,  but  less  than  approved, 
training.  One  observation  we  made  was  that 
in  the  general  practitioners  in  whom  ex- 
posure seemed  to  be  present,  slightly  over 
50  per  cent  of  these  cases  involved  claims  re- 
lating to  surgical  procedures. 

Discussion 

There  is  little  doubt  that  many  of  these 
problems  should  never  have  occurred.  Atten- 
tion to  basic  operating  room  regulations  cer- 
tainly should  decrease  the  number  of  foreign 
body  cases.  Sciatic  nerve  injury  in  infants 
can  be  essentially  eliminated  by  giving  the 
intramuscular  injection  into  the  anterolateral 
thigh  rather  than  into  the  buttocks.  In  the 
long  run,  however,  complications  and  result- 
ing malpractice  claims  are  an  ever  present 
“way  of  life”  for  the  doctor  as  well  as  for  his 
patient,  and  because  human  errors  are  often 
involved,  they  will  always  be  with  us.  It  is 
not  the  occurrence  of  a complication  that 
leads  to  a suit,  but  rather  the  failure  to  either 
anticipate  or  recognize  and  then  promptly 
treat  these  complications.  This  has  been  all 
too  clearly  demonstrated  in  some  cases  of 
cardiac  arrest. 

As  in  all  professions,  some  physicians  are 
less  than  objective  in  realistically  appraising 
their  adequacy.  Failure  to  obtain  adequate 
and  timely  consultations  is  seen  all  too  fre- 
quently. This  is  not  a unique  problem  for  any 
segment  of  the  medical  profession  since  it  in- 
volves the  highly  trained  specialist  as  well 
as  his  non-Board  colleague.  Insistence  on  evi- 
dence of  participation  in  continuing  medical 
educational  programs  as  one  requirement  for 
insurability  may  become  inevitable. 

The  governing  board  of  hospitals  must  be- 
come more  aware  and  sophisticated  in  its  re- 
sponsibility in  sanctioning  privileges  for  phy- 
sicians. Since  the  Darling  decision,^  suits 
based  on  this  particular  hospital  board  func- 
tion have  increased  and  many  create  a diffi- 
cult defense  challenge.  Proper  and  continuing 
communication  between  the  medical  and  sur- 
gical staff  of  the  hospital  and  the  governing 
board  should  greatly  eliminate  this  source  of 
trouble. 

In  the  past  few  years  there  has  been  an  in- 
creasing concern  about  doctor-patient  rela- 
tions. We  feel  that  a breakdown  in  this  rela- 
tionship has  precipitated  more  suits  than  any 
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other  single  factor.  We  have  observed  that  pa- 
tients on  occasion  often  unknowingly  develop 
an  emotional  dependency  on  their  doctors, 
and  the  doctor’s  success  or  failure  in  recog- 
nizing and  meeting  this  need  at  times  relates 
to  the  institution  of  a claim.  The  increased 
demand  for  health  services  as  well  as  a short- 
age of  available  skilled  personnel  in  certain 
areas  contribute  further  to  the  problem.  Fur- 
thermore, we  feel  that  our  previous  impres- 
sion to  the  effect  that  a contradiction  of 
values  exists  in  certain  individuals  is  still 
valid.  Some  people  appear  to  accept  the  fail- 
ures of  such  publicized  and  unusual  proced- 
ures as  transplant  surgery,  the  restoration  of 
severed  limbs,  etc.  On  the  other  hand,  they 
expect  every  gallbladder  operation  or  frac- 
ture case,  no  matter  its  severity,  to  be  un- 
eventful. Many  expect  all  childbirth  to  be  a 
routine  event  devoid  of  complications.  Sim- 
ilar fallacious  reasoning  is  seen  in  claims  in- 
volving anesthesia,  neurosurgery,  and  every 
other  specialty. 

There  is  no  agreement  regarding  the  best 
mode  of  action  to  pursue  when  a claim  arises. 
Medical  legal  panels  and  arbitration  boards 
have  been  proposed  and  both  systems  have 
protagonists  and  antagonists.  At  any  rate, 
either  seems  to  have  advantages  over  the 
present  system  which  frequently  results  in 


awards  that  are  not  proportionate  to  the 
proven  damages. 

Recommendations 

During  the  past  few  years,  certain  acts  of 
commission  as  well  as  of  omission  have 
tended  to  recur  in  the  cases  we  see  and  the 
following  suggestions  may  be  pertinent: 
Never  exceed  “what  is  probable”  in  giving  a 
medical  prognosis.  Always  avoid  careless  and 
unethical  remarks.  Maintain  and  retain  good 
office  and  hospital  records.  Make  certain  that 
proper  and  adequate  informed  consent  is 
executed.  In  this  area,  indicate  alternative 
forms  of  treatment,  stress  the  significant  and 
not  the  remote,  and  remember  that  the  more 
elective  the  procedure,  the  more  “informed” 
should  be  the  consent.  Do  not  hesitate  to  ob- 
tain proper  consultations. 

A Michigan  Supreme  Court,  in  a split  de- 
cision, recently  decided  that  a doctor  had 
failed  to  effect  a cure  in  a patient  and  also  ’ 
concluded  that  he  had  promised  to  do  so.  This 
decision  probably  should  come  as  no  surprise 
because  more  than  200  years  ago  a plaintiff 
was  awarded  500  pound  sterling  when  an 
English  surgeon  failed  to  cure  his  deformed 
leg,  which  the  doctor  had  indeed  promised  to 
do.  This  certainly  suggests  there  is  really  not 
too  much  new  about  malpractice.  • 
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■ Darling  vs.  Charleston  Community  Memorial  Hospital  (211  NE  2d  253,  III  1965) 
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The  sickness  of  Frederic  Chopin 


On  the  morning  of  November  8,  1838,  the 
Spanish  sailing  ship  “El  Mallorquin”  arrived 
in  the  harbor  at  Palma  de  Mallorca.  On  board 
was  an  odd  French  foursome  comprised  of 
George  Sand,  the  writer  and  eccentric,  her 
nine-year-old  daughter  Soulange,  her  six- 
teen-year-old  son  Maurice,  and  Frederic 
Chopin,  the  brilliant  young  composer  and 
pianist.  Chopin  for  the  past  several  months 
had  been  Sand’s  constant  companion.  The 
two  artists  had  decided  that  a winter  out  of 
Paris  would  be  good  for  all  concerned.  The 
amorous  bond  between  them  had  led  to  com- 
plications that  would  be  alleviated,  they  felt, 
by  a trip. 

Moreover,  a southern  voyage  seemed 
natural  for  reasons  of  health.  Sand  and  her 
daughter  were  healthy  enough  but  not  so  the 
two  males.  Maurice  was  a sickly  boy  who 
suffered  repeated  respiratory  problems  dur- 
ing the  long  Parisian  winters.  The  twenty- 
eight-year-old  Chopin,  likewise,  fared  badly 
during  cold  weather.  In  the  winter  of  1835 
he  had  been  stricken  with  a severe  and  last- 
ing cold  described  as  an  “attack  of  influenza.” 
In  the  two  subsequent  winters  he  had  been 
similarly  afflicted.  The  popular  remedy  at 
the  time  for  problems  of  this  sort  was  a stay 
in  the  south,  usually  the  Cote  d’Azur  or  Italy. 
But  in  the  hope  of  avoiding  acquaintances 
and  notoriety.  Sand  and  Chopin  had  settled 
on  Mallorca  as  the  place  of  their  winter 
sojourn. 

At  the  outset  the  trip  was  a complete 
success.  “Here  I am  in  Palma”,  wrote  Chopin 
to  a friend  a week  after  their  arrival. 

“In  the  shade  of  palm  trees,  cedars,  aloes, 
oranges,  lemons,  fig  trees,  and  pomegranates. 
. . . The  sky  is  of  turquoise  blue,  the  sea  of 
lapis,  and  the  mountains  of  emerald.  The  air? 
The  air  is  as  it  must  be  in  heaven.  The  days 
are  sunny;  everybody  goes  about  in  summer 
clothes  and  it  is  hot.  ...  In  short,  a delicious 
existence.”! 

With  the  aid  of  the  French  consul  the  four 
found  a comfortable  villa  several  miles  out- 
side of  Palma,  picturesquely  named  “So’n 
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Vent”,  The  House  of  Wind.  It  was  the  sum- 
mer cottage  of  a friendly  Mallorcan  named 
Gomez,  who  gladly  rented  it  to  them  for  a 
reasonable  price.  On  the  21st  of  November, 
Chopin  wrote  a second  friend,  “I  have  ar- 
rived in  Palma — a wonderful  place  of  per- 
petual springtime.  My  health  is  better”. - 
Sand  also  was  well  satisfied  with  their  choice. 
Though  she  found  local  society  to  be  both 
provincial  in  its  ways  and  suspicious  of  hers, 
she  delighted  in  the  natural  beauty  of  the 
island  and  took  daily  excursions  on  foot  with 
her  two  children.  She  recorded  immediate 
improvement  in  Maurice’s  health. 

But  life  changed  abruptly  in  early  Decem- 
ber. One  morning  the  four  were  awakened  by 
great  gusts  of  wind  followed  by  torrential 
rains.  The  break  in  the  weather  had  come  and 
the  rainy  season  was  upon  them.  Little  had 
they  realized  the  ironic  truth  in  the  name  of 
their  villa — “So’n  Vent”.  Indeed  it  was  a 
summer  house  and  ill  equipped  to  stand  the 
wet  winter.  The  only  heat  was  a small  stove 
that  made  more  smoke  than  heat.  The  walls 
were  thin  and  the  windows  leaked. 

Chopin’s  health  broke  with  the  weather. 
The  combination  of  the  dampness  and  the 
smoke  started  him  coughing.  “(Chopin)  fell 
ill,”  reported  Sand. 

“Being  of  delicate  constitution  and  liable  to  bad 
irritations  of  the  larynx,  he  responded  quickly 
to  the  change  of  humidity.  . . . For  those  of  us 
who  were  used  to  warming  ourselves  in  winter 
this  house  without  a chimney  was  like  a cloak 
of  ice  on  our  shoulders. 

As  the  days  passed,  the  young  composer’s 
coughing  grew  worse  and  Sand  sent  to  Palma 
for  doctors  to  examine  him.  She  had  little 
faith  in  Mallorcan  medicine,  but  she  felt  she 
had  to  do  something  since  her  friend  was 
coughing  up  quantities  of  blood.  Chopin  him- 
self recorded  his  experience  with  the  doc- 
tors: 

“I  have  been  sick  as  a dog  these  last  two  weeks. 
Three  doctors  — the  best  on  the  island  — have 
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examined  me.  One  sniffed  at  what  I spat,  an- 
other tapped  at  the  place  whence  I spat  it,  and 
the  third  poked  and  listened  while  I spat.  The 
first  said  I would  die,  the  second  said  I was 
dying  and  the  third  said  I was  dead  already. ”2 

It  was  the  opinion  of  the  doctors  that 
Chopin  was  suffering  from  pulmonary 
phthisis — tuberculosis.  They  recommended 
bleeding,  a milk  diet  and  plasters.  Chopin  and 
Sand  agreed  that  there  would  be  no  bleedings 
at  all.  Fifteen  years  before,  Chopin’s  sister 
had  died  in  what  he  described  as  a “galloping 
death”  from  tuberculosis  under  a rigorous 
regime  that  featured  twice  daily  bleedings. 
The  composer  had  good  reason  to  doubt  the 
merits  of  blood  letting  and  refused  to  submit 
to  them.  Milk  was  hard  to  come  by  on  the 
island  and  Chopin  did  not  like  it  anyway.  His 
treatment,  in  sum,  was  limited  to  plasters 
applied  at  regular  intervals. 

The  more  significant  result  of  the  doctors’ 
visit  was  the  reaction  of  the  community  to 
the  fact  that  Chopin  had  been  declared  con- 
sumptive. Spanish  law  required  that  doctors 
report  this  finding  to  the  local  officials. 
“From  that  moment”,  wrote  Sand,  “we  were 
the  objects  of  horror  and  terror  for  the  pop- 
ulation. We  were  the  victims  of  pulmonary 
phthisis  which  is  the  equivalent  of  the  plague 
in  the  prejudiced  notions  of  contagion  enter- 
tained by  Spanish  medicine.”'^  Sehor  Gomez, 
their  landlord,  reacted  quickly  when  he  heard 
the  news.  He  dispatched  a letter  in  which  he 
declared,  according  to  Sand, 

“that  we  were  harboring  someone  who  was 
harboring  a contagious  disease  within  his  walls. 
He  begged  us  to  clear  out  of  his  palace  as  soon 
as  possible.”'^ 

Knowing  the  temper  of  the  island  con- 
cerning phthisis,  the  French  consul  advised 
them  to  move  quickly.  He  gave  them  rooms 
at  his  house  in  Palma  until  they  could  find 
new  lodging. 

Their  wait  was  not  long.  Sand’s  explora- 
tions of  the  island  had  brought  her  to  the 
Charterhouse  of  Valdemosa,  an  abandoned 
monastery  set  on  a peninsula  ten  miles  from 
Palma.  The  order  that  inhabited  it  had  been 
dissolved  in  1836,  and  superstition  had  kept 
anybody  from  using  it  since.  Chopin,  Sand 
and  her  children  moved  in  on  December  15, 
1838.  There  they  lived  alone  except  for  an 
apothecary,  a sacristan,  and  a neighbor  called 


Maria-Antonia  who  assisted  with  the  house 
work  in  return  for  a generous  helping  of  their 
food  and  clothing. 

Life  at  the  Charterhouse  was  unusual,  in-  i 
deed.  Chopin  never  traveled  far  from  the 
stove.  Sand,  on  the  other  hand,  was  in- 
exhaustible. She  cooked,  washed,  and  tended 
her  sick  companion.  Daily  she  led  Maurice, 
whose  health  continued  to  improve,  and 
Soulange  on  hikes  about  nearby  beaches  and 
mountains. 

She  wrote  to  her  publisher,  “I  am  deep  with 
Maurice  in  Thucydides  and  Co.  and  with  Sou- 
lange in  the  rules  of  indirect  speech  and  the 
agreement  of  the  participle.”"* 

She  found  time  to  explore  Palma  and  visit 
the  few  French  families  on  the  island.  As 
always,  she  wrote.  During  the  winter  she 
revised  one  novel,  Lelia,  and  composed  a sec- 
ond, Spiridion.  Chopin  was  not  totally  inac- 
tive. After  a long  wait  his  piano  arrived  from 
Paris  and  he  spent  as  much  time  with  it  as  ; 
his  condition  would  permit.  '( 

Life  was  not  easy.  The  local  inhabitants 
disapproved  of  them  for  a dozen  reasons.  At 
the  heart  of  their  complaints,  of  course,  was 
Chopin’s  contagion.  In  addition,  however, 
they  objected  to  the  fact  that  none  of  the 
party  went  to  church,  that  Soulange  dressed 
as  a boy  — as  did  Sand  herself  — and  that 
Sand  allowed  her  children  to  be  exposed  to 
the  disease.  In  a moment  of  anger  their  camp 
follower,  Maria-Antonia,  summarized  local 
feeling  this  way; 

“This  consumptive  (Chopin)  is  going  straight 
to  hell  first  of  all  because  he  is  consumptive 
and  second  because  he  doesn’t  go  to  church. ”3 

Sand  had  trouble  getting  into  Palma.  The 
local  peasantry  doubled  and  then  tripled  the 
price  of  goods  they  sold  to  them.  The  trouble- 
some Gomez  demanded  and,  at  the  advice  of 
the  consul,  received  indemnity  for  the  bed 
and  linen  that  Chopin  had  used.  The  precious 
milk  they  ordered  sent  them  for  Chopin’s 
diet  was  gone  into  the  bellies  of  the  children 
who  carried  it  over  the  mountain  paths  be- 
fore it  ever  reached  the  Charterhouse.  “We 
were  finally  alone,”  concluded  Sand, 

“as  alone  as  in  a desert;  and  when  the  pro- 
visions for  each  day  were  eaten,  we  sat  down 
as  a family  in  front  of  the  stove  to  laugh.  But 
as  the  winter  advanced,  sadness  paralysed  my 
efforts  toward  gayety  and  serenity.  The  state  ' 
of  our  sick  one  worsened  every  day.  The  angry 
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ocean  kept  the  port  shut.  We  felt  like  prison- 
ers, far  from  enlightened  help  or  real  sym- 
pathy. Death  seemed  to  hang  over  our  heads 
waiting  to  snatch  up  one  of  us  and  we  were 
alone  to  dispute  his  prey  with  him.  There  was 
not  one  human  creature  within  call  who  did 
not  wish,  to  the  contrary,  to  push  him  towards 
the  tomb  to  end  more  quickly  the  pretended 
danger  to  their  neighborhood.  This  thought  of 
hostility  was  terribly  sad.”i 

Toward  the  middle  of  February  the  sea 
abated  and  “El  Mallorquin”  resumed  its  reg- 
ular trips  to  Barcelona.  It  was  decided  to 
leave  as  quickly  as  possible.  The  piano  was 
sold  for  nothing,  reservations  were  made  for 
the  passage,  and  their  few  things  were  se- 
cured. But  no  one  could  be  found  to  trans- 
port the  sick  Chopin  to  Palma.  In  the  end, 
the  trip  was  made  over  the  mountain  roads 
in  a cart  no  larger  than  a wheelbarrow. 
Chopin  was  convulsed  by  a fit  of  coughing. 
On  the  dock  in  Palma  he  hemorrhaged  badly, 
spewing  blood  all  over  the  pavement.  The 
overnight  voyage  to  Barcelona  was  no  bet- 
ter. “El  Mallorquin”  carried  a cargo  of  pigs 
whose  owners  traveled  among  them  pound- 
ing the  animals  with  whips  to  keep  them  from 
being  seasick.  The  racket  and  the  stench  were 
horrifying.  To  make  matters  worse,  the  cap- 
tain knew  that  Chopin  was  consumptive  and 
gave  him  the  worst  bunk  on  board.  He 
claimed  that  he  would  have  to  burn  every- 
thing in  the  cabin  when  they  reached  Bar- 
celona. He  added  a final  insult  by  making 
Chopin  pay  the  price  of  a new  bed  in  addi- 
tion to  the  price  of  his  ticket. 

Life  changed  immediately  with  their  ar- 
rival in  Barcelona.  Anchored  in  the  harbor 
was  a French  man-of-war  with  a French  phy- 
sician on  board.  The  captain  welcomed  the 
four  to  his  ship  and  put  Chopin  in  the  hands 
of  the  doctor.  There  is  no  record  of  his  ther- 
apy beyond  his  observation  to  Sand  that  the 
composer  was  near  death.  His  technic  was 
successful,  though,  for  within  the  week 
Chopin  was  strong  enough  to  travel  again. 
The  trip  from  Barcelona  to  Marseille  was 
made  in  a French  ship,  “Le  Phenicien”.  The 
captain  could  not  make  the  sick  man  too  com- 
fortable. In  a dramatic  gesture  he  gave 
Chopin  the  mattress  from  his  own  bed  be- 
cause he  felt  the  invalid’s  was  not  adequate. 
On  the  dock  in  Marseille  waiting  for  them 


was  one  Dr.  Cauvieres,  an  eminent  Mar- 
seillaise physician  and  a good  friend  of  Sand’s 
sister.  He  lodged  the  travelers  at  his  house 
and  took  care  of  Chopin  for  the  duration  of 
his  stay  in  Marseille.  Sand  wrote  to  her  sis- 
ter on  the  26th  of  February: 

“He  is  much  better.  . . . He  has  stopped  spit- 
ting blood,  sleeps  well,  coughs  but  little  and, 
what  chiefly  matters  to  him,  is  back  in  France 
again.  He  can  sleep  in  a bed  with  the  comfort- 
ing assurance  that  it  will  not  be  burned  be- 
cause he  has  used  it.  When  he  stretches  a hand 
in  welcome,  people  do  not  recoil  from  it.”^ 

The  stay  in  Marseille  lasted  until  the  mid- 
dle of  May.  During  this  time  Chopin  regained 
much  of  his  old  strength.  The  cough  never 
disappeared  but  the  hemoptysis  was  gone 
and  his  weight  and  color  returned.  He  spent 
the  summer  with  Sand  at  her  country  house 
at  Nohant  outside  of  Paris.  In  the  fall  he  re- 
turned to  Paris  and  resumed  his  normal  life. 
For  the  succeeding  years  his  time  was  divided 
between  Paris  and  Nohant.  With  time,  how- 
ever, his  health  declined.  As  before,  the  win- 
ters were  particularly  difficult  for  him  but 
he  never  tried  the  south  again.  He  died  on 
the  17th  of  October,  1849,  at  the  age  of  thirty- 
nine.  Autopsy  confirmed  what  had  been  as- 
sumed for  ten  years  — he  had  diffuse,  mas- 
sive phthisic  lesions  in  both  lungs  as  well  as 
tubercular  ulcers  in  the  small  bowel. 

It  is  interesting  to  note  that  in  Paris  ab- 
solutely no  precautions  were  taken  by 
Chopin’s  acquaintances  against  his  disease. 
For  some  years  he  shared  his  apartment  in 
Paris  with  his  physician  and  boyhood  friend, 
Jan  Matuszynski.  The  latter  died  from  rap- 
idly progressive  consumption  in  1841  con- 
tracted, as  far  as  can  be  told,  from  Chopin. 
The  pianist’s  social  life  was  extremely  active 
until  the  last  months  of  his  illness.  Friends 
often  admonished  him  to  take  more  care  with 
his  health  but  it  did  little  good.  In  1848  he 
took  a long  and  tiring  trip  to  England  and 
Scotland  where  he  was  widely  feted.  As  in 
France,  there  were  no  measures  taken  against 
his  now  fulminant  disease.  He  returned  to 
Paris  in  a state  of  exhaustion  and  died  within 
a year.  Yet  never  after  he  left  Mallorca  was 
his  linen  burned  or  his  contact  spurned. 
Never  again  did  he  meet  the  fear  of  his  af- 
fliction that  he  had  seen  in  the  south. 
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The  case  of  Chopin  is  an  interesting  one 
because  it  clearly  delineates  the  attitudes  of 
two  different  cultures  toward  a disease  com- 
mon to  both.  Tuberculosis  had  been  recog- 
nized and  described  in  European  literature 
from  the  time  of  the  Greeks.  Many  theories 
had  been  advanced  for  its  cause  and  cure.  In 
1546,  an  Italian,  Girolamo  Fracastoro  pub- 
lished the  first  modern  description  of  tuber- 
culosis. He  clearly  labeled  it  a contagious  af- 
fliction. He  pointed  out  that  not  only  could 
the  consumptive  individual  pass  the  disease 
on  but  that  his  clothes,  his  bed,  and  his  room 
might  harbor  the  infection  as  well.  A few 
years  later  the  physician  Sylvius  laid  down 
the  six  causes  of  phthisis  — the  sixth  of 
which  was  that  “.  . . the  air  expired  by  con- 
sumptives having  been  brought  close  to  the 
mouth  and  nose  (of  others)  is  drawn  and  in 
this  way  offensive  and  irritating  emanations 
are  continuously  carried  from  the  infected 
party  to  others  . . . (who)  also  fall  into 
phthisis.”'"’ 

The  belief  that  tuberculosis  was  conta- 
gious held  sway  in  southern  Europe  from 
this  time  on.  Italian  anatomists  refused  to 
perform  autopsies  on  phthisic  cadavers  in 
order  to  protect  themselves  and  their  stu- 
dents from  the  disease.  In  1699  the  Republic 
of  Lucca  issued  the  first  recorded  decree  of 
prophylaxis  aimed  at  curbing  tuberculosis.  It 
declared  that  objects  belonging  to  consump- 
tives had  to  be  destroyed  after  the  patient’s 
death.  In  addition  it  bound  all  physicians  to 
report  new  cases  to  the  civil  authority.  Fifty 
years  later  Ferdinand  VI  of  Spain  issued  a 
similar  edict  that  applied  to  his  entire  realm. 
It  outlined  severe  penalties  for  doctors  fail- 
ing to  report  consumptives,  made  provision 
for  replastering  and  reoccupancy  of  contam- 
inated dwellings,  and  called  for  the  special 
housing  of  consumptives  at  hospitals.  It  was 
this  law  that  was  used  against  Chopin  during 
his  stay  in  Spanish  territory. 

In  northern  Europe  attitudes  developed 
differently.  In  the  16th  and  early  17th  cen- 
turies the  Italian  ideas  on  contagion  held 
their  own.  But  doubt  grew  quickly.  Students 
of  pathology  tended  to  revert  to  notions  of 
phthisical  types  and  phthisical  dispositions 
layed  down  by  Hippocrates  and  Galen  cen- 
turies before.  Around  1650  the  faculty  of  the 


University  of  Paris  took  a formal  stand 
against  the  theory  of  infectiousness.  A few 
years  later  the  British  phthisiologist  Richard 
Morton  set  down  his  six  causes  of  tubercu- 
losis. Contagion  received  no  mention  but  in 
its  place  was  a lengthy  discussion  of  “An 
Hereditary  Disposition  from  the  Parents”. 
Heredity  became  everybody’s  explanation.  It 
had  been  noted  that  tuberculosis  tended  to 
occur  in  the  same  house,  in  the  same  family, 
and  that  those  afflicted  often  fell  ill  at  the 
same  age.  These  facts  seemed  neatly  ex- 
plained by  a hereditary  predisposition  to  the 
disease.  This  conclusion  was  seconded  by  the 
tendency  of  children  to  become  consumptive 
in  a family  with  a stricken  parent.  Clearly 
this  was  heredity. 

The  complete  evolution  of  northern  Euro- 
pean medicine  away  from  any  belief  in  con- 
tagion is  dramatized  by  the  story  of  Benjamin 
Marten.  Almost  nothing  is  known  about  the 
life  of  this  early  18th  century  English  phy- 
sician. In  1720  he  published  a volume  en- 
titled A New  Theory  of  Consumptions,  more 
especially  of  a Phthisis  or  Consumption  of 
the  Lungs  in  which  he  stated  simply, 

“The  Original  and  Essential  Cause,  then,  which 
some  content  themselves  to  call  a viscious  dis- 
position of  the  Juices,  others  a Salt  Acrimony, 
others  a strange  Ferment,  others  a malignant 
Humour  (all  of  which  seem  to  me  dark  and 
unintelligible)  may  possibly  be  some  certain 
Species  of  Animalculae  or  wonderfully  minute 
living  creatures  that,  by  their  peculiar  shape 
or  disagreeable  parts  are  inimicable  to  our  Na- 
ture; but,  however,  capable  of  subsisting  in  our 
Juices  or  vessels.”® 

Marten  described  essentially  and  completely 
the  nature  and  infectious  quality  of  the  tu- 
bercle bacillus  one  hundred  sixty  years  before 
Koch’s  discovery.  Based  on  his  extraordinary 
hypotheses  he  put  forth  an  equally  striking 
explanation  of  the  communicability  of  tuber- 
culosis. 

“It  may  therefore  be  very  likely  that  habitual 
lying  in  the  same  bed  with  a consumptive  pa- 
tient, constantly  eating  and  drinking  with  him 
or  by  frequently  conversing  so  nearly  as  to 
draw  in  part  of  the  breath  he  emits  from  the 
lungs,  a Consumption  may  be  caught  by  a 
sound  Person.  ...  I imagine  that  slightly  con- 
versing with  consumptive  Patients  is  seldom  or 
never  sufficient  to  catch  the  Disease,  there 
being  few  if  any  of  those  minute  Creatures  . . . 
communicated  in  slender  conversation  and 
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which,  if  they  are,  may  not  perhaps  be  pro- 
duced into  life  or  be  nourished  or  increased  in 

the  new  Station  they  happen  to  be  cast.”® 
Marten  touched  directly  on  the  most  enig- 
matic characteristic  of  the  disease  — it  was 
infectious  but  not  highly  contagious.  While 
contact  could  transmit  it,  casual  exposure 
was  not  sufficient,  as  in  the  case  of  the 
plague,  to  pass  it  on.  It  was  this  fact  de- 
scribed by  Marten  that  made  interpretation 
of  the  ailment  so  difficult  and  consigned 
etiologic  analysis  to  the  realm  of  speculation 
for  so  long.  Marten’s  insight  was  couched  in 
the  most  modest  terms.  He  commended  his 
idea  to  “some  abler  hand  whose  abilities  are 
more  equal  to  the  Task  to  carry  the  Theory 
much  farther  than  I have  done.” 

Such  hands  were  not  forthcoming.  Al- 
though the  book  was  reprinted  in  1722,  it  had 
little  effect  on  medical  thinking  of  the  time. 
No  record  of  Marten’s  career  has  been  found 
and  almost  no  reference  to  his  ideas  exists 
in  subsequent  medical  writings.  When  a med- 
ical historian  rediscovered  his  tract  in  1911, 
only  four  copies  of  the  work  could  be  found 
in  all  Europe.  Marten’s  postulates  were  en- 
tirely ignored  by  his  contemporaries  who  saw 
no  arguments  in  favor  of  the  communicabil- 
ity of  tuberculosis  by  “animalculae”  or,  in- 
deed, any  other  agent. 

In  France  and  England,  the  belief  that 
tuberculosis  had  no  contagious  qualities  car- 
ried well  into  the  19th  Century.  Neither 
Gaspard  Bayle  nor  Rene  Laennec,  two  of  the 
men  responsible  for  shaping  our  present 
knowledge  of  the  disease,  had  any  notion  of 
contagion.  Both  dealt  intimately  with  con- 
sumptives as  patients  and  at  autopsy  with- 
out the  slightest  precaution,  and  both  died 
young  with  tuberculosis. 

But  as  the  century  progressed,  the  evi- 
dence in  favor  of  communicability  grew.  In 
England,  in  1856,  a general  practitioner  named 
William  Budd  noted  that  African  sailors  he 
treated  were  extremely  susceptible  to  tuber- 
culosis and  suffered  a more  precipitous  dis- 
ease than  most  Europeans.  Learning  that 
phthisis  was  rare  in  central  Africa,  he  con- 
cluded that  those  less  exposed  are  more  liable 
to  the  disease’s  contagious  quality.  He  pub- 
lished his  ideas  in  the  Lancet  in  1867.  At  the 
same  time  Jean-Antoine  Villemin,  a French 


Army  surgeon,  demonstrated  that  phthisis 
could  be  inoculated  from  a cow  or  a human 
into  a guinea  pig  or  a rabbit.  Finally  in  1882, 
Robert  Koch  isolated  the  tubercle  bacillus 
and  showed  that,  as  Marten  had  suspected, 
there  really  was  an  animalcula  of  sorts  that 
caused  the  disease  and  could  be  passed  from 
person  to  person. 

Yet  the  old  ideas  hung  on  tenaciously.  A 
British  commission  appointed  to  reproduce 
Villemin’s  experiments  induced  tuberculosis 
in  fifty  of  fifty-three  rabbits  inoculated  but 
found  the  disease  in  one  of  their  two  control 
animals  as  well.  On  the  basis  of  this  they  con- 
cluded that  a “tubercular  diathesis”  still 
seemed  to  be  the  primary  cause  of  the  afflic- 
tion. The  great  German  pathologist  Rudolph 
Virchow  declared  that  consumption  was  a 
kind  of  tumor  and  the  rules  that  governed 
cancer  governed  tuberculosis.  The  theory  of 
non-contagion  was  ingrained  in  American 
medicine  as  well.  As  late  as  1881  August  Flint 
and  William  Welch  wrote  in  The  Principles 
and  Practice  of  Medicine,  “The  doctrine  of 
contagiousness  of  the  disease  has  its  advo- 
cates but  general  belief  is  in  its  non-commu- 
nicability.” 

Physicians  in  the  north  of  Europe  were 
presented  with  the  same  disease,  hence  the 
same  facts,  as  physicians  in  the  south.  Yet  the 
two  sets  of  scientists  and  their  respective  so- 
cieties entertained  markedly  different  views 
of  the  single  phenomenon  for  more  than  two 
centuries.  The  voyage  of  Chopin  and  Sand  to 
Mallorca  dramatized  these  differences.  Some 
time  after  the  trip  Sand  summarized  the  ex- 
perience as  follows: 

“Phthisis  is  rare  in  those  (southern)  climates 

and  is  looked  upon  as  contagious.  We  were  re- 
garded as  plague  infested.  . . . The  law  of  the 

island  plucked  us  like  chickens.”® 

As  she  notes,  tuberculosis  in  the  south  was 
much  less  common  than  in  the  north.  In 
France  and  England  the  disease  was  brutal 
in  its  proportions.  It  is  estimated  that  be- 
tween 1800  and  1850  one  half  the  population 
of  England  suffered  some  form  of  active  tu- 
berculosis and  one  third  of  the  population 
died  from  it."  The  situation  in  Italy  and  Spain 
was  very  different.  The  disease  was  occa- 
sional and  isolated.  In  the  north  consumption 
was  endemic.  Its  very  prevalence  obscured 


for  September  1973 


33 


its  contagious  nature.  Because  it  rarely  oc- 
curred in  family  groups  in  the  south  it  was 
not  thought  to  be  hereditary,  while  in  the 
north  it  appeared  in  and  decimated  families 
more  often  than  not,  and  so  seemed  clearly 
hereditary. 

If  tuberculosis  was  a challenge  to  health, 
it  was  a threat  to  society  as  well.  The  notion 
that  half  a population  is  harboring  an  infec- 
tion dangerous  to  the  other  half  is  an  ex- 
plosive one.  It  was  easy  enough  for  the  King 
of  Spain  to  dictate  that  his  consumptive  sub- 
jects be  isolated  in  safe  colonies  but  he  was 
dealing  only  with  a tiny  fraction  of  his  realm. 
To  the  north,  prophylactic  measures  of  a sim- 
ilar sort  that  might  have  saved  millions  of 
lives  over  the  years  were  essentially  impos- 
sible. The  disease  was  too  deeply  entrenched. 
While  Chopin  could  reasonably,  if  a bit 
cruelly,  be  isolated  on  Mallorca,  he  could  not 
be  in  Paris,  for  if  he  had  been  quarantined, 
a good  third  of  the  city  would  have  had  to 
join  him. 

Presented,  then,  with  the  somewhat  am- 
biguous evidence  as  to  the  contagious  nature 
of  consumption,  it  is  not  surprising  that  so- 
cieties of  the  north  systematically  chose  to 
ignore  the  communicable  quality  of  the  dis- 
ease. They  took  the  clearest  evidence  for  con- 
tagion, the  multiple  infections  of  those  living 
close  together,  inverted  it,  and  came  out  with 
the  comfortable  theory  of  heredity.  They 
were  absolutely  untouched  by  Marten’s  point- 
blank  statement  of  the  true  nature  of  the  ail- 
ment. They  ignored  the  abduction  of  some 
of  their  best  workers  — Bayle  and  Laennec 
— by  the  disease  itself.  And  they  resisted  well 
past  the  middle  of  the  19th  century  the  cu- 
mulative weight  of  absolute  evidence  in  favor 
of  contagion. 

This  history  of  an  attitude  suggests  a 


principle  concerning  disease  in  general. 
Where  there  is  any  choice,  society  accepts 
only  those  facts  it  finds  least  disturbing.  If 
necessary,  it  sets  itself  in  opposition  to  sci- 
ence in  an  effort  to  stave  off  the  threat  im- 
plicit in  the  truth.  In  the  case  of  tuberculosis, 
the  burden  of  evidence  won  out  in  time,  and 
society  was  forced  to  deal  with  the  facts  as 
they  really  were  — but  before  giving  in,  so- 
ciety had  won  a two-hundred-year  delaying 
action. 

This  thought  raises  the  question  of  what 
our  position  is  today.  Might  not  the  same 
principles  of  cultural  foot-dragging  apply  to 
our  attitudes  toward  cancer  and  heart  dis- 
ease? How  rational  are  we  as  a society  when 
science  challenges  something  as  close  to  us 
as  smoking  or  eating?  What  facades  do  we 
throw  up  to  protect  ourselves  against  dis- 
turbing but  conclusive  scientific  fact? 

Looking  to  the  future,  there  is  yet  a more 
profound  conclusion  to  be  drawn  from  the 
lesson  of  tuberculosis.  Perhaps  society  has 
been  right  all  along.  Perhaps  the  implications 
of  scientific  discovery  will  in  time  be  so  vast 
that  the  “healthy  life”  will  become  intoler- 
able. To  overstate  the  case,  our  diet  will  be 
reduced  to  pills  and  our  atmosphere  will  be 
proven  so  noxious  that  oxygen  masks  will 
have  to  be  worn  constantly.  Less  dramatically 
put,  when  we  finally  enumerate  the  compo- 
nents of  aging  and  disease,  is  it  reasonable 
that  we  attempt  to  adopt  antidotes  — no  mat- 
ter what  the  price  — to  every  one  of  them? 
Maybe  we  will  have  to  accept  suicide  as  a 
principle  with  no  comforting  theories  to 
soothe  us.  Every  day,  every  meal,  we  will 
knowingly  kill  ourselves  a little.  It  is  a 
strange  thought  but  not  an  unrealistic  one. 

Tuberculosis  has  been  the  most  lethal  dis- 
ease in  history.  Its  story  has  much  to  say 
about  the  future  as  well  as  the  past.  • 
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Spontaneous  reanastomosis 
of  the  vas  deferens 

A case  report 

Arnold  H.  Franzbiau,  MD,  Carlsbad 


Despite  the  increasing  acceptance  of  bilat- 
eral vasectomy  for  sterilization  as  a means 
of  birth  control,  we  must  be  aware  that  there 
is  no  guarantee  of  permanent  sterility  follow- 
ing such  surgery. 

Spontaneous  reanastomosis  of  the  vas 
deferens  following  bilateral  vasectomy  has  an 
incidence  of  between  0.1  per  cent  and  10  per 
cent  according  to  various  authors. It  is  said 
to  occur  from  leakage  of  spermatozoa  from 
the  distal  ligated  stump  of  the  vas  (testicular 
side)  leading  to  granuloma  formation.  The 
granuloma  subsequently  becomes  multichan- 
neled  and  reanastomoses  with  the  proximal 
stump,  thus  reestablishing  continuity  of  the 
lumen  so  that  spermatozoa  appear  in  the 
ejaculate. 

CASE  REPORT 

A 49-year-old  male  presented  with  a history 
that  he  had  had  bilateral  vasectomy  10  years  previ- 
ously in  another  city.  Because  his  wife  missed  a 
menstrual  period,  he  requested  a semen  examina- 
tion which  showed  four  to  five  active  motile 
spermatozoa  per/HPF.  After  consultation  with 
the  patient  and  his  wife,  he  elected  to  have  bi- 
lateral vasectomy. 


Fig.  1.  Right  vas  showing  new  ductal  structures 
(x40) 


Fig.  2.  Right  vas  showing  new  ductal  structures 
containing  sperm  (x450) 

At  surgery  each  vas  deferens  was  noted  to  be 
somewhat  convoluted  in  the  upper  scrotum.  Bilat- 
erally there  were  6mm  masses  in  continuity  with 
the  vas  deferens.  A 2cm.  segment  of  vas  including 
the  mass  was  excised  bilaterally.  The  excised  seg- 
ments were  submitted  for  examination.  Pathologist 
reported  bilateral  spermatic  granulomas.  Sec- 
tions through  the  right  spermatic  granuloma 
showed  multiple  new,  apparently  patent,  ductal 
structures  containing  spermatozoa,  without  a 
patent  main  canal  (Figs.  1,  2).  Sections  through 
left  spermatic  granuloma  showed  both  patent  main 
and  patent  accessory  ducts  containing  spermatozoa 
(Figs.  3,  4). 

Two  types  of  recanalization  were  noted,  that 
of  the  main  duct  as  well  as  accessory  ducts.  Sperm 
are  seen  in  the  accessory  ducts. 

Discussion 

It  is  necessary  to  explain  carefully  to  both 
the  patient  and  his  wife,  in  a joint  conference 
if  possible,  the  pros  and  cons  of  vasectomy, 
the  hazards  involved  and  the  lack  of  guaran- 
tee of  permanent  sterility.  During  this  con- 
ference four  factors  are  stressed:  (a)  that  the 
normal  result  of  such  an  operation  is  to  ren- 
der the  male  incapable,  after  a lapse  of  suf- 
ficient time  for  the  seminal  vesicles  to  empty. 
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Fig.  3.  Left  vas  showing  patent  main  canal  with 
spermatic  granulomas  and  new  accessory  ducts 
(x40) 

of  thereafter  becoming  a natural  father,  (b) 
that  the  patient  is  not  sterile  until  sufficient 
semen  analyses  have  been  obtained  to  insure 
that  the  ejaculate  is  completely  free  of  sper- 
matozoa, (c)  that  efforts  to  reanastomose,  in 
the  hope  of  obtaining  normal  spermatozoa  in 
the  ejaculate  with  resultant  pregnancy,  is 
most  frequently  unsuccessful,  so  that  the 
original  decision  must  be  considered  irrevo- 
cable, and  (d)  because  of  the  known  inci- 
dence of  spontaneous  reanastomosis,  complete 
sterility  is  not  guaranteed/’’*"' 


Fig.  4.  New  left  accessory  ducts  containing  sperm 
(x450) 


A frank  conference  of  this  nature  is  essen- 
tial to  obviate  marital  discord,  suspicion  and 
accusations  of  malpractice,  should  spon- 
taneous reanastomosis  occur. 

Summary 

A case  is  presented  demonstrating  spon- 
taneous reanastomosis  of  both  vas  deferens 
following  bilateral  vasectomy  with  associ- 
ated spermatic  granulomata  bilaterally,  dem- 
onstrating one  patent  vas  and  open  ductules 
in  the  granulomas  with  motile  spermatozoa 
in  the  ejaculate.  • 
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Estrogen  in  treatment  of 
the  male  climacteric 


M.  (i.  Ko8eni)auiii,  MD,  Albuquerque 


The  male  climaeterie  is  seen  frequently 
in  arthritic  sufferers.  It  is  effectively 
controlled  by  the  administration  of 
estrogen. 


The  male  climacteric  was  found  in  many 
men  suffering  from  arthritis.  This  disturb- 
ance is  characterized  clinically  by  a variety 
of  signs  and  symptoms,  no  one  of  which  is 
pathognomonic,  but  which,  considered  to- 
gether, form  a recognizable  and  treatable 
syndrome.  Elicited  by  direct  inquiry,  (pa- 
tients seem  reluctant  to  volunteer  such  infor- 
mation) , are  complaints  of  hot  flashes,  ex- 
cessive fatigue,  daytime  restlessness,  and 
nighttime  insomnia,  irritability,  depression, 
and  inability  to  concentrate. 

Treatment 

The  correction  of  this  condition  is  by  the 
administration  of  testosterone  and  estrogen, 
either  singly  or  combined,  by  oral  or  intra- 
muscular route.  Prompt  improvement  is  ob- 
tained if  the  condition  has  been  correctly 
diagnosed,  usually  within  the  first  six  days. 
In  addition  to  the  correction  of  these  nervous 
disturbances,  there  is  a lessening  of  tense- 
ness and  of  sensitivity  when  painful  muscles 
are  tested  by  deep  pressure. 

Voluminous  literature  describes  the  use  of 
estrogen  and  testosterone  in  controlling 
menopausal  nervous  symptoms,  genital 
changes,  osteoporosis  and  breast  cancer  in 
the  female.  There  is  scanty  literature  con- 
cerning the  nervous  disturbances,  osteoporo- 
sis or  arthritis,  of  the  climacteric  in  the  older 


male.  However,  much  has  been  written  about 
the  use  of  estrogen  in  controlling  prostatic 
cancer.  For  this  reason,  I have  used  estrogen 
as  the  sole  hormone  in  treating  the  male  cli- 
macteric and  have  compared  results  with 
those  obtained  when  testosterone  is  used. 

Intramuscular  injections  of  estrogen  in 
aqueous  suspension,  1 mg.,  two  times  a week, 
or  of  testosterone  in  aqueous  suspension, 
25  mg.,  two  times  a week,  for  a series  of 
twelve  injections,  were  given.  The  patient 
did  not  know  which  hormone  was  used;  fre- 
quently they  were  alternated  regularly  or  ir- 
regularly. After  the  series  of  twelve  injec- 
tions a rest  period  was  given,  determined  by 
the  progress  of  each  patient;  this  varied  from 
four  to  twelve  months  and  averaged  eight 
months.  One  hundred  patients,  ages  averag- 
ing from  thirty-seven  to  eighty-five  years 
were  observed.  All  patients  given  estrogen 
responded  promptly  and  satisfactorily  as  re- 
gards climacteric  nervous  symptoms.  These 
responses  equaled  in  all  respects  those  ob- 
tained from  testosterone. 

Complications 

One  annoying  complication  of  the  use  of 
testosterone  was  irritation  at  the  injection 
site.  This  occurred  in  about  ten  per  cent  of 
injections;  it  was  not  noted  with  estrogen  use. 
The  reaction  varied  from  mild  to  severe. 
Swelling,  redness,  and  tenderness  occurred  as 
in  a local  penicillin  reaction.  Early  recogni- 
tion of  the  irritation  is  important  to  avoid 
more  severe  reactions  from  subsequent  injec- 
tions. 

Estrogen  use  was  remarkably  free  of  com- 
plications; mild  breast  irritation  occurred  in 
four  younger  patients.  Reducing  the  dosage 
corrected  the  condition  promptly. 
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Summary 

One  hundred  males  suffering  from  vari- 
ous types  of  arthritis  showed  male  climac- 
teric nervous  disturbances.  Good  control  of 
these  nervous  symptoms  was  obtained  by  giv- 
ing estrogen  orally  or  intramuscularly.  No 
local  or  general  disturbance  occurred  when 


moderate  doses  were  given.  Estrogen  is  a spe- 
cific medication  for  the  male  climacteric,  su- 
perior to  tranquilizers  and  sedatives.  Estro- 
gen given  in  moderate  doses  is  a safe  and 
effective  way  to  control  male  climacteric  dis- 
turbances. Estrogen  is  preferable  to  testos- 
terone for  this  purpose.  • 
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Inadvertent  intra-arterial  injection 
of  mephenteramine* 

A case  report 


Michael  L.  Nahrwold,  MD,  Denver,  and  McKinley  Phelps,  Jr.,  MD, 

Albuquerque 


Inadvertent  intra-arterial  injection  of 
drugs  is  an  acknowledged  hazard  of  inpatient 
intravenous  therapy.  As  the  illicit  use  of 
drugs  has  increased,  this  complication  is 
being  seen  more  frequently  in  the  outpatient 
department.  Vasopressors  are  favored  by 
some  users  for  their  central  effects.  Arterial 
injection  of  amphetamine  has  been  previously 
reported.^  The  following  report  describes  the 
inadvertent  arterial  injection  of  mephentera- 
mine  (Wyamine  Sulfate) . 

CASE  REPORT 

A previously  healthy  19-year-old  male  was  ad- 
mitted to  Denver  General  Hospital  at  4:20  p.m., 
complaining  of  severe  dull  pain  in  the  left  distal 
forearm.  He  stated  that  at  3:30  p.m.  he  had  in- 
jected 3-4  CCS  of  mephenteramine  (Wyamine  Sul- 
fate) into  a left  antecubital  vein.  He  readily  ad- 
mitted to  previous  experimentation  with  drugs. 


‘From  the  Department  of  Anesthesiology,  University  of 
Colorado  Medical  Center,  Denver. 


Blood  pressure  was  150/100  in  both  arms;  pulse 
was  84  and  regular.  A needle  puncture  woimd  was 
present  in  the  left  antecubital  fossa,  directly  over 
the  brachial  artery  pulsation.  The  left  hand  was 
held  in  flexion;  there  was  no  forearm  pain  with 
extension.  The  fingers  and  hand  were  ice  cold  and 
the  nail  beds  were  cyanotic.  The  left  radial  pulse 
was  weak;  the  ulnar  pulse  was  absent. 

Twenty-five  mg.  of  tolazoline  (Priscoline)  was 
injected  into  the  left  brachial  artery  and  another 
50  mg.  given  intravenously.  The  hand  immediately 
became  warm  with  good  finger  perfusion.  The  arm 
was  less  painful,  but  the  ulnar  pulse  remained  ab- 
sent. 

The  patient  was  taken  to  the  operating  room 
at  6:40  p.m.  and  left  stellate  ganglion  block  per- 
formed. Pain  persisted,  but  the  ulnar  pulse  re- 
turned. An  axillary  block  was  then  administered 
to  permit  dorsal  and  volar  forearm  fasciotomies. 
The  tissues  were  edematous,  but  not  tense.  By 
11:00  p.m.  there  was  a persistent  bounding  radial 
pulse  and  readily  palpable  ulnar  pulse.  The  re- 
mainder of  the  patient’s  hospital  course  was  un- 
eventful, and  he  was  discharged  three  days  after 
admission. 
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Discussion 

Mephenteramine  raises  blood  pressure 
chiefly  by  increasing  force  of  myocardial  con- 
traction and  cardiac  output.  Peripheral  re- 
sistance is  increased  in  normotensive  individ- 
uals. Central  nervous  system  effects  are 
infrequent,  but  drowsiness,  weeping,  inco- 
herence, or  convulsions  may  occur.- 

The  proprietary  preparation  contains  15  or 
30  mg.  of  mephenteramine  per  cc.  Thus  the 
patient  presumably  received  45  to  120  mg. 
Symptomatology  in  this  case  is  markedly  sim- 
ilar to  arterial  injection  of  amphetamine*  and 
sodium  thiopental.''*  There  is  immediate  in- 
tense pain  radiating  into  the  fingers,  the 
hand  is  cold,  nail  beds  are  cyanotic,  and  dis- 
tal pulses  are  weak  or  absent.  This  is  in  con- 
trast to  extravasation  of  vasopressor  which 


produces  symptoms  of  venous  occlusion  with 
edema  followed  by  skin  necrosis."* 

Treatment  of  arterial  injections  usually 
includes  dilution  of  any  drug  remaining  in 
the  arterial  tree,  vasodilation  with  drugs  or 
nerve  blocks,  and  heparinization.^  In  this  pa- 
tient tolazoline  produced  a marked  relief  of 
symptoms.  Stellate  block  was  even  more  ef- 
fective in  that  the  ulnar  pulse  returned.  Tola- 
zoline is  easily  and  rapidly  administered,  al- 
though for  some  cases  of  arterial  injection  it 
has  been  ineffective.®  Heparinization  was 
thought  unnecessary  in  this  case  due  to  the 
findings  at  surgery. 

Inadvertent  arterial  injection  of  drugs  will 
presumably  increase  as  the  number  of  drug 
users  in  our  society  increases.  In  this  case, 
prompt  diagnosis  and  treatment  based  on 
vasodilation  proved  effective.  • 
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Acquired  spondylolysis  and 
spondylolisthesis 

Case  report 


William  K.  Jones,  MD,  and  Marcus  J.  Smith,  MD,  Santa  Fe 


A PATIENT  WITH  SPONDYLOLYSIS  and  spondylo- 
listhesis,  who  had  roentgenograms  of  the 
lumbar  spine  before  and  after  their  demon- 
stration, is  reported. 

CASE  REPORT 

An  18-year-old  boy,  a defensive  back  on  his 
high  school  football  team,  sustained  a twisting  in- 
jury during  a pile-up.  He  continued  to  play  but 
found  it  difficult  to  run  or  change  directions.  Four 
days  later,  because  his  back  pain  persisted,  he  re- 
ported to  his  physician.  The  patient  recalled  sev- 
eral previous  athletic  injuries,  one  involving  his 
back  2V2  years  earlier  at  which  time  lumbosacral 
spine  films  had  been  obtained  showing  no  evidence 


of  spondylolysis  or  spondylolisthesis.  The  oblique 
views  are  shown  in  Fig.  1. 

Physical  examination  for  the  present  complaint 
revealed  only  discomfort  in  the  right  lumbosacral 
area  and  tenderness  to  palpation  in  the  paraspinal 
muscles.  Roentgenograms  showed  a bilateral  spon- 
dylolysis of  the  pars  interarticularis  of  L-5.  The 
oblique  views  are  shown  in  Fig.  2.  The  first  de- 
gree spondylolisthesis  was  demonstrated  on  the 
lateral  view,  not  reproduced. 

After  ten  days  of  conservative  treatment,  the 
patient  still  complained  of  back  pain,  but  was  im- 
proved. There  were  no  abnormal  physical  find- 
ings. One  month  later  he  was  asymptomatic  but 
was  advised  not  to  play  football. 


Fig.  1.  Oblique  projections  of  the  lower  lumbar  spine  made  B’A  years  before  the  current  injury.  Note  the 
absence  of  any  defect  in  the  pars  interarticularis  of  L-5. 
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Fig.  2.  Oblique  projections  of  the  lower  lumbar  spine  made  four  days  after  the  current  injury  showing 
the  defect  in  the  pars  interarticularis  of  L-5. 


Discussion 

Until  1957,  no  case  of  acquired  spondy- 
lolysis had  been  recorded — the  condition  was 
believed  to  be  congenital.  Since  then  several 
cases  have  been  published  leading  to  the 
opinion  that  spondylolysis  may  be  an  ac- 
quired condition.  Ours  is  one  of  the  few  re- 
ported cases  in  which  oblique  views  were  re- 
produced, films  having  been  made  before  and 
after  the  current  injury.  These  films  showed 
an  intact  neural  arch  and  no  evidence  of  slip- 
ping before  the  traumatic  episode.  In  1970 
Beeler  reported  a case  similar  to  this  one  in 
that  the  patient  also  received  moderate  in- 
juries during  an  athletic  career.' 

Several  suggestions  have  been  offered  to 
explain  the  mechanism  of  the  defect.  There 
may  be  an  inherent  weakness  in  the  area  of 


the  pars  interarticularis  making  it  vulnerable 
to  injuries.  Trauma  may  be  entirely  respon- 
sible. Perhaps  low  back  stress  and  compres- 
sion from  the  adjacent  articular  facets  may 
produce  the  defect.'’'^"'*  However,  if  one  con- 
siders that  the  lesion  is  entirely  an  acquired 
one,  the  result  of  trauma,  how  can  one  ex- 
plain the  persistence  of  the  defect?  If  it  is  a 
fracture,  why  does  it  not  heal? 

Summary 

A case  of  spondylolysis  and  spondylolis- 
thesis has  been  presented  with  the  lesions 
demonstrated  after  repeated  athletic  injuries. 
Previous  films  had  shown  an  intact  neural 
arch.  This  case  adds  to  the  impression  that 
the  disorder  is  acquired  rather  than  congeni- 
tal, although  the  explanation  for  its  develop- 
ment is  not  entirely  clear.  • 
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The  physician  and  the  child 
with  hearing  impairment* 

Guide  to  early  recognition  and  management 

J.  Albert  Browder,  MD**,  Richard  B.  Hood,  PhD,  and  Lloyd  E.  Lamb,  PhD, 

Albuquerque 


Families  usually  turn  to  their  physician 
for  advice  when  they  have  questions  regard- 
ing speech,  language,  and  hearing  of  their 
children.  The  counseling  provided  by  the 
physician  regarding  the  child’s  possible 
handicap  will  often  have  considerable  influ- 
ence on  the  eventual  education  and  social 
growth  of  the  child.  Because  of  their  infre- 
quent contacts  with  hearing  problems  and 
resultant  speech  and  language  handicaps, 
many  physicians  are  unaware  of  recent  ad- 
vances in  identification  and  management.  If 
physicians  assume  the  role  of  counselor  in 
cases  of  this  sort,  they  have  a responsibility  to 
their  patients  and  themselves  to  be  as  famil- 
iar as  possible  with  the  problems  they  are 
discussing  and  with  proper  approaches  to 
management.  They  also  owe  it  to  their  pa- 
tients to  utilize,  as  effectively  as  possible, 
available  resources  for  proper  identification, 
diagnosis,  and  treatment. 

One  child  in  1,500  is  born  with  profound 
deafness.’  In  1971,  there  were  46,000  children 
enrolled  in  schools  or  special  classes  for  the 
deaf  in  the  United  States.-  There  are  approxi- 
mately 100,000  more  children  in  regular 
schools  who  require  special  intensive  manage- 
ment because  of  their  hearing  handicaps,  and 
about  250,000  more  who  are  mildly  auditori- 
ally  handicapped  in  the  school  environment.’ 
These  are  conservative  estimates.  Berg  esti- 
mates that  150,000  hard  of  hearing  children  in 
regular  schools  need  extensive  communica- 
tion, academic,  and  counseling  assistance,  and 
that  another  950,000  require  less  extensive 
assistance.” 

•From  the  Department  of  Pediatrics,  University  of  New 
Mexico  School  of  Medicine  and  the  Speech  and  Hearing 
Center,  the  University  of  New  Me.xico. 

**Dr.  Browder's  present  address  is  the  University  of  Ore- 
gon Medical  School,  3181  S.W.  Sam  Jackson  Park  Road. 
Portland,  Oregon  97201. 


Early  recognition 

Studies  continue  to  indicate  an  excessive 
delay  in  the  detection  of  hearing  loss  in  young 
children.^"'’’®  Since  early  diagnosis  and  inter- 
vention are  now  possible,  any  delay  produces 
further  unnecessary  lag  in  language  and  as- 
sociated intellectual  development  during  the 
child’s  critical  formative  years. 

Although  hearing  screening  of  newborns  'i 
has  not  proven  particularly  successful,'^  physi- 
cians might  consider  the  recommendations  of 
the  Joint  Committee  on  Infant  Hearing 
Screening.  This  committee  consists  of  repre- 
sentatives from  the  American  Academy  of 
Pediatrics,  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  and  the 
American  Speech  and  Hearing  Association. 
The  1972  statement  of  this  committee  is  as 
follows: 

The  Committee  recommends  that,  since  no  satis- 
factory technic  is  yet  established  that  will  permit 
hearing  screening  of  all  newborns,  infants  AT 
RISK  for  hearing  impairment  should  be  identi- 
fied by  means  of  history  and  physical  examina- 
tion. These  children  should  be  tested  and 
followed  up  as  hereafter  described: 

I.  The  criterion  for  identifying  a newborn  as 

AT  RISK  for  Hearing  Impairment  is  the 

presence  of  one  or  more  of  the  following: 

A.  History  of  hereditary  childhood  hearing 
impairment. 

B.  Rubella  or  other  non-bacterial  intra- 
uterine fetal  infection  (e.g.,  cytomega- 
lovirus infections.  Herpes  infection). 

C.  Defects  of  ear,  nose,  or  throat.  Mal- 
formed, low-set  or  absent  pinnae;  cleft 
lip  or  palate  (including  submucous 
cleft) ; any  residual  abnormality  of  the 
otorhinolaryngeal  system. 

D.  Birthweight  less  than  1500  grams. 

E.  Any  indirect  or  free  Bilirubin  concen- 
tration that  is  potentially  toxic. 
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Fig.  1.  Examples  of  pur  e-tone  audiograms  in  three  types  of  hearing  loss. 


II.  Infants  falling  in  this  category  should  be 
referred  for  in-depth  audiological  evalua- 
tion within  two  months  after  discharge 
from  the  nursery.  Even  if  hearing  appears 
to  be  normal,  they  should  receive  regular 
hearing  evaluations  thereafter  at  physi- 
cian’s office,  well-baby  clinic,  or  audio- 
logic center.  Regular  evaluation  is 
important  since  genetically-determined 
hearing  impairment  may  not  necessarily 
be  present  or  evident  at  birth  but  may 
develop  or  become  identifiable  later.* 

Physicians  should  recognize  that  the  audi- 
ologist is  the  appropriate  person  to  assess  the 
infant’s  hearing  in  the  first  few  months  of 
life.  An  accurate  diagnosis  of  hearing  loss  in 
the  infant  or  young  child  requires  skill,  equip- 
ment, and  time.  Therefore,  each  physician 
should  acquaint  himself  with  audiologic  serv- 
ice programs  in  his  community  and  see  that 
all  children  with  suspected  hearing  impair- 
ment are  appropriately  evaluated.  (The 
American  Speech  and  Hearing  Association* 
can  provide  a list  of  certified  audiologists  in 
any  region.)  Where  hearing  loss  is  suspected, 
the  primary  physician  should  become  part  of 
a team  that  includes  an  otologist  and  an  audi- 
ologist who  can  determine  the  cause  and  ex- 
tent of  the  impairment. 

Informal  hearing  tests  (such  as  spoken 
voice)  or  limited  tests  (such  as  use  of  a 
single  tuning  fork)  may  be  adequate  to  detect 
a substantial  hearing  loss,  such  as  that  shown 
by  the  audiogram  of  Subject  A in  Fig.  1.  A 
child  with  a “flat”  hearing  loss  of  approxi- 
mately 60  decibels  or  more,  such  as  Subject 
A,  will  not  respond  to  most  informal,  gross 
tests.  By  contrast,  these  tests  might  not  detect 
children  with  hearing  losses  such  as  those  of 

’American  Speech  and  Hearing  Association,  9030  Old 
Georgetown  Road,  Washington,  D.C.  20014. 


Subjects  B and  C in  Fig.  1.  Subject  B might 
respond  to  crude  tests,  and  be  identified  as 
normal-hearing,  when  in  fact  he  might  bene- 
fit from  aural  rehabilitation,  including  a hear- 
ing aid.  Subject  C provides  a classic  example 
of  the  inefficiency  and  inaccuracy  of  informal 
or  limited  tests.  He  has  a “selective”  hearing 
loss;  that  is,  he  hears  sounds  of  certain  fre- 
quencies normally,  while  his  hearing  at  other 
frequencies  is  abnormal.  He  would  hear  low- 
frequency  sounds,  such  as  vowels  or  tones 
from  256Hz  or  512Hz  tuning  forks,  yet  he 
would  have  considerable  difficulty  under- 
standing speech,  especially  words  containing 
high-frequency  sounds  such  as  “s”,  “f”,  “th”, 
“sh”,  “p”,  “t”,  and  “k”.®  His  auditory  dis- 
crimination problems  are  magnified  substan- 
tially when  he  is  in  a background  of  noise.’” 
This  child  can  usually  be  helped  by  a hearing 
aid  and  other  rehabilitative  measures,  includ- 
ing speech  correction  and  parental  and  educa- 
tional counseling.  Yet,  audiologists  continually 
see  children  with  such  hearing  losses  who 
have  been  previously  misdiagnosed,  frequent- 
ly with  labels  such  as  “aphasia”,  “central 
auditory  imperception”,  or  “neurological 
deafness”."’’-  It  is  also  common  for  audiol- 
ogists and  speech  pathologists  to  see  older 
children  with  speech  defects  which  are  ob- 
viously caused  by  a marked  high-frequency 
hearing  impairment  which  was  not  detected 
by  informal  office  tests  at  a younger  age. 
Frequently,  the  parents,  who  were  concerned 
about  their  child’s  slow  speech  development 
at  age  two  or  three,  were  told  by  a physician 
that  the  child  was  a “late  talker”  or  that  he 
would  “outgrow  the  problem”.’”  The  impor- 
tance of  accurate  audiological  assessment  and 
appropriate  rehabilitation  procedures  with 
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children  with  mild  and  selective  hearing 
losses  cannot  be  over-emphasized. 

We  realize  that  it  is  not  feasible  for  phy- 
sicians to  refer  all  children  for  audiologic 
evaluations.  We  do  believe,  however,  that 
“high  risk”  children  should  always  be  refer- 
red. Table  1 contains  a list  of  causes  and 
conditions  often  associated  with  hearing  loss 
which,  if  present  in  the  medical  history, 
might  suggest  need  for  an  audiologic  and/or 
otologic  evaluation.  The  list  is  by  no  means 
meant  to  be  exhaustive. 

The  numerous  genetic  syndromes  where 
hearing  loss  may  be  found  has  been  reviewed 
recently,''^  '®  and  is  too  extensive  to  present 
here.  Physical  features  associated  with  these 
syndromes  are  summarized  in  Table  2.  Phy- 

TABLE  1 

MEDICAL  CAUSES  AND  CONDITIONS 
ASSOCIATED  WITH  HEARING  IMPAIRMENT 

Pre-natal 

anoxia 

rubella 

ototoxic  drugs 
fever 

Peri-natal 

hereditary  factors 
birth  trauma 
jaundice 
cleft  palate 
ototoxic  drugs 

Syndromes,  Including: 

Waardenburg 

Albinism 

Leopold 

Ectodermal  dysplasia  (recessive) 

Usher's  Syndrome  of  Retinitis 
pigmentosa  and  deafness 
Hurler  (mucopolysaccharidosis  Type  1) 
Hunter  (mucopolysaccharidosis  Type  III) 
Maroteax  — Lamy 
Crouzon’s  Craniofacial  dysplasia 
Treacher  Collins 
Oro-facio-digital  syndrome  II 
Alport's  disease 
Pendred 
Trisomy  13 
Cockayne 

Post-natal 

viral  diseases 
meningitis 

recurrent  otitis  media 
ototoxic  drugs 
extreme  noise 
cerebral  palsy 


TABLE  2 

PHYSICAL  FEATURES  OF  SYNDROMES 
ASSOCIATED  WITH  HEARING  LOSS 

Face  and  Neck 

Ear  anomalies 

Preauricular  and  branchial  cleft  anomalies 
Eye  anomalies,  especially  if  associated 
neuropathy  and  retinitis  pigmentosa 
Eeeth  — coniform  teeth  with  anadontia 
Flat  nasal  bridge 
'Vestibular  hypofunction 

Skin  and  Appendages 

Vitiligo 
Albinism 
Pie  baldness 
Lentigines 

Pili  Torti  (twisted  hair) 

Small  fissured  nails 
Ichthyosis 

Atypical  atopic  dermatitis 
Hyperkeratosis 

Extremities 

Ring-like  constrictions  of  digits  and 
hyperkeratosis 

Knuckle  pads  and  leukonychia 

Note:  Multiple  findings  increase  the  likelihood 
of  a genetic  syndrome  involving  hearing. 

sicians  should  appreciate  that  inherited  hear- 
ing loss  as  an  isolated  condition  may  be 
transmitted  in  a dominant,  recessive,  or  sex- 
linked  mode.  Since  penetrance  is  variable, 
documentation  of  hearing  loss  in  other  family 
members  may  be  difficult. 

Mfinagetnenl 

The  physician’s  responsibility  does  not  end 
with  the  referral.  He  should  remain  involved 
with  the  parents  and  the  child  to  assure  that 
they  follow  through  with  programs  that  will 
provide  for  optimal  development  of  the 
child.''' 

Many  otolaryngologists  and  pediatricians 
are  familiar  with  local  and  state  resources 
and  facilities  for  hearing-impaired  children; 
thus  they  can  appropriately  counsel  the  par- 
ents and  refer  these  children  for  habilitation. 
However,  most  physicians,  largely  because  of 
infrequent  contacts  with  hard-of-hearing  chil- 
dren, are  not  familiar  with  all  the  available 
services.  We  suggest  that  these  physicians 
take  advantage  of  the  services  of  university 
or  community  speech  and  hearing  clinics. 
Most  such  clinics  employ  at  least  one  audiolo- 
gist or  speech  pathologist  who  is  qualified  to 
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TABLE  3 


BEHAVIORAL  SIGNS  OF 
HARD  OF  HEARING  CHILDREN 

Heavy  reliance  on  visual  signals  — including 
lipreading. 

Lack  of  turning  to  quiet  sounds,  including 
speech,  by  six  months  of  age. 

Greater  response  to  tactile  and  vibratory  stim- 
uli than  normal. 

Delayed  speech  and  language  development. 

Inconsistent  understanding  of  speech. 

Frequent  requests  for  speaker  to  repeat  mes- 
sage. 

Excessive  use  of  gestures. 

counsel  the  parents,  and  either  to  provide  the 
necessary  remedial  procedures  or  to  refer  the 
child  to  an  appropriate  clinic  or  school.  (The 
American  Speech  and  Hearing  Association 
will  furnish  the  physician  with  the  necessary 
information  upon  request.) 

If  the  child  has  a conductive  hearing  im- 
pairment, such  as  caused  by  otitis  media, 
medical  or  surgical  intervention  can  usually 
alleviate  the  condition.  Some  of  these  chil- 
dren, notably  those  with  long-standing  con- 
ductive losses,  might  need  rehabilitative  pro- 
cedures as  discussed  in  the  next  section.  If 
left  untreated,  even  seemingly  mild  middle 
ear  conditions  can  cause  permanent  damage 
and  significant  hearing  impairment. 

Children  with  mild  or  moderate  sensori- 
neural hearing  impairments  usually  will  need 
some  or  all  of  the  following  services.  These 
services  may  be  obtained  through  community, 
university,  or  hospital  speech  and  hearing 
clinics:  1.  Hearing  aid  evaluation,  2.  Hearing 
aid  orientation,  3.  Auditory  training,  4.  Lan- 
guage stimulation  and  remediation,  5.  Speech 
correction  and,  6.  Speech-reading  (lipread- 
ing) . In  addition  to  these  services,  clinics 
usually  provide  parental  counseling  services, 
and  when  indicated,  counseling  of  teachers 
and  referral  to  speech  clinicians  in  the  chil- 
drens’ schools. 

Audiologists  are  usually  able  to  get 
hearing-impaired  infants  to  wear  hearing 
aids.  However,  this  is  only  the  first  step  in 
habilitation.  In  fact,  the  amount  of  benefit 
derived  from  amplification  is  extremely  vari- 
able; some  deaf  children  can  recognize  spoken 
words  through  their  hearing  aids,  while 
others  perceive  nothing  more  than  the  pres- 
ence or  absence  of  very  loud  sounds.^® 
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In  addition  to  early  amplification,  deaf 
children  need  intensive  training  in  language 
and  speech.  Most  urban  and  many  small  com- 
munities now  have  pre-school  programs  for 
the  deaf.  These  schools  are  staffed  by  profes- 
sional teachers  of  the  deaf  and/or  speech 
pathologists  who  can  provide  the  deaf  child 
with  this  highly  specialized  training.  They 
also  usually  conduct  parent  classes  and  en- 
courage active  parental  involvement. 

Preschools  for  the  deaf  are  not  unani- 
mous in  their  approaches  to  language  train- 
ing. Some  adhere  to  the  “oral”  method,  which 
stresses  auditory  training,  speech  and  speech- 
reading. Others  use  the  “total  communica- 
tion” approach,  in  which  the  oral  method  is 
supplemented  by  manual  communication 
(finger-spelling  and  sign  language)  for  those 
children  who  cannot  develop  linguistic  skills 
through  audition  and  speech-reading  alone. 
Although  their  philosophies  on  methods  of 
communication  differ,  preschools  share  the 
same  long-term  goals  for  their  children  to 
develop  language,  speech,  and  hearing  skills, 
and  to  prepare  the  children  for  further  school- 
ing. 
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If  there  is  no  preschool  for  the  deaf  in  the 
child’s  community,  the  physician  should  con- 
sider contacting  the  Alexander  Graham  Bell 
Association  for  the  Deaf**  for  suggestions, 
including  names  of  unemployed  teachers  of 
the  deaf  in  the  community  who  might  work 
with  the  child  and  his  mother  on  a part-time 
basis.  In  addition,  the  John  Tracy  Clinic*** 
offers  an  excellent  “correspondence  course” 
for  parents  of  young  deaf  children.  The  par- 
ents, who  must  request  enrollment  in  the 
course,  will  receive  numerous  valuable  sug- 
gestions for  home  training. 

‘‘Alexander  Graham  Bell  Association  for  the  Deaf,  3417 
Volta  Place,  N.W.,  Washington,  D.C.  20007. 

‘“John  Tracy  Clinic,  805  W.  Adams  Boulevard,  Los 
Angeles,  California  90007. 


Summary 

It  is  never  too  early  to  begin  habilitation 
and  remedial  procedures  with  the  hearing- 
impaired  child.  Working  on  the  concept  that 
physicians  are  usually  the  first  professionals 
to  have  contact  with  young  children  with 
hearing  loss,  we  have  offered  guides  regard- 
ing recognition,  referral,  and  management  of 
these  children. 

The  child’s  family  needs  sustained  support 
and  counseling  by  a team  that  includes  the 
audiologist,  the  otologist,  and  the  child’s  phy- 
sician. Because  the  child’s  physician  has  pri- 
mary responsibility  for  the  child’s  health 
care,  he  is  a key  member  of  the  team  and  has 
a primary  responsibility  in  obtaining  careful 
diagnosis  and  appropriate  management.  • 
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Clinical  notes  of 

Dr.  Jean  Baptiste  Bucquet  (1771- 1841) 

Robert  G.  Hillman,  MD,  Santa  Fe 


A clue  to  medicaL  social  and  political 
conditions  in  early  nineteenth  century 
France. 


Jean  Baptiste  Bucquet  in  the  early  nine- 
teenth century  was  the  prison  physician  in 
Laval,  a French  city  located  about  two  hun- 
dred miles  west  of  Paris.  The  prison  of  this 
period  was  formerly  a chateau  dating  from 
the  tenth  century.  The  chateau  had  been  “re- 
stored” to  its  medieval  and  renaissance  splen- 
dor by  the  time  of  my  visit  (1971),  and  the 
guide  book  provided  only  one  terse  line  as  to 
its  former  existence  as  a prison  and  quasi- 
psychiatric facility.  Thus,  Bucquet’s  clinical 
notes  and  fifty  pieces  of  archival  material 
that  had  survived  the  social  and  political  tur- 
moil following  the  French  Revolution  were 
all  that  remained  to  document  the  thirty-year 
period  during  which  the  lovely  chateau  was 
the  departmental  prison.  I had  the  opportu- 
nity of  translating  his  notes  concerning  his 
observations  and  treatment  of  the  mentally 
ill  inmates  which  were  of  consequence  as 
there  was  at  that  time  no  psychiatric  facility 
available  for  their  treatment. 

Bucquet  was  born  in  Paris  in  1771.  His 
father  was  a co-worker  with  Lavoisier,  the 
brilliant  chemist  and  many-sided  genius,  but 
his  promising  career  ended  when  he  died  at 
the  age  of  thirty-three.  His  widow  received 
support  for  her  young  son’s  education  from 
Lavoisier.  Bucquet  became  a military  Health 
Officer  (Ofjicier  de  Sante)  with  Napoleon’s 
Army  of  the  West.  The  title  of  Officier  de 
Sante  was  established  by  Napoleon  because 
of  his  pressing  need  for  military  physicians. 
Although  these  men  primarily  treated 
trauma,  they  were  allowed  to  practice  med- 
icine following  their  military  service.  After 


his  military  career,  Bucquet  settled  in  Laval 
where  he  engaged  in  the  private  practice  of 
medicine.  Later  he  earned  his  medical  de- 
gree, occupied  the  Chair  of  Natural  History 
in  the  Ecole  Centrale,  and  was  appointed 
prison  physician  in  1815.  He  died  in  1841.  His 
son  and  grandson,  both  physicians,  continued 
to  practice  in  Laval.  A small  square  near  his 
home  was  renamed  “Place  des  Docteurs 
Bucquet”  to  honor  them. 

Bucquet  began  working  at  the  prison  in 
1815,  but  he  kept  very  few  notes  until  1829  '( 

when  a Prison  Commission  ordered  him  to 
keep  records  on  the  inmates  in  the  prison.  A 
patient  typical  of  Bucquet’s  mentally  ill  pa- 
tients has  been  selected  from  his  manuscript 
to  shed  some  light  on  the  practice  of  psychia- 
try in  provincial  France  during  the  early 
nineteenth  century.  She  was  Marie  Fouet,  a 
thirty-one  year  old  domestic,  first  arrested  | 

for  “mania”  in  1827.  She  remained  in  prison  ' 

two  months  and  was  discharged  only  to  be  j 
readmitted  several  days  later.  The  following  | 
is  the  full  extent  of  Bucquet’s  notes  on  her.  | 

MARIE  FOUET  Entered  May  3,  1827 

Vital  Statistics:  Taken  from  Court  record 
Continual,  tranquil  delirium  Mania 

1830 

Her  father  has  been  insane  for  fourteen  years. 
Initially,  shouting,  violence,  threats.  Imprisoned 
(detenu)  in  the  month  of  May,  she  was  re- 
turned to  her  patron  in  July.  Several  days  later 
she  had  to  be  readmitted  to  the  House.  Her 
brother,  Pierre,  born  January  9,  1794.  Her  sis- 
ter, Jeanne  Victoire,  born  August  8,  1797. 

January:  Increased  activity,  vain  because  of 
new  clothing 

February:  Delicate  health,  sadness,  not  work- 
ing, very  sensitive  to  the  attention  I show 
her  when  talking  to  her 

March:  (7)  Stops  working,  becomes  gloomy, 
complains  about  her  health 
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April:  Sadness  continues,  perfect  calm,  no  work 

May:  Same  condition 

June:  Stationary  state 

July:  Always  the  same  gentleness,  same  cairn, 
sustains  work 

August:  No  change 

September:  No  change 

October:  Having  fever,  I admit  her  to  the  hos- 
pital the  twenty-first 

1831 

January:  Having  entered  the  hospital  October 
21,  1830,  she  did  not  act  strangely.  Her  con- 
duct, her  thoughts  were  absolutely  the  same 
as  in  prison 

February:  (3)  Reentered  prison.  Stationary 
state 

March-May:  No  change 

June:  This  eroticism  is  sustained 

August:  More  disposed  to  outbursts  of  temper 

1833 

July:  All  observations  have  stopped  until  the 
first  of  this  month.  Left  by  order  of  the 
Prefect  December  31,  1837 

In  the  Departmental  Archives,  I was  able 
to  locate  the  record  of  Marie  Fouet’s  interro- 
gation for  interdiction  (historically,  a legal 
examination  to  determine  a person’s  right  to 
own  property  and  enter  into  legal  contracts) 
which  caused  her  to  be  set  free  in  1837  as 
Bucquet  noted.  In  the  text  which  follows,  her 
responses  indicate  a simple  and  probably 
illiterate  woman.  The  questioner  is  a local 
judge.  Bucquet  was  not  present  at  the  pro- 
ceedings. 

Q.  What  is  your  name? 

A.  Marie  Fouet. 

Q.  How  old  are  you? 

A.  About  thirty-six  to  forty  years  old.  I don’t 
know.  How  old  do  you  think  I am? 

Q.  Why  do  you  spin  wool  in  your  room?  Why 
don’t  you  work  outside  like  the  others? 

A.  When  someone  tells  me  to  go  out,  I go  out. 
If  unfortunate  things  happen  to  me,  God’s 
grace  will  lighten  my  burdens.  If  I were 
with  others  I would  perhaps  become  angry. 
I like  to  be  alone. 

Q.  Weren’t  you  a maid  in  several  homes  in  this 
city? 

A.  Yes,  with  Mr.  Martin  and  with  Mr.  Du- 
racher.  . . . 

Q.  Why  did  you  stop  working? 

A.  Because  I wasn’t  strong  enough.  My  side 
was  hurting. 


Q.  You  are  sick? 

A.  No.  Looking  at  the  jailer,  who  was  present, 
the  woman  Fouet  said:  It’s  like  Mr.  Martin 
who  seems  to  be  sick  but  who  is  not.  The 
jailer  smaled  when  she  said  this.  The  woman 
Fouet  added  in  a serious  tone  that  she  did 
not  want  to  be  thought  of  as  being  crazy. 

Q.  Do  you  know  why  you  are  detained? 

A.  No,  and  I often  make  myself  sick  searching 
for  the  motives. 

Q.  Are  you  married? 

A.  No. 

Q.  Did  you  know  your  mother  and  father? 

A.  My  mother  is  dead.  I’ve  not  seen  my  father 
at  all  since  I have  been  here. 

Q.  How  long  have  you  been  here? 

A.  This  is  the  seventh  year.  I recall  that  be- 
cause it  was  a holiday  like  Easter. 

Q.  Do  you  get  along  well? 

A.  Yes,  sir,  very  well. 

Q.  Do  you  sleep  well? 

A.  No,  the  slightest  noise  awakens  me. 

Q.  Do  you  go  to  Mass? 

A.  Yes. 

Q.  Do  you  know  your  prayers? 

A.  She  recites  several  prayers. 

They  showed  her  a one-franc  piece  which  she 

identified  as  a sou.  She  identified  a twenty- 

franc  piece  also  as  a sou. 

Q.  Would  you  like  to  leave  here? 

A.  No,  I feel  quite  comfortable  here.  I prefer 
being  here  rather  than  outside  . . . than  at 
my  father’s  house.  . . . 

Analysis  of  Bucquet’’ s notes 

Although  brief,  Bucquet’s  clinical  notes  in 
regard  to  Marie  Fouet  provide  important  in- 
formation about  the  practice  of  medicine  in 
provincial  France  during  the  early  nineteenth 
century.  Some  of  the  conclusions  I will  draw 
about  Bucquet’s  notes  are  supported  by  an 
examination  of  his  notes  from  the  other  two 
hundred  seven  mentally  ill  persons  men- 
tioned in  his  manuscript.  By  referring  to  his 
notes  (and  the  notes  of  other  patients)  we 
can  tell  that  Bucquet  visited  the  prison  twice 
a month  in  1830,  once  a month  in  1831  and 
quarterly  in  1832. 

Bucquet  diagnosed  his  patient  as  suffer- 
ing from  “mania  with  a continual  tranquil 
delirium”.  This  diagnosis,  in  the  early  nine- 
teenth century  in  France,  meant  that  the  pa- 
tient was  violent,  had  an  intellectual  defect, 
and  was  fixated  on  a single  idea.  The  use  of 
these  diagnostic  terms  indicates  that  Bucquet 
was  aware  of  the  work  of  Phillipe  Pinel,  an 
important  psychiatric  reformer  of  the  early 
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nineteenth  century.  Prior  to  the  work  of 
Pinel,  mentally  ill  patients  were  treated  on 
the  basis  of  a prejudicial  medical  philosophy 
that  persisted  tenaciously;  i.e.,  the  mentally 
ill  must  be  punished  for  their  errors,  they 
needed  little  food,  and  they  must  be  segre- 
gated from  society.  Pinel  instituted  important 
changes  in  the  administration  of  mental  hos- 
pitals and  the  treatment  of  the  mentally  ill. 
He  gave  patients  a rich  and  varied  diet,  used 
physical  methods  of  restraint  judiciously 
when  required,  and  sought  the  psychologic 
causes  of  their  illness.  He  believed  little  in 
the  prevailing  pharmacology  (mostly  nar- 
cotics and  purges)  and  stressed  the  im- 
portance of  keeping  accurate  records. 

Bucquet’s  notes  further  amplify  the  fact 
that  he  was  using  Pinel’s  reforms.  There  is 
no  mention  of  medication  or  physical  re- 
straints. Bucquet  notes  that  Marie  was  “sensi- 
tive” (i.e.  responsive)  to  interpersonal  con- 
tact. Also  she  had  some  form  of  work  ther- 
apy, probably  weaving,  which  was  an  im- 
portant industry  in  Laval.  The  clinical  notes 
illustrate  the  acceptance  and  implementation 
of  some  of  Pinel’s  reforms. 

The  notes  provide  the  barest  facts  on  the 
social  condition  of  the  patient.  There  is  a sin- 
gle reference  to  her  father  being  “insane”  for 
fourteen  years  but  the  role  of  heredity  in  the 
patient’s  illness  is  not  pursued.  There  are  no 
notes  for  the  last  six  years  of  her  prison  stay. 
A psychiatric  facility  was  established  in  the 
department  in  1833  and  other  inmates  had 
been  transferred  there.  One  can  only  assume 
that  during  her  last  six  years  in  prison,  Marie, 
who  was  probably  peaceful  and  quiet,  was 
not  felt  to  be  sufficiently  disturbed  to  war- 
rant her  being  transferred  to  the  psychiatric 
facility.  She  had  a brother  and  a sister,  but 
it  is  doubtful  that  they  visited  her  in  prison 


or  petitioned  for  her  release.  Until  the  Court 
took  some  action,  she  was  a disposition  prob- 
lem. She  was  not  sufficiently  disturbed  for 
the  psychiatric  facility,  and  she  had  no  skills 
or  relatives  to  warrant  her  release. 

The  practice  of  psychiatry  in  the  early 
nineteenth  century  was  largely  custodial. 
Drug  therapy  was  nonexistent  and  the  or- 
ganic brain  syndromes,  mental  deficiencies, 
and  psychotic  states  (which  resemble  one 
another  in  the  end  stages)  were  not  yet  dif- 
ferentiated. 

The  interdiction  proceedings,  along  with 
the  clinical  notes,  provide  us  with  informa- 
tion about  political  and  legal  practices  in 
early  nineteenth  century  France.  The  Na- 
poleonic Code  Civil,  the  legal  document  of 
the  Revolution,  like  the  reforms  of  Pinel,  was 
developed  as  a reaction  to  pre-Revolutionary 
injustices.  Therefore,  the  judge  himself  diag- 
nosed the  person’s  mental  state;  there  is  no 
reference  to  an  “authority”  (note  that 
Bucquet  did  not  testify) . The  interrogation 
took  place  ten  years  after  Marie  Fouet  was 
first  imprisoned.  Because  the  patient  had  no 
personal  fortune  to  dispose  of,  there  was  no 
legal  basis  for  commitment.  But,  in  fact,  she 
had  been  detained  (or  committed)  for  ten 
years.  French  law  was  later  changed  to  pro- 
vide for  expert  testimony,  commitment  and 
special  psychiatric  facilities. 

Bucquet’s  notes,  while  seemingly  poor  in 
clinical  details,  do  provide  us  with  informa- 
tion on  social  and  political  conditions  as  well 
as  some  information  on  the  diffusion  of  med- 
ical reforms.  The  notes  are  a sober  reminder 
of  those  times  when  the  practice  of  psychia- 
try was  largely  custodial.  Effective  psychia- 
tric medication  did  not  exist  and  the  legal 
framework  provided  for  neither  expert  testi- 
mony nor  commitment.  • 
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Scholarship  Endowed  at  Center 

The  donation  to  the  University  of  Colorado 
Foundation,  Inc.  of  $22,513.82  by  Mrs.  Gladys 
Kinsman  Lewis,  widow  of  Dean  Robert  C.  Lewis, 
has  endowed  a tuition-support  program  at  the 
University  of  Colorado  Medical  Center.  The  funds 
are  to  be  invested  as  endowment,  and  earned  in- 
come is  to  be  used  to  pay  tuition  for  students 
pursuing  degrees  in  any  of  the  Health  Sciences 
at  the  Center. 

Dr.  Lewis,  Dean  of  the  CU  School  of  Medicine 
from  1949  until  1956,  was  born  in  Stratford,  Conn, 
in  1888,  received  his  Ph.B.  from  Yale  University 
in  1909  and  a Ph.D.  in  1912.  Prior  to  joining  the 
University  of  Colorado  in  1916,  Dr.  Lewis  served 
as  a research  physiologist  at  General  Memorial 
Hospital,  New  York  City,  and  as  assistant  bio- 
chemist with  the  U.S.  Public  Health  Service. 


John  T.  Browne,  MD,  of  Missoula,  Montana, 
has  announced  meetings  relating  to  Obstetrics  and 
Gynecology  which  should  also  be  of  interest  to 
Montana  area  Internists  and  General  Practitioners. 
Drs.  Ralph  C.  Benson  and  James  J.  Delaney  will 
participate.  For  further  information  contact  John 
T.  Browne,  MD,  515  Kensington  Avenue,  Missoula, 
Montana  59801. 

^ S}C  * 

J.  Jerome  Wildgen,  MD,  Kalispell,  has  been 
elected  to  the  AMA  Council  on  Medical  Education 
by  the  AMA  House  of  Delegates. 

Ms  2^  3?. 

Mr.  L.  Russell  Heglund,  recently  replaced  as 
Executive  Director  of  the  Montana  Medical  As- 
sociation by  Mr.  G.  Brian  Zins,  was  singled  out 
for  special  tribute  by  the  AMA  House  of  Dele- 
gates during  the  annual  AMA  convention  in  New 
York  City. 


He  became  chairman  of  the  University  of  Colo- 
rado Department  of  Biochemistry,  and  in  1924 
moved  to  Denver  to  head  the  new  Medical 
School’s  Biochemistry  Department.  Later  he  be- 
came associate  dean  of  the  Graduate  School  and 
in  1949,  dean. 

His  widow  resides  in  Denver,  remaining  ac- 
tive in  the  Medical  Center’s  Auxiliary  Services 
Unit. 

^ sjs  55s 


Denver  Doctors  Author  Major  Article  in  Geriatrics 

Drs.  Aaron  Paley  and  Thomas  J.  Luparello, 
Denver  psychiatrists,  are  co-authors  of  a major 
article  in  the  August  issue  of  Geriatrics,  a leading 
national  medical  journal  serving  more  than  40,000 
U.S.  physicians  and  osteopaths  who  treat  middle 
age  and  elderly  patients.  Both  men  are  affiliated 
with  the  National  Jewish  Hospital  and  Research 
Center.  Until  recently,  Dr.  Luparello  was  a faculty 
member  at  State  University  of  New  York  Down- 
state  Medical  Center,  Brooklyn. 

Subject  of  the  Geriatrics  article  is  “Under- 
standing the  Psychologic  Factors  in  Asthma.” 

Dr.  Paley,  who  holds  a faculty  position  at  the 
University  of  Colorado  School  of  Medicine,  re- 
ceived his  M.D.  degree  in  1940  at  Case  Western 
Reserve  University.  Dr.  Luparello  graduated  in 
1956  from  the  State  University  of  New  York,  Buf- 
falo, medical  school.  Both  doctors  are  members  of 
the  American  Psychiatric  Association. 


Poison  Control  Center  Saves  Lives, 

Keeps  Costs  Down 

Regional  Poison  Control  Center  officials  at  the 
University  of  Utah  are  concerned  not  only  with 
saving  lives,  but  with  preventing  medical  bills  for 
potential  poison  victims,  according  to  its  director, 
Dr.  Anthony  R.  Temple.  “People  often  get  upset 
with  us  because  we  ask  so  many  questions  when 
they  call  the  center,”  said  the  director,  who  also 
serves  as  assistant  professor  of  community  and 
family  medicine  and  pediatrics  at  the  University’s 
College  of  Medicine.  But  if  we  can  safely  advise 
them  by  phone  as  to  the  type  of  antidote  they 
need  and  then  follow  through  with  subsequent 
phone  calls  to  check  on  their  progress,  it  saves 
the  patient  a lot  of  money  in  unnecessary  medical 
bills,”  he  said.  This  telephone  process  could  po- 
tentially save  the  patient  $35  to  $50  in  emergency 
room  and  physician  fees. 

The  Regional  Poison  Control  Center  is  exactly 
what  the  name  implies  — a facility  for  the  entire 
intennountain  area.  Calls  come  into  the  center 
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from  throughout  Utah  and  most  other  Western 
states  from  doctors  and  hospitals  wanting  advice 
on  treating  specific  poisonings.  If  the  poisoning 
in  an  outlying  area  is  serious  enough  and  the  hos- 
pital there  is  unable  to  treat  it  effectively,  then 
the  patient  could  be  flown  to  University  Medical 
Center  where  some  physicians  are  specifically 
trained  in  treating  such  cases. 

In  a recent  example,  a woman  aboard  a Chi- 
cago-to-San  Francisco  TWA  flight  suffered  a se- 
vere reaction  to  prescribed  sedatives.  The  plane 
made  an  unscheduled  stop  in  Salt  Lake  City  and 
she  was  taken  to  University  Medical  Center  for 
treatment  in  the  Poison  Control  Center’s  facilities. 

Generally  speaking,  the  bulk  of  the  center’s 
work  is  done  over  the  telephone.  Last  year,  it 
received  between  6,000-7,000  calls  and  managed 
80  per  cent  over  the  phone  without  referring 
callers  to  a hospital  or  a physician. 

The  facility,  open  24  hours  a day,  was  orig- 
inally funded  by  the  Intermountain  Regional 
Medical  Program  (IRMP)  but  support  is  now 
being  sought  from  private  sources. 


Ski  Medicine  Research  Competition 

The  United  States  Ski  Association,  Denver,  is 
soliciting  entries  for  its  1974  Ski  Medicine  Re- 
search Competition.  The  competition  is  conducted 
by  the  Association  with  the  Committee  on  Sports 
Medicine  of  the  American  Academy  of  Orthopae- 
dic Surgeons  acting  in  an  advisory  capacity.  It  is 
aimed  at  stimulating  studies  leading  to  reduced  ski 
injuries,  according  to  Dr.  Arthur  E.  Ellison,  Wil- 
liamstown,  Massachusetts,  member  of  the  Acad- 
emy Committee  assisting  the  Ski  Association. 

Those  eligible  to  compete  are  accredited  physi- 
cians, research  workers,  engineers,  and  medical 
students  who  are  citizens  of  the  United  States  or 
its  possessions.  Entries  are  sought  in  the  statis- 
tical, epidemiologic,  clinical,  and  mechanical  as- 
pects of  ski  injuries.  Deadline  for  entries  is  De- 
cember 15,  1973. 

For  complete  details  contact  James  G.  Garrick, 
M.D.,  National  Repository  for  Ski  Medicine,  Di- 
vision of  Sports  Medicine,  Department  of  Ortho- 
paedic Surgery,  University  of  Washington  School 
of  Medicine,  Seattle,  Washington  98105. 


ANNOUNCING.  . . . 


Western  Institute  of  Human  Resources,  Denver 


a private  mental  health  facility,  providing: 

• Comprehensive  Psychiatric  Evaluation 

• Day  and  Evening  Hospital  for  Adults  as  an  alternative  to  hospitalization 

• Evening  and  Weekend  Treatment  Program  for  Alcoholics 

• Day  Hospital  and  Psychoeducational  Programs  for  Children  and  Adolescents 

• Rehabilitation  Services 

• Outpatient  Treatment,  including  individual,  group,  and  behavior  therapies,  marriage  and 

divorce  counseling,  family  therapy,  and  direct  treatment  of  sexual  dysfunction 

• Halfway  House  for  Alcoholics,  to  provide  drying-out  and  sheltered- living  facilities  (Lodging 

available  for  out-of-town  patients) 


For  referral  or  information,  contact:  H.  G.  Whittington,  M.D.,  Medical  Director, 
Western  Institute  of  Human  Resources, 

600  Grant  Street,  Denver,  Colorado  80203  (303)  573-0935 
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Economic  Survival  and  ESP 

“It  is  unequivocally  clear  that  a continuation  of  the  existing  situation  will  lead 
to  substantial  financial  difficulties  for  the  hospital  system  in  the  months  just 
ahead,”  said  Everett  A.  Johnson,  Ph.D.,  administrator  of  a 350-bed,  Gary  (Ind.) 
hospital  at  the  American  Health  Congress.  “Quality  of  Care,  implementation  of  new 
medical  technology,  and  the  attractiveness  of  health  care  careers  will  gradually  de- 
crease as  these  trends  continue. 

“Implicit  in  popular  and  government  thinking  about  the  hospital  system  is  the 
concept  that  non-profit  status  means  that  traditional  financial  issues  for  the  for- 
profit  enterprises  of  our  economy  are  somehow  non-operational  in  health  care,” 
he  said.  “.  . . equally  obvious,  is  the  fact  that  the  Administration  does  not  either 
know  how  or  have  the  political  courage,  to  do  what  has  to  be  done  to  return  us  to 
a stable  economic  state.  If  that  were  not  so,  there  would  not  now  be  the  beginnings 
of  Phase  IV.” 

Johnson  went  on  to  say  that  theie  is  a widely-liekl  Ijelief,  not  fact,  that  medical 
care  is  an  extremely  inflationary  industry.  Likewise,  it  is  an  industiy  not  dom- 
inated by  powerful  capitalistic  or  laboi’  forces  and  can  therefore  be  more  readily 
dictated  to  than  otlicr  juajor  industries. 

“Wlien  more  of  any  product  or  service  is  sold,  wliether  it  be  education,  coloi' 
TV’s,  cars,  shoi't-order  food  service,  or  clotlies,  there  is  a typical  belief  that  this 
is  desirable — but  not  in  health  care!”  Johnson  said.  Yet,  one  new  program  after 
another  has  been  developed  in  the  past  few  years,  to  increase  demand  for  medical 
care  services,  by  legislative  program,  such  as  for  renal  dialysis.  This  appears  to  me 
to  be  a non-rational  position.” 

Johnson  told  his  audience  that  since  the  Economic  Stabilization  Program  began, 
hospital  incomes  have  reduced  their  rate  of  increase  50  per  cent,  but  the  rate  of 
increase  of  expenditures  has  only  been  reduced  from  13  to  10  per  cent  annually.  “Ob- 
viously, this  situation  cannot  continue,”  Johnson  said,  “at  some  unknown  point  in 
the  future  as  this  trend  continues  expenditures  will  exceed  revenue,  and  that  sit- 
uation is  generally  known  as  bankruptcy.” 


^ * 


y V' 


Is  Marijuana  Beneficial? 

In  certain  cases,  “smoking”  may  be  beneficial  to  some  people's  healtli,  ac- 
cording to  preliminary  results  of  research  done  at  the  University  of  Arizona  De- 
partment of  Pharmacology  and  Toxicology  which  suggest  that  certain  properties 
of  marijuana  might  help  prevent  maximal  seizures  (grand  mal)  in  humans. 

The  studies  were  conducted  by  Dr.  Paul  F.  Consroe,  UA  associate  professor  of 
pharmacology  and  toxicology  who  discovered  that  electronically  induced  maximal 
convulsions  in  rats  were  prevented  by  injecting  the  animals  beforehand  with  the 
two  THC  properties  found  in  marijuana.  It  has  been  known  for  some  time  that 
medication  effective  on  maximal  seizures  in  animals  also  works  on  maximal  seiz- 
ures in  humans. 

Consi'oe  said  he  got  the  inspii'ation  for  lii.s  researcli  from  an  article  published 
in  1839  about  one  doctor’s  practices  in  India  in  which  “he  used  Indian  hemp  (mari- 
juana) to  treat  everything.  He  found  that  hemp  prevented  convulsions  in  people 
who  had  contracted  tetanus  from  stepping  on  a rusty  nail  or  something  of  that 
nature.  That  gave  me  an  idea.” 

In  an  effort  to  extend  his  findings,  Consroe  will  begin  further  research  under 
a grant  of  more  than  $20,000  from  the  National  Institute  of  Mental  Health.  He  will 
also  attempt  to  discover  possible  antidotes  to  habit-forming  and  other  undesirable 
effects  of  hallucinogenic  drugs  such  as  mescaline  and  LSD. 
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Summary  of  Actions  of 
The  House  of  Delegates 
American  Medical  Association 
122nd  Annual  Convention 
New  York,  New  York 
June  24-28,  1973 

The  AMA  House  of  Delegates — confronted  with 
the  largest  business  agenda  in  the  Association’s 
history — acted  on  a wide  range  of  issues  during 
the  122nd  Annual  Convention  which  affect  physi- 
cians in  their  relationships  with  government,  med- 
ical schools  and  hospitals,  and  with  the  public. 

The  issues  ranged  from  PSRO’s  and  wage-price 
controls  to  institutional  licensure  and  the  need  for 
more  primary  care  physicians.  Meeting  for  a total 
of  18  hours  and  51  minutes,-  the  House  acted  on 
84  reports  and  179  resolutions  for  a total  of  263 
items  of  business. 

Delegates  selected  Malcolm  C.  Todd,  of  Long 
Beach,  California  as  president-elect  and  re-elected 
Colorado’s  Kenneth  C.  Sawyer  to  the  Board  of 
Trustees. 

The  delegates,  saddened  to  learn  that  J.  Frank 
Walker,  of  Atlanta,  Georgia,  the  Speaker  of  the 
House,  would  be  unable  to  attend  the  convention 
because  of  a recent  illness,  approved  a special 
resolution  appointing  Dr.  Walker  Speaker  Emeri- 
tus, and  commending  him  for  his  distinguished 
record  of  service  to  the  Association. 


Inaugural  Address  and  Final  Report 

The  medical  and  socio-economic  complexities  of  mod- 
ern medicine  have  created  wide-ranging  problems  with 
which  the  individual  physician  is  unable  to  cope,  Dr. 
Russell  B.  Roth,  president  of  the  AMA,  told  his  inaugural 
audience. 

And  there  is  only  one  viable  and  pre-eminent  na- 
tional organization  through  which  America’s  physicians 
can  meet  a growing  body  of  obligations  and  responsibil- 
ities, according  to  Dr.  Roth. 

“There  is  little  challenge  to  the  assertion  that  the 
American  Medical  Association  is  the  pre-eminent  organ- 
ization of  physicians  in  this  nation,”  he  said. 

While  the  AMA  may  be  “less  towering  and  less  vis- 
ible today,”  he  said,  it  is  not  because  of  any  diminution 
of  the  AMA’s  own  stature,  but  because  of  the  great 
growth  in  medicine  and  its  specialties. 

“Still  and  all,”  Dr.  Roth  said,  “while  sharing  with 
others  the  ever-more  difficult  task  of  exerting  leadership 
in  the  pure  science  of  medicine,  the  AMA  has  remained 
the  bastion  of  professionalism  and  the  stronghold  of  re- 
sponsible socio-economic  leadership.  It  is  in  the  exercise 
of  this  kind  of  leadership  that  the  AMA  is  now  coming  to 
play  its  most  important  role — for  society  at  large,  and 
for  physicians  in  particular.” 

Stressing  the  need  for  collective  action  and  unity  in 
organized  medicine.  Dr.  Roth  said  the  physician  should 
not  ask,  “What  does  the  medical  society  do  for  me?”,  or 
“Why  should  I pay  dues  to  the  AMA?”,  but  should  ask 
instead,  “How  may  I be  responsive  to  the  many  de- 
mands which  are  being  made  upon  the  profession  of 
which  I am  a part?  How  can  I do  my  share?” 

In  addition  to  his  own  practice,  the  best  way  an  in- 
dividual physician  can  “do  his  share”  and  “be  respon- 
sive to  the  many  demands  being  made  on  his  profession” 
is  through  the  AMA,  Dr.  Roth  said. 


He  pointed  to  the  many  contributions  to  medicine 
made  in  the  past  by  the  AMA  as  examples  of  how  physi- 
cians acting  collectively  helped  improve  medical  care  in 
America. 

“Medical  education  provides  an  excellent  case  in 
point,”  he  said.  “It  surely  is  an  obligation  of  our  pro- 
fession to  make  certain  that  oncoming  generations  of 
physicians  shall  be  well  and  appropriately  trained. 

“We  cannot  forget  that  it  was  not  until  the  coopera- 
tive efforts  of  the  AMA  and  the  Carnegie  Foundation 
were  mobilized  that  quality  in  medical  education  was 
required,  or  that  standards  were  devised  and  imposed.” 

And  while  medical  education  has  “changed  pre- 
cipitously” in  the  past  decade.  Dr.  Roth  said,  even  more 
rapid  changes  may  be  needed  in  the  future. 

“Medical  academicians  have  largely  been  concerned 
with  the  pursuit  of  excellence — the  production  of  superb 
clinicians,  skilled  researchers  and  prolific  contributors  to 
the  literature.  There  are  those  among  us  who  believe 
that  a parallel  concern  must  now  be  developed  which 
will  be  dedicated  to  a diffusion  and  dissemination  of  that 
great  store  of  excellence  which  we  have  already  accu- 
mulated. 

“We  must  contrive  to  design  new  schools,  expand 
existing  schools  and  perhaps  to  educate  new  kinds  of 
physicians.  This,  I submit,  is  not  the  exclusive  province 
of  the  deans  and  professors.  There  is  a valid  and  im- 
portant place  for  pragmatic  practicing-physician  input. 

“The  medical  society  can  and  does  pull  all  of  this 
together  for  us.  We  can  be  proud  and  grateful  that  so 
many  of  the  most  respected  deans,  professors  and  med- 
ical educators  are  not  only  active  participants  in  organ- 
ized medicine,  but  are  willing  to  work  in  harness  with 
practicing  physicians  in  important  monitoring  for  the 
present  and  planning  for  the  future.” 

Touching  on  the  contributions  that  medical  societies 
have  made  in  areas  such  as  continuing  medical  educa- 
tion, public  health  education  and  in  the  training  and  cer- 
tification of  allied  health  professionals.  Dr.  Roth  also  said 
the  resources  and  staff  of  organized  medicine  are  useful 
in  representing  the  physician  with  hospitals,  third-party 
carriers  and  with  government. 

“Perhaps  the  most  important  area  for  service  to  the 
public  is  the  area  of  legislation — past,  present  and  pro- 
posed . . . local,  state  and  federal.  In  our  last  Congress 
there  were  some  2,400  bills  of  medical  significance  at  the 
national  level  alone.  No  individual  physician  could  keep 
up  with  all  of  them.  No  Congressman  or  Senator  could 
have  considered  opinions  about  each. 

“The  range  of  these  proposals  is  the  full  range  from 
arch-conservative  to  ultra-liberal.  From  the  broad  so- 
cietal point  of  view,  many  must  be  good,  constructive  and 
progressive.  Many  must  be  ill-conceived,  impractical,  or 
downright  dangerous.  Some  one — some  group — must  an- 
alyze them  and  develop  positions  of  support  or  opposi- 
tion. This  is  a prime  role  for  organized  medicine.  The 
AMA  Council  on  Legislation — physician  members  fortified 
by  an  able  staff  in  Chicago  and  in  Washington — do  this 
job  extraordinarily  well.” 

Pointing  to  the  need  for  unity  and  strength  in  or- 
ganized medicine  if  physicians  are  to  remain  medical 
leaders  and  innovators  rather  than  “technicians  in  a reg- 
ulated public  utility,”  he  cited  the  new  enthusiasm  for, 
and  acceptance  of,  the  AMA  by  younger  physicians  as 
promise  of  its  continued  vitality. 

“There  is  a growing  recognition  of  the  fact  that  phy- 
sicians must  act  in  concert,  and  that  the  convictions  of 
the  oncoming  generation  can  become  the  future  associa- 
tion policies  if  work  is  done  to  make  them  so.” 

Dr.  Roth  closed  his  inaugural  address  with  a stirring 
paraphrase  of  the  title  of  his  address,  “This  Is  the  AMA.” 

“I  would  like  to  close  with  what  may  be  a truism 
rather  than  a profound  new  observation,  yet  I offer  it 
almost  as  a benediction.  Grant  us  a profession  populated 
by  men  and  women  of  competence,  integrity,  and  a will 
to  do  their  best  for  their  people,  and  we  will  give  you 
care  for  the  health  of  our  nation  without  the  need  for 
restrictive  systems,  intricate  controls,  or  massive  govern- 
mental intervention.  This  is  what  the  AMA  is  all  about.” 


Final  Report  to  the  House: 

Charles  A.  Hoffman,  President  of  the  AMA 

In  his  final  remarks  to  the  House,  Dr.  Hoffman  said 
that  in  his  view  organized  medicine  must  keep  two  pri- 
mary goals  before  it:  To  preserve  the  quality  of  medical 
care  . . . and  to  preserve  the  physician-patient  relation- 
ship. 

And  since  the  physician-patient  relationship  and  the 
quality  of  care  are  interdependent,  “quality  must  be  the 
heart  of  whatever  we  do  to  broaden  the  delivery  of  care,” 
Dr.  Hoffman  said. 

In  his  remarks.  Dr.  Hoffman  called  for  longer — rather 
than  shorter — periods  of  medical  education:  said  that  the 
Kennedy-Griffiths  health  insurance  bill  would  “nation- 
alize”, rather  than  “socialize”  medicine  since  American 
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medicine  is  already  socialized;  called  for  vigorous  poli- 
tical action  to  preserve  physician  prerogatives  under  pro- 
grams such  as  Professional  Standards  Review  Organiza- 
tions but  warned  of  the  danger  of  over-involvement  in 
politics;  and  reaffirmed  his  opposition  to  the  union  move- 
ment in  medicine. 

Dr.  Hoffman  said  that  “quality  can  be  no  better  than 
the  education  on  which  it  is  founded,”  and  cited  what 
he  calls  a “paradox  in  medical  education.” 

“At  the  same  time  that  we  have  insisted  on  con- 
tinuing education  for  the  physician  in  practice,  we  have 
condoned  a reduced  curriculum  for  the  student  in  med- 
ical school,  and  this  is  a threat  to  quality  of  care.” 

He  called  for  a wide  range  of  remedies,  including 
more — not  less — courses  both  in  medicine  and  in  the  hu- 
manities, and  the  revival  of  the  rotating  internship  in 
community  hospitals.  Teaching  hospitals  would  then  con- 
centrate on  specialized  training.  Dr.  Hoffman  said. 

Discussing  the  Kennedy-Griffiths  bill.  Dr.  Hoffman 
said  that  “the  true  danger — and  the  true  objective — of 
the  Kennedy-Griffiths  bill  is  nationalized  health  care  . . . 
the  complete  and  total  takeover  of  the  entire  health  care 
delivery  system  by  the  government.” 

He  differentiated  between  this  and  “socialized"  med- 
icine. which  he  said  “we’ve  had  . . . for  years.”  As  exam- 
ples, Dr.  Hoffman  cited  Medicare  and  Medicaid,  the  38% 
of  the  population  covered  by  government  health  insurance 
programs,  and  the  millions  of  Americans  covered  under 
health  programs  whose  premiums  are  paid  by  employ- 
ers. 

But  we  must  resist  the  nationalization  of  medicine. 
Dr.  Hoffman  emphasized.  The  government  does  have  a 
proper  role,  he  said,  and  pointed  out  two  areas  where 
government  should  act:  in  providing  more  health  serv- 
ices for  American  Indians,  and  in  supporting  the  AMA 
emergency  medical  care  legislation. 

Dr.  Hoffman  urged  the  AMA  to  maintain  a “respon- 
sible partnership  with  government  on  PSRO,”  and  to 
maintain  a strong  political  input  to  prevent  the  “im- 
proper intrusion  of  government  into  medicine.” 

In  supporting  the  need  for  a strong  political  arm.  Dr. 
Hoffman  said:  “We  really  have  very  little  choice  in  the 
matter.  That  necessity  has  been  forced  upon  us — like  it 
or  not.”  At  the  same  time,  he  warned  of  over-involve- 
ment in  politics. 

“There  is  a subtle  and  seductive  quality  about  pol- 
itics that  can  easily  trap  the  unwary.  It  is  so  easy  to  fall 
into  the  trap — to  begin  playing  the  game  for  its  own 
sake  . . . and  to  forget  why  one  got  into  the  game  in  the 
first  place.” 

To  prevent  such  entrapment.  Dr.  Hoffman  said  physi- 
cians must  keep  our  basic  objective  clearly  in  mind,  and 
that  objective  is  to  improve  the  quality  of  medical  care. 
Our  greatest  strength  as  a profession  is  the  physician- 
patient  relationship,  and  we  must  preserve  it.  That  is 
why  I am  opposed  to  our  profession  turning  to  unions  as 
the  answer  to  our  problems. 

“Our  sense  of  unity  as  a profession  derives  from  serv- 
ing the  public  . . . not  from  holding  it  as  a hostage.  The 
latter  course  is  an  inevitable  result  of  unionism.” 

In  conclusion.  Dr.  Hoffman  said:  “This  House  will 
always  be  strong  . . . provided  the  bond  of  that  strength 
are  its  bonds  with  patients,  singly  and  collectively  . . . 
if  it  can  keep  its  windows  open  to  fresh  ideas  while 
maintaining  the  quality  of  care  as  its  foundation  . . . 
Preserve  this  House  of  Medicine  for  only  it  can  preserve 
your  future.” 


House  Actions 

Because  of  the  wide-ranging  nature  of  the  ac- 
tions taken  by  the  House  of  Delegates,  and  for  the 
sake  of  clarity,  this  summary  will  be  divided  into 
five  subject  areas  with  appropriate  sub-headings: 
Physicians  and  the  Government;  Physicians  and 
Hospitals  and  Medical  Schools;  Physicians  and 
the  Public;  Association  & Internal  Matters  of  the 
House;  and  Miscellaneous.  (Note;  The  items  men- 
tioned under  each  subject  area  are  not  all-inclu- 
sive, but  include  only  the  more  significant  ac- 
tions taken.) 


Physicians  and  the  Government 

PSRO’s:  Two  reports  from  the  Board  of  Trus- 
tees outlining  successful  AMA  efforts  in  providing 
physician  input  into  the  drawing  up  of  PSRO  reg- 


ulations by  the  government,  and  in  other  areas, 
were  filed  by  the  House.  In  addition,  two  resolu- 
tions bearing  on  PSRO’s  were  adopted.  One  res- 
olution, initiated  by  California  and  amended, 
reads  as  follows: 

Resolved,  That  the  Secretary  of  Health,  Education  and  ! 
Welfare  be  informed  that  the  only  organization  which 
can  give  qualified  peer  review  for  physicians’  services 
to  the  patient,  physician,  government  and  taxpayer 
are  those  composed  of  practicing  physicians,  whether 
these  are  state  or  local  groups;  and  be  it  further 
Resolved,  That  since  many  of  these  practicing  physi- 
cian groups  are  functioning  successfully,  with  multi- 
ple approaches,  as  peer  review  organizations,  the  reg- 
ulations be  so  written  to  authorize  these  existing  peer 
groups  to  continue  their  review  as  PSRO’s  or  as  func- 
tioning units  of  PSRO’s,  thus  partially  alleviating  the 
unnecessary  and  costly  implementation  of  new  agen- 
cies as  PSRO’s. 

The  second  resolution  adopted  was  a substitute 
in  response  to  a number  of  resolutions  introduced, 
ranging  from  those  calling  for  the  AMA  to  go  on 
record  in  opposition  to  PSRO’s,  to  one  urging  the 
Association  to  seek  repeal  of  the  law.  The  substi- 
tute resolution,  which  conforms  to  PSRO  policy 
approved  by  the.  House  at  the  1972  Convention, 
reads: 

Resolved,  That  although  it  is  recognized  that  repeal  I. 
or  modification  of  PSRO  legislation  ultimately  may  v 
be  required  to  preserve  high  quality  of  patient  care, 
the  American  Medical  Association  should  oppose  any  v 
facets  of  this  current  legislation  which  act  to  the  de- 
terioration of  quality  care,  publicize  such  deleterious  i 
facets,  and  place  highest  priority  on  developing  and  >1 
pursuing  appropriate  amendments  to  preserve  high 
quality  of  patient  care. 

Wage-Price  Controls:  Six  resolutions  were  in-  • 
troduced  protesting  discrimination  against  physi-  • 
cians  under  the  government’s  Economic  Stabiliza-  » 
tion  Program.  The  Reference  Committee  F pointed  i 
out  that,  “Although  Phase  III  has  officially  ended,  ,i 
discrimination  . . . has  not  been  corrected  and  t 
there  is  no  assurance  that  other  discrimination  t 
will  not  arise  in  the  future.’’ 

Accordingly,  the  following  substitute  resolution  ii 
was  adopted  by  the  House: 

Resolved,  That  the  American  Medical  Association  B 
continue  to  work  by  all  lawful  and  practicable  means  | 
to  assure  non-discriminatory  treatment  for  physicians  I 
under  present  and  future  Economic  Stabilization  Pro-  fc 
grams.  j 

FDA  Drug  Regulations:  Six  resolutions  were  I 
introduced  pertaining  to  FDA  policies  and  regula-  | 
tions  affecting  the  practice  of  medicine.  The  j 
House  adopted  a substitute  resolution  which  di-  | 
rects  the  AMA  to,  (1)  Continue  to  protest  pro-  ^ 
posed  and  current  regulatory  activities  of  the  | 
FDA  which  have  the  effect  of  restricting  use  of  ^ 
prescription  drug  to  “official  labelling”;  (2)  Study  j? 
the  possibility  of  proposing  modifications  to  the  S 
Food,  Drug  and  Cosmetic  Act  to  correct  current  ^ 
problems;  (3)  Continue  to  work  closely  with  the  k 
FDA  in  the  development  of  effective  methods  for  j 
evaluating  drugs  used  primarily  to  alleviate  sub-  'j- 
jective  symptoms,  or  drugs  for  which  controlled  1 
clinical  studies  seem  inappropriate;  and,  (4)  In  r 
continuing  to  work  closely  with  the  FDA,  make  s 
efforts  to  develop  an  effective  system  of  com- 
municating the  views  of  practicing  physicians  and  t 
medical  specialty  societies  when  action  is  proposed  1 
that  may  result  in  removal  of  frequently  pre-  • 
scribed  drugs  from  the  market.  ' 
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In  other  actions  affecting  the  relationship  of 
physicians  with  government  (and  third  parties), 
the  House: 

— Encouraged  continued  efforts  to  develop  a 
uniform  claim  form  for  insurance  claims. 

— Supported  the  on-going  efforts  to  educate 
physicians,  private  insurance  plans  and  gov- 
erment  agencies  as  to  the  advantages  of 
adopting  the  3rd  edition  of  Current  Pro- 
cedural Terminology  to  identify  and  report 
services  provided  by  physicians. 

— And  directed  the  Council  on  Medical  Service 
to  study  the  problems  presented  by  “pro- 
spective admission”  of  hospital  patients 
under  Medicare  and  Medicaid,  “retrospective 
denial”  of  benefits  and  report  its  findings 
and  recommendations  at  the  1973  Clinical 
Meeting  at  Anaheim,  California. 

Physicians,  Hospitals  and  Medical  Schools 

Institutional  Licensure:  The  House  adopted  Re- 
port H of  the  Board  which  calls  for  the  AMA  to 
oppose  the  extension  of  institutional  licensure  in 
lieu  of  individual  professional,  licensure  to  physi- 
cians and  nurses.  Testimony  before  Reference 
Committee  D,  including  representatives  of  the 
nursing  profession,  was  unanimously  in  support 
of  opposition  to  institutional  licensure. 

Quality  Assurance  Program:  The  Quality  As- 
surance Program  (peer  review  of  hospital  care 
and  utilization)  of  the  American  Hospital  Asso- 
ciation engendered  considerable  discussion.  Res- 
olution 50  called  for  the  AMA  to  express  its  res- 
ervations about  the  potential  of  QAP  to  bring  lay 
control  of  peer  review.  The  House  adopted  Report 
H of  the  Board  of  Trustees  which  discusses  the 
reservations,  recommends  that  AMA  representa- 
tives meet  with  the  AHA  to  offer  its  suggestions 
on  the  program,  and  recommends  preliminary 
testing  of  QAP  in  a limited  number  of  hospitals. 
It  is  emphasized  that,  “This  report  is  informational 
and  does  not  imply  endorsement  of  the  Quality 
Assurance  Program  by  the  AMA.” 

Support  for  Medical  Staffs:  Lengthy  debate 
centered  on  Resolution  104  from  Illinois  which 
protests  unilateral  changes  in  medical  staff  bylaws 
by  hospital  boards  of  trustees  that  usurp  the 
prerogatives  of  hospital  medical  staffs.  Similar 
situations  were  reported  in  Arizona  and  South 
Dakota.  A motion  from  the  floor  to  refer  the  res- 
olution was  defeated.  After  considerable  discus- 
sion, delegates  approved  the  following  substitute 
resolution: 

Resolved,  That  the  American  Medical  Association  de- 
clares that  any  proposal  or  arrangement  between  a 
hospital  board  of  trustees  and  its  medical  staff  that 
conflicts  with  the  AMA  principles  of  medical  ethics 
is  improper:  and  be  it  further 

Resolved,  That  unilateral  changes  in  medical  staff 
bylaws  by  hospital  boards  of  trustees  is  also  improper; 
and  be  it  further 

Resolved,  That  the  AMA  suggest  that  the  following 
preamble  be  included  in  all  medical  staff  bylaws: 


The  hospital  and  the  medical  staff  have  a duty  to 
cooperate  in  their  mutual  responsibility  of  assur- 
ing the  high  quality  of  patient  care  standards 
within  the  hospital.  Only  physicians  can  practice 
medicine  under  the  laws  of  the  state.  In  those 
areas  in  which  medical  Judgment  and  the  evalua- 
tion of  professional  competence  are  involved,  the 
hospital  has  a duty  to  rely  upon  the  judgments 
and  recommendations  of  the  medical  staff,  to  co- 
operate and  to  provide  needed  assistance  with  full 
understanding  that  the  primary  responsibility  is 
that  of  the  medical  staff. 

Physicians  on  Hospital  Boards:  The  House  also 
approved  a substitute  resolution  calling  for  (1) 
increased  medical  staff  representation  on  hospital 
boards;  (2)  state  and  local  medical  society  efforts 
to  remove  barriers  to  such  representation;  and 
(3)  that  the  Joint  Commission  on  Accreditation 
of  Hospitals  ascertain  from  its  inspectors  the  ef- 
fectiveness of  communications  between  hospital 
governing  boards  and  medical  staffs. 

Certificate  of  Need  Law:  Report  C of  the 
Council  on  Medical  Service  and  Resolution  73 
(Florida)  deal  with  mandatory  Certificate  of  Need 
Laws  at  the  state  level  which  regulate  planning 
for  health  facilities  and  personnel.  The  House 
adopted  a substitute  resolution  which  calls  for, 

( 1 ) Continued  AMA  support  for  voluntary  plan- 
ning that  preserves  decision-making  at  the  local 
level;  (2)  That  state  certificate  of  need  laws,  if 
enacted,  rest  final  authority  within  a board  which 
includes  representation  by  physicians  in  the  ac- 
tive practice  of  medicine;  and  (3)  That  these  rec- 
ommendations be  forwarded  to  the  Secretary  of 
Health,  Education  and  Welfare  with  the  request 
that  they  be  included  in  regulations  for  imple- 
mentation of  the  Comprehensive  Health  Planning 
Act. 

Family  Medicine:  Resolution  163,  which  em- 
phasizes the  need  to  increase  the  opportunities 
for  medical  students  to  obtain  exposure  to  family 
medicine,  was  approved  and  referred  to  the 
Council  on  Medical  Education. 

Physician  Distribution  by  Specialties:  The 

House  approved  Report  Z of  the  Board  of  Trus- 
tees which  has  important  implications  for  the 
medical  profession  and  for  the  public.  The  report 
outlines  the  increase  in  number  of  medical 
schools,  the  increase  in  approved  residencies  and 
internships,  and  the  increased  number  of  allied 
health  and  continuing  medical  education  pro- 
grams. The  report,  as  amended  by  the  House,  also 
contains  two  important  recommendations.  They 
are: 

AMA  should  adopt  immediately,  publicize  widely  and 
promote  vigorously  a goal  to  have  at  least  50%  of  all 
medical  graduates  enter  residency  training  in  the  pri- 
mary care  specialties  in  the  coming  years. 

The  need  for  numbers  and  type  of  physicians  should 
be  monitored  continuously  and  reassessed  periodically 
in  regular  reports  to  the  House  of  Delegates. 

Physicians  and  the  Public:  In  addition  to  ef- 
forts to  increase  the  number  of  physicians  in  fam- 
ily practice  and  other  primary  care  specialties,  the 
House  also  acted  on  several  other  measures  aimed 
at  improving  health  care  for  the  public. 
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Emergency  Telephone  Number:  Resolution  145, 
introduced  by  the  Texas  Delegation,  highlights 
the  importance  to  the  public  of  a universal  emer- 
gency telephone  number  for  obtaining  emergency 
care  and  directs  the  AMA  to  support  and  collab- 
orate in  current  efforts  to  set  up  #911  as  the  na- 
tionwide emergency  telephone  number.  A motion 
from  the  floor  to  refer  the  resolution  was  de- 
feated, and  the  House  adopted  the  Texas  resolu- 
tion. 

Temporary  Licensure  for  Physicians  in  Med- 
ically-Deprived Areas:  The  House  adopted  Report 
I of  the  Board  of  Trustees  which  encourages  state 
medical  societies  to  support  amendments  to  the 
medical  licensure  laws  to  permit  out-of-state  phy- 
sicians to  practice  temporarily  in  areas  of  med- 
ical need.  The  report  also  encourages  state  med- 
ical licensing  authorities  to  take  similar  action  to 
permit  temporary  licensure  for  physicians  volun- 
tarily serving  in  medical  shortage  areas  under  the 
National  Health  Service  Corps  or  the  AMA-spon- 
sored  Project  USA. 

Health  Care  for  Migrant  Workers:  Resolution 
97  (Illinois)  urges  that  funding  for  improved  mi- 
grant health  care  be  obtained  from  a national 
source,  and  that  a program  for  the  special  train- 
ing of  migrant  health  care  volunteers  be  devel- 
oped by  the  AMA  through  the  Council  on  Medical 
Service  and  its  Committee  on  Health  Care  of  the 
Poor.  The  House  referred  the  resolution  to  the 
Council  with  instructions  to  report  back  at  the 
1973  Clinical  Meeting  on  the  feasibility,  plans  and 
cost  of  such  a program. 

In  other  actions  affecting  public  health  care, 
the  House: 

— Adopted  a resolution  urging  the  AMA  to  re- 
affirm and  support  limits  on  air  pollution 
levels  and  time  schedules  for  conformance  to 
the  Clean  Air  Act  of  1970. 

— And  urged  improved  liaison  by  the  National 
Health  Service  Corps  with  local  medical  so- 
cieties in  areas  where  physicians  are  as- 
signed, and  pledged  the  continued  coopera- 
tion and  support  of  organized  medicine  for 
the  program. 

Association  and  Internal  Matters  of  the  House: 

Delegates  acted  on  several  important  proposals 
aimed  at  protecting  the  interest  of  the  practicing 
physician,  strengthening  membership,  improving 
the  response  of  the  Association  to  the  constituency, 
and  making  the  Association  more  responsive  to 
the  needs  of  members. 

The  proposals  ranged  from  AMA  policy  on 
unionism  and  malpractice  to  changes  in  dues  re- 
quirements, terms  of  office  of  members  of  the 
Board  of  Trustees,  and  separation  of  the  business 
meetings  of  the  House  of  Delegates  and  scientific 
sessions. 


Unions:  The  House  adopted  Resolution  86 
(New  York)  which  reaffirms  the  tradition  of  the 
medical  profession  of  not  withholding  medical 
services  (withholding  services  is  a practice  of 
most  unions),  or  performing  any  act  interfering 
with  public  welfare.  The  House  also  approved  Re-  , 
port  F of  the  Board  of  Trustees  which  opposes  un- 
ionism among  self-employed  physicians.  The  re- 
port also  recognizes  that  physicians  in  employment 
situations  need  assistance  and  support,  and  en- 
courages the  Board  of  Trustees  to  maintain  its 
interest  and  concern  for  these  physicians.  The  re- 
port also  affirms  the  no-withholding  of  services 
principle. 

Malpractice:  The  House  took  several  actions  in 
regard  to  medical  malpractice,  including  ap- 
proval of  Report  GG  of  the  Board  of  Trustees 
which  outlines  the  proposed  formation  of  a Med- 
ical Liability  Commission  to  represent  health  ; 
care  providers  in  dealing  with  medical  malprac- 
tice problems.  The  proposed  commission  was  out- 
lined on  June  20  by  a planning  committee  con- 
sisting of  representatives  of  the  AMA,  AHA, 
American  College  of  Surgeons,  American  College  ' 
of  Physicians  and  four  specialty  societies.  An  or- 
ganizing meeting  for  the  proposed  commission  <1 
will  be  held  in  Chicago  in  September.  The  House  ^ 
also  adopted  a resolution  commending  Dr.  Charles  * 
A.  Hoffman,  AMA  President,  for  his  service  on  i 
HEW  Commission  on  Medical  Malpractice,  and 
recommending  wide  dissemination  of  Dr.  Hoff-  1 
man’s  dissenting  report. 

Intern-Resident  Membership  on  Councils:  After  . 

considerable  discussion,  delegates  adopted  Report  i 
A of  the  Council  on  Constitution  and  By-Laws 
which  will  change  the  by-laws  to  provide  a seat 
on  the  Council  on  Medical  Service  and  the  Coun-  t 
cil  on  Medical  Education  for  a representative  for  k 
resident-intern  members  of  the  AMA.  Debate  cen-  •( 
tered  not  on  the  desirability  of  adding  intern-  •( 
resident  representatives,  but  on  the  wisdom  of  tt 
mandating  a seat  for  any  particular  medical  !i 
group.  The  House  acted  favorably  after  a plea  t 
from  Dr.  Eugene  S.  Ogrod,  resident-intern  dele-  -f 
gate,  that  adoption  was  needed  to  further  pro-  ■( 
mote  resident-intern  membership  in  the  AMA.  / 
In  a related  development,  the  House  also  ap-  ■< 
proved  Report  BB  of  the  Board  of  Trustees  for 
the  establishment  of  a Committee  on  House  Staff  1 
Affairs.  The  committee  is  intended  to  strengthen  i 
intern  and  resident  participation  in  organized  o 
medicine,  and  advise  the  Board  of  matters  of  spe- 
cial concern  to  house  officers. 

Separation  of  Business,  Scientific  Meetings:  : 

The  House  took  a compromise  position  on  Report 
E of  the  Council  on  Long-Range  Planning  and 
Development  which  called  for,  among  other  ^ 
things,  separation  of  House  of  Delegates’  meetings 
and  Scientific  meetings;  holding  all  meetings  of 
the  House  in  Chicago;  and  the  selection  of  widely  ' 
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separated  locations  for  scientific  meetings.  The 
House  adopted  Reference  Committee  F recom- 
mendations that  a meeting  of  the  Scientific  As- 
sembly be  held  each  year  in  conjunction  with  the 
Annual  Convention,  but  that  one  or  more  addi- 
tional meetings  of  the  Scientific  Assembly  be  held 
each  year  at  times  and  places  selected  by  the 
Board  of  Trustees  on  recommendations  from  the 
Council  on  Scientific  Assembly.  Such  meetings 
might  ...  or  might  not  . . . conjoin  with  the  Clin- 
ical Meeting  of  the  House.  The  proposal  that  all 
House  sessions  be  held  in  Chicago  was  rejected, 
and  existing  meetings  of  the  House  and  Scientific 
Assembly  scheduled  through  1976  will  not  be 
changed. 

Election  and  Terms  of  Service  of  Trustees:  The 

House  rejected  proposals  that  election  of  trustees 
be  on  a geographic  or  regional  basis,  concurring 
with  the  Reference  Committee  on  Constitution  and 
By-Laws  that  the  present  system  has  achieved  a 
fair  degree  of  regional  representation.  Rather 
than  adopt  a proposal  that  recommended  reten- 
tion of  three-year  terms  for  trustees  for  a max- 
imum of  three  years,  the  House  instructed  the 
Council  on  Constitution  and  By-Laws  to  prepare 
for  the  1973  Clinical  Meeting  a measure  that  will 
allow  the  House  to  vote  on  whether  trustees  shall 
serve  a maximum- of  two  three-year  terms. 

Membership  Certification  and  Dues:  The  House 
adopted  several  recommendations  in  these  two 
areas,  including: 

Physicians  shall  become  members  of  the  AMA  upon 
certification  by  state  medical  societies  rather  than 
by  AMA  receipt  of  dues. 

The  delinquency  date  for  remittance  of  AMA  dues  is 
changed  from  June  1 to  April  30  of  each  year,  and 
the  requirement  that  members  who  have  been  dropped 
for  non-payment  of  dues  must  pay  one  year’s  past 
dues  is  eliminated. 

The  criteria  for  exemption  from  AMA  dues  shall  be 
consistent  with  exemption  from  state  medical  society 
dues,  except  that  members  reaching  their  70th  biidh- 
day  may  apply  directly  to  the  AMA  for  Active  Dues 
Exempt  Membership  status. 

Eiimination  of  the  requirement  that  AMA  member- 
ship be  limited  to  those  physicians  in  military  service 
whose  tour  of  duty  is  two  years  or  more.  Younger 
physicians  serving  two  years  or  less  in  the  military 
or  the  U.S.  Public  Health  Service  will  be  eligible  for 
AMA  membership,  and  county  and  state  medical  so- 
cieties are  encouraged  to  adopt  this  procedure. 

Formal  Planning  System  for  the  AMA:  Dele- 
gates approved  Report  D of  the  Board  of  Trus- 
tees which  details  a comprehensive,  formal,  long- 
range  planning  system  for  the  AMA  designed  by 


Batelle  Laboratories,  Columbus,  Ohio.  The  plan 
will  improve  the  AMA’s  ability  to  sense  change, 
sharpen  objectives,  allocate  resources,  measure 
progress  and  improve  communications  between 
the  AMA  and  constituent  societies  and  member- 
ship. 

Acting  on  other  Association  and  internal  mat- 
ters of  the  House,  delegates: 

— Recommended  that  results  of  the  second  major 
membership  poll  be  circularized  and  publicized  by 
all  feasible  mechanisms. 

— Rejected  a resolution  recommending  low  fat  diets 
for  meals  at  AMA  meetings. 

— Rejected  a resolution  calling  for  AMA  support  to 
limit  distribution  of  drug  samples  to  those  requested 
by  physicians,  and  to  totally  ban  distribution  of 
drugs  with  abuse  potential. 


Miscellaneous  Actions  of  the  House:  The  House 
commended  Dr.  Ernest  B.  Howard,  AMA  exec- 
utive vice  president,  and  AMA  employes  for  their 
efforts  during  the  past  year.  Reference  Commit- 
tee H described  Dr.  Howard’s  progress  report  as 
a panorama  of  some  of  the  exciting  programs 
carried  out  at  AMA  headquarters. 

In  other  actions,  the  House: 

— Adopted  a substitute  resolution  recommending  that 
the  AMA  urge  the  enforcement  of  strict  penalties 
for  the  use  of  firearms  in  the  commission  of  a 
crime. 

— Tabled  a resolution  urging  AMA  support  for  the 
open  sale  of  condoms  to  minors. 

— Referred  to  the  Council  on  Mental  Health  a resolu- 
tion urging  AMA  support  of  a mode!  penal  code 
decriminalizing  sexual  behavior  between  consent- 
ing adults,  and  AMA  support  to  end  legal  and  em- 
ployment discrimination  against  homosexuals.  The 
Council  was  instructed  to  report  back  at  the  1973 
Clinical  Meeting. 

— Affirmed  the  traditional  favorable  attitude  of  the 
medical  profession  toward  pregnancy  and  mother- 
hood, and  encouraged  the  development  of  counsel- 
ling programs  that  will  offer  constructive  help  to 
prospective  mothers  in  coping  with  the  stresses  of 
pregnancy. 

— Reaffirmed  the  AMA  abortion  policy  which  states, 
“Abortion  is  a medical  procedure  and  should  be 
performed  only  by  a duly  licensed  physician  and 
surgeon  in  accredited  hospitals  acting  only  after 
consultation  with  two  other  physicians,  and  in  con- 
formance with  standards  of  good  medical  practice 
and  the  Medical  Practice  Act  of  his  state.  Neither 
physician,  hospital,  nor  hospital  personnel  shall  be 
required  to  perform  any  act  violative  of  good  med- 
ical judgment  or  personally  held  moral  principles.” 


Gatewood  C.  Milligan,  MD 
Robert  E.  McCurdy,  MD 
Ray  G.  Witham,  MD 
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MEDICAL 

SCHOOL  NOTES 

University  of  Colorado  Medical  Center 

How  Peruvian  natives  are  able  to  carry  out  an 
intensive  work  schedule  at  such  altitudes  as  that 
of  Cerro  de  Pasco  at  14,000  feet  in  the  Andes  is  the 
subject  of  a study  being  made  by  Robert  F. 
Grover,  MD,  associate  professor  and  director  of 
Cardiovascular  Pulmonary  Research  at  the  Uni- 
versity of  Colorado  Medical  Center,  and  Howard 
Hartley,  MD,  assistant  professor  of  medicine  at 
Harvard  Medical  School. 

Initial  studies  will  be  made  at  Lima  at  sea 
level,  to  be  followed  by  studies  of  the  alteration 
of  heart-beats  at  high  altitudes.  The  study  is  or- 
ganized and  funded  by  the  Army  Research  Insti- 
tute of  Environmental  Medicine,  Natick,  Mass. 

* * * * 

Gordon  Meiklejohn,  MD,  professor  and  chair- 
man of  the  Department  of  Medicine,  has  been 
cited  for  “outstanding  service  as  director  of  the 
Commission  on  Influenza,  Armed  Forces  Epidemi- 
ological Board,  and  as  a member  of  the  Commis- 
sion since  1948”  by  the  Department  of  the  Army 
with  an  Outstanding  Civilian  Service  Medal. 

* 4:  * 

Studies  of  52  patients  in  the  Division  of  Rheu- 
matic Diseases  were  made  by  Charley  J.  Smyth, 
MD,  and  reported  in  the  May-June  issue  of 
Internist  Observer,  published  under  the  title  “Im- 
munosuppressive Therapy;  What  Role  in  Rheuma- 
toid Arthritis?” 

>}:**♦* 

Scholarships  for  students  deserving  of  support 
either  on  a basis  of  need  or  achievement  are  pro- 
vided for  through  a $25,000  bequest  by  Edward 
Percy  Eglee,  who  received  his  BA  from  the  Uni- 
versity of  Colorado  in  1909,  and  later  received  his 
MD  from  Columbia  University  College  of  Physi- 
cians and  Surgeons,  where  he  served  as  clinical 
professor  of  medicine  for  many  years. 

***** 

The  Colorado  State  Department  of  Health  has 
awarded  a grant  of  $193,410  to  the  CU  Medical 
Center  for  studies  in  the  Rehabilitation  of  Drug 
Dependent  Persons  to  be  carried  out  under  the 
direction  of  Donald  J.  Egan,  MD.  In  addition,  work 
under  the  Colorado  State  Alcohol  Training  Pro- 
gram is  being  carried  out  under  the  supervision 
of  Mark  Rhine,  MD. 

***** 


A program  to  study  the  effects  of  soft  drugs 
in  a Live-In  Rehabilitation  program  under 
Hildegard  Messenbaugh,  MD,  has  been  granted 
$30,000  by  the  Colorado  State  Division  of  Crim- 
inal Justice. 

***** 

Research  at  the  National  Cystic  Fibrosis  Cen- 
ter is  being  carried  out  under  a $7,955  supplemen- 
tal grant  from  the  National  Cystic  Fibrosis  Re- 
search Foundation,  with  Ernest  Cotton,  MD,  head- 
ing research. 


University  of  New  Mexieo  Sehool  of  Medicine 

The  University  of  New  Mexico  Cancer  Re- 
search and  Treatment  Center  will  receive  an 
18-million  volt  linear  accelerator  for  cancer  pa- 
tient treatment.  The  sophisticated  cancer  treat- 
ment machine,  one  of  only  23  now  under  con- 
struction for  use  in  this  nation,  will  be  sent  to  the 
Cancer  Center  on  the  UNM  campus  in  April,  Can- 
cer Center  Director  Dr.  Morton  M.  Kligerman 
said.  The  machine  represents  “a  giant  step  for- 
ward in  cancer  treatment  in  our  state,”  Dr.  Kliger- 
man said.  “This  machine’s  most  important  and 
unique  aspect  is  its  ability  to  produce  atomic  par- 
ticles at  18  million  volts  for  treatment  of  certain 
types  of  tumors  reached  only  with  difficulty  by 
conventional  X-ray  treatment.” 

The  high  energy  X-rays  will  attack  tumors 
deep  within  the  body,  with  an  intensity  three 
times  as  powerful  as  the  routine  linear  accelerator 
used  in  most  hospitals,  supplementing  a smaller 
linear  accelerator  that  produces  lower  energy 
rays.  The  Cancer  Center  is  presently  under  con- 
struction on  the  North  Campus  in  Albuquerque, 
with  a June,  1974,  opening  date  set.  The  new 
$323,000  linear  accelerator  will  be  ready  for  use 
by  then. 

***** 

The  University  of  New  Mexico  School  of  Med- 
icine has  added  two  faculty  members  to  its  staff 
for  the  1973-74  academic  year.  Dr.  Efrain  Diaz- 
Jouanen  has  been  named  as  instructor  within  the 
department  and  Dr.  Arthur  Bankhurst  has  been 
appointed  an  assistant  professor. 

Dr.  Bankhurst  comes  to  the  medical  school 
from  the  World  Health  Organization,  Geneva, 
Switzerland,  where  he  was  a research  fellow  in 
the  research  unit  of  the  Geneva  Transfusion  Cen- 
ter. Dr.  Bankhurst  received  his  MD  from  Case 
Western  Reserve  University  and  did  his  internship 
and  residency  at  University  Hospitals,  Cleveland, 
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Ohio.  His  specialties  are  immunoglobulin  produc- 
tion by  the  thymus,  antigen-sensitive  cells,  and 
activation  of  bone  marrow-derived  lymphocytes. 

Dr.  Diaz-Jouanen  has  been  a post-graduate 
doctoral  fellow  in  rheumatology  and  clinical  im- 
munology at  the  Institute  Nacional  de  la  Nutridon 
for  the  past  two  years  in  Mexico.  He  took  his  MD 
from  the  National  Autonomous  University  of 
Mexico  in  Mexico  City  and  was  a resident  in  in- 
ternal medicine  at  the  Nutricion  Institute  for  two 
years. 

Dr.  Diaz-Jouanen’s  special  areas  of  interest  in- 
clude treatment  of  primary  biliary  cirrhosis,  a 
study  of  a new  anti-inflammatory  agent  in  rheu- 
matoid arthritis,  and  investigations  of  cytotoxic 
antibodies  in  chronic  active  hepatitis. 

^ * .t  * 

Dr.  Joseph  M.  Bicknell  has  been  appointed 
chairman  of  the  University  of  New  Mexico  School 
of  Medicine  Department  of  Neurology.  Dr.  Bick- 
nell was  interim  chairman  of  the  department  for 
the  past  year.  From  1968-72  he  was  assistant 
chairman  of  the  division.  In  addition,  he  is  chief 
of  the  neurology  service  at  Veterans  Administra- 
tion Hospital,  Albuquerque. 

Dr.  Bicknell  began  his  career  at  UNM  as  an 
assistant  professor  of  neurology  in  1965.  He  is 


presently  director  of  the  Muscle  Disease  Clinic 
(muscular  dystrophy,  multiple  sclerosis,  cerebral 
palsy)  through  the  university’s  teaching  hospital, 
Bernalillo  County  Medical  Center.  He  is  on  the 
executive  committee  of  BCMC. 

* ^ s5i  * + 

Dr.  Lewis  M,  Overton,  an  orthopaedic  surgeon 
who  has  practiced  in  Albuquerque  for  26  years, 
retired  in  June  as  active  chief  of  orthopaedic  serv- 
ice at  the  Veteran’s  Administration  hospital  and 
as  clinical  professor  of  orthopaedics  at  the  Uni- 
versity of  New  Mexico  School  of  Medicine. 

Dr.  Overton  came  to  the  University  of  New 
Mexico  from  the  Lovelace  Clinic  where  he 
founded  the  department  of  orthopaedic  surgery, 
and  was  its  first  chairman  from  1947  to  1966. 

The  surgeon  received  his  A.B.  in  chemistry 
from  Duke  University,  and  his  M.D.  from  the  Uni- 
versity of  Maryland  School  of  Medicine.  His  M.S. 
in  orthopaedic  surgery  is  from  the  University  of 
Minnesota,  Mayo  Foundation  division. 

While  President  of  the  State  Medical  Society 
in  1960,  Dr.  Overton  worked  with  Tom  Popejoy, 
then  president  of  UNM,  to  obtain  approval  by  the 
New  Mexico  legislature  for  development  of  its 
School  of  Medicine. 
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Wh2rt  it  means  \ 

to  live  and  work  ii 
Tipton  County,  ^ 

Tfennessee  aj 

Persons  who  are  white  and 

over  40  have  one  chance  in  four 

of  having  solar  keratoses... 

which  may  be  premalignant  ' 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten-  i 

nessee,  revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  similar  population,  wherever 
people  work  or  play  out-of-doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


□ Persons  without  solar  keratoses  Hi  Persons  with  solar  keratoses 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Jolar,  actinic,  senile  keratoses 

'ailed  by  many  names,  the  typical  lesion  is  flat 
■ r slightly  elevated,  brownish  or  reddish  in 
mlor,  papular,  dry,  adherent,  rough,  sharply 
lefined;  usually  multiple  lesions,  chiefly  on 
kposed  portions  of  the  skin. 

^iequence/selectivity  of  response 

[irythema  in  areas  of  lesions  may  begin  after 
' 2veral  days  of  therapy;  height  of  reaction 
! mly  in  affected  areas)*  usually  occurs  within 
> VO  weeks,  declining  after  discontinuation  of 
; lerapy.  Since  this  response  is  so  predictable, 

I jsions  that  do  not  respond  should  be  biopsied 
) rule  out  the  presence  of  a frank  neoplasm. 

Cosn^tic  results 

losmetic  results  are  highly  favorable.  Inci- 
snce  of  scarring  is  low— important  with  multi- 
le  facial  lesions.  Efudex  should  be  applied 
ith  care  near  the  eyes,  nose  and  mouth. 

% cream-a  Roche  exclusive 

tnly  Roche  formulates  the  5 % cream . . . 
igh  in  patient  acceptabUity . . .high  in  clinical 
flcacy,  especially  for  lesions  of  hands  and 
)rearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  infiamma^ 
tory  reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
establisjied. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia; 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied;  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/  weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl), 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/sdiution 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


AS  YOU  LIKE 


A medical  potpourri 

Compiled  l>y  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexico 


1.  “Nothing  in  the  world  can  take  the  place  of  per- 
sistence. Talent  will  not;  nothing  is  more  common 
than  unsuccessful  men  with  talent.  Genius  will 
not;  unrewarded  genius  is  almost  a proverb.  Ed- 
ucation will  not;  the  world  is  full  of  educated 
derelicts.  Persistence  and  determination  alone  are 
omnipotent.  The  slogan  ‘Press  On’  has  solved  and 
always  will  solve  the  problems  of  the  human  race.” 
COOLIDGE,  Calvin,  Prudent  Investor,  Putnam 
Group  of  Mutual  Funds,  Boston,  Mass.,  Summer- 
Fall  1972. 

2.  “The  chief  task  of  education  is  to  make  human 
beings,  to  develop  the  aptitudes  and  attitudes  nec- 
essary for  successful  living.  How  can  a classical 
education  develop  them?  That  is  the  subject  of  this 
article.  ‘Of  course,  it  cannot,’  is  the  obvious  and, 
I would  add,  unthinking  reply.  ‘Why,  these  people 
are  antiquated.  Their  civilisation,  compared  to 
ours,  was  primitive.  They  had  no  aeroplanes,  auto- 
mobiles, railroads,  no  atomic  power  or  electricity, 
not  even  steam.’  All  these  things  can  also  be  said 
of  the  New  Testament,  of  Shakespeare,  of  Moliere, 
even  of  Goethe.  But  are  they  for  that  reason  anti- 
quated? The  criticism  of  the  classics  which  I have 
mentioned  is  due  to  a failure  to  distinguish  knowl- 
edge and  wisdom.  Knowledge  gets  out-of-date — 
often  very  quickly — especially  scientific  knowl- 
edge. But  wisdom  does  not:  Like  gold,  it  keeps  its 
value,  however  long  ago  some  human  mind  dug 
it  up.”  LIVINGSTONE,  Richard,  “The  Rainbow 
Bridge,”  Essays  Today,  Editor,  Ludwig,  Richard 
M.,  Harcourt,  Brace,  & World,  New  York-Bur- 
lingame,  1960,  p.  42. 

3.  “The  Greeks  belong  to  this  rarer  type  of  teach- 
ers. They  give,  or  can  give  two  things  which 
everyone  needs,  two  things  which  education  must 
give  if  it  is  to  be  education  at  all;  first,  a certain 
intellectual  habit  and  attitude  of  mind;  second,  a 
view  of  life.  If  education  can  give  these  two 
things,  a right  view  of  life  and  the  right  mental 
habits,  it  will  have  given  us  the  chief  equipment 
which  we  need  for  our  voyage  through  the  world. 
My  suggestion  is  that  Greek  can  give  these  two 
things.”  Ibid,  p.  43. 


4.  “If  we  had  lived  in  Greece  in  650  B.C.  we  would 
have  thought  that  the  sun  and  moon  were  gods, 
that  thunder  and  lightning  were  divine  weapons, 
that  the  arrows  of  Apollo  caused  influenza,  that 
corn  was  the  gift  of  Demeter,  that  each  mountain, 
tree,  and  river  was  the  home  of  a spirit.  Four 
hundred  years  later  we  would  have  known  that 
the  earth  was  a sphere  rotating  on  its  own  axis 
and  revolving  round  the  sun;  the  circumference 
of  the  earth  had  been  determined  accurately 
within  fifty  miles;  a recent  astronomer  had  cata-  1 
logued  eight  hundred  fixed  stars;  and  two  hun- 
dred years  earlier  a scientist  had  argued  that  the 
universe  was  constructed  of  atoms  in  infinite 
space.  There  we  have  one  of  the  great  transforma- 
tions of  the  world,  one  of  the  great  steps  forward 

in  the  history  of  man:  the  creation  of  a rational, 
scientific  attitude  to  the  universe.  That  is  a bridge 
which  the  Greeks  built  between  600  and  300  B.C.” 
Ibid,  p.  43. 

5.  “Greek  science — by  which  I mean  the  idea  that 
the  universe  is  rational  and  is  capable  of  being  ex- 
plained and  understood — was  created  in  a world 
in  which  science,  as  we  understand  the  word,  did 
not  exist;  and  to  have  originated  science  is  greater 
than  to  have  developed  it.”  Ibid,  p.  44. 

6.  “The  fact  that  in  the  dark  chaos  of  ignorance 
and  superstition  the  Greeks  conceived  the  idea  of 
looking  at  the  universe  and  life  with  the  eye  of 
reason  shows  that  they  must  have  had  unique  in- 
tellectual genius.  But  they  created  something  else 
besides  science  and  philosophy;  they  created  a 
great  human  ideal:  and  from  that  fact  we  can 
divine  that  they  had  a rare  spiritual  genius  too. 

. . . But  they  built  an  even  more  important  bridge 
— the  bridge  by  which  it  passed  from  barbarism  to 
the  life  which  caused  Goethe  to  say  that  of  all  men 
the  Greeks  had  dreamed  the  dream  of  life  best.” 
Ibid,  p.  44. 

7.  “Think  of  the  early  Greek  world  as  we  see  it 
in  the  poems  of  Homer,  a world  with  its  splendid 
virtues,  but  also  full  of  injustice,  cruelty,  and 
superstition,  a world  that  knew  human  sacrifice 
and  believed  in  gods  who,  even  as  men,  would 
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have  been  discreditable.  And  then  contrast  with 
it  the  Greek  world  of  the  fifth  century  B.C.,  and 
see  how  in  the  interval  the  Greeks  had  created 
out  of  a primitive  society  a great  spiritual  life.  It 
may  seem  a surprising  suggestion  that  Greece  can 
help  us  in  the  field  of  conduct,  of  morals.  People 
don’t  always  think  of  her  in  that  light;  art,  litera- 
ture, thought — yes;  morality — no.  But  Greece  and 
Christianity  are  the  two  supreme  masters  of  the 
ethical,  the  spiritual  life.  There  and  nowhere  else 
in  Western  civilisation  do  we  find  what  the  mod- 
ern world  has  largely  lost — a clear  philosophy  of 
living.”  Ibid,  p.  44. 

8.  “Between  700  and  400  B.C.,  besides  the  trans- 
formation of  human  outlook  by  the  creation  of  the 
scientific  spirit,  came  another  of  the  great  trans- 
formations of  the  world — The  creation  of  a ra- 
tional and  worthy  spiritual  ideal  for  men.  During 
those  years  a real  civilisation  emerged  with  in- 
credible rapidity;  amid  heavy  clouds  a patch  of  the 
clearest  sky  appeared,  in  which  of  the  three  great 
lights  of  the  human  firmament — Goodness,  Beauty, 
Truth — two  at  least.  Beauty  and  Truth,  shine  as 
brightly  as  they  have  ever  shone  since.  There  is 
only  one  other  movement  in  the  spiritual  history 
of  Western  civilisation  in  any  degree  comparable 
to  it  in  importance — what  was  done  in  Palestine 
between  the  age  of  the  Book  of  Judges  and  the 
age  of  the  New  Testament.”  Ibid,  p.  45. 

9.  “Two  qualities  do  much  to  explain  this  achieve- 
ment; and  they  can  be  divined  in  some  Greek  say- 
ings taken  from  the  sixth  and  fifth  centuries  B.C., 
if  we  look  behind  the  saying  to  the  outlook  of  the 
man  who  said  it.  T would  rather  discover  one  sci- 
entific fact  than  be  King  of  Persia’  (as  we  might 
say,  a Rockefeller  or  a Ford).  ‘Why  are  we  born? 
To  contemplate  the  works  of  Nature’.”  Ibid,  p.  45. 

10.  “They  found  the  world  and  life  intensely  in- 
teresting, but  they  also  desired  to  see  both  as  they 
really  are.  That  again  is  a continuous  quality  of 
Greek  literature,  the  instinct  to  see  things  accur- 
ately— not  to  rest  in  prejudices  and  preconceptions. 
How  difficult,  how  salutary,  how  liberating!  Few 
things  are  more  needed  in  politics,  amid  the  cant 
of  Party,  in  the  work  of  education  or  administra- 
tion— indeed  everywhere — than  this  desire,  with- 
out bitterness  or  cynicism,  to  see  things  as  they 
are.  There  again  we  see  the  divine  in  man,  some- 
thing human  and  also  superhuman.”  Ibid,  p.  46. 

11.  “Diogenes,  when  asked  what  was  his  country, 
replied,  ‘I  am  a citizen  of  the  world’;  and  Zeno, 
the  founder  of  Stoicism,  said,  ‘Let  us  look  on  all 
men  as  fellow  countrymen  and  fellow  citizens,  and 
let  there  be  unity  in  our  life,  like  that  of  a flock 
feeding  together  in  a common  pasture’.”  Ibid,  p.  47. 

12.  “The  most  important  thing  in  education  is  to 
live  with  the  right  people — in  life,  if  we  can  find 
them;  in  the  past,  where  they  are  easy  to  find.  The 
Greeks,  I think,  stand  highest  among  the  right  peo- 
ple.” Ibid,  p.  48. 


13.  “There  have  been  great  philosophers  since  their 
time,  but  it  would  be  difficult  to  maintain  that  any 
of  them  are  equal  to  Aristotle  and  still  less  to 
Plato,  of  whom  Whitehead  said  that  ‘the  safest 
general  characterisation  of  the  European  philo- 
sophical tradition  is  that  it  consists  of  a series  of 
footnotes  to  Plato.’  Shakespeare  no  doubt  is  su- 
preme among  dramatists,  but  each  of  the  three 
great  Greek  tragic  poets  is  his  superior  in  a par- 
ticular field.”  Ibid,  p.  49. 

14.  “.  . . When  the  Brahman’s  children  are 
grown-up  and  out  in  the  World,  the  Brahman  is  at 
liberty  to  withdraw  from  the  World  into  the  forest 
and  to  spend  the  rest  of  his  life  there  in  contem- 
plation. For  him,  it  is  this  spiritual  activity,  in  this 
late  stage  of  life,  that  gives  the  whole  of  life  its 
purpose  and  its  meaning.”  TOYNBEE,  Arnold, 
Experiences,  Oxford  University  Press,  N.Y.  and 
London,  1969,  p.  117. 

15.  “.  . . By  comparison  with  our  physical  stamina, 
our  spiritual  and  intellectual  capacities  are  colos- 
sal. But  why  should  there  be  this  misfit  in  the 
make-up  of  the  psycho-somatic  combine  that  a 
human  being  is?  Death  raises  this  question,  but 
does  not  give  the  answer.”  Ibid,  p.  121. 

16.  “.  . . Christians  condemned  suicide  as  an  im- 
pious usurpation  of  the  Creator’s  prerogative  of 
deciding  the  date  at  which  a creature  of  his  should 
die.  Suicide  still  shocks  ex-Christians  who  no 
longer  believe  in  God’s  existence.  This  continuing 
prejudice  is  illogical,  but  it  is  still  strong  enough 
to  deter  those  who  do  not  share  it  from  causing 
the  dismay  that  suicide  still  creates  in  Western 
countries.  The  Graeco-Roman  and  East  Asian  prac- 
tice is  more  rational  and  more  humane.”  Ibid,  p. 
123. 

17.  “.  . . The  most  stable  and  longest-lived  society 
so  far  had  been  the  Egyptian;  it  had  maintained  it- 
self for  more  than  3000  years.  The  next  most  stable 
and  long-lived  had  been  the  Chinese,  which  was, 
and  is,  still  a going  concern.  In  both  these  societies 
the  distribution  of  power,  wealth,  and  opportunity 
had  been  still  more  unequal,  and  more  inequitable, 
than  it  was  in  the  Victorian  world.  The  explana- 
tion is  that,  since  the  dawn  of  civilisation  about 
5000  years  ago,  the  exploited  mass  of  mankind  had 
been  indoctrinated  to  be  docile.  ‘As  a sheep  before 
her  shearer’  they  had  been  ‘dumb’.”  Ibid,  p.  196. 

18.  “If  I were  a millionaire,  I should  endow  a band 
of  research  workers  to  look  for  the  ideal  intox- 
icant. If  we  could  sniff  or  swallow  something  that 
would,  for  five  or  six  hours  each  day,  abolish  our 
solitude  as  individuals,  atone  us  with  our  fellows 
in  a glowing  exaltation  of  affection  and  make  life 
in  all  its  aspects  seem  not  only  worth  living,  but 
divinely  beautiful  and  significant,  and  if  this  heav- 
enly, world-transfiguring  drug  were  of  such  a kind 
that  we  could  wake  up  next  morning  with  a clear 
head  and  an  undamaged  constitution — then,  it 
seems  to  me,  all  our  problems  (and  not  merely 
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the  one  small  problem  of  discovering  a novel  pleas- 
ure) would  be  wholly  solved  and  earth  would  be- 
come paradise.”  HUXLEY,  Aldous,  Music  At  Night, 
Penguin  Books  Ltd,  Harmondsworth,  Great  Britain, 
1955,  p.  166. 

19.  “The  exact  anatomical  site  of  the  body’s  os- 
molality centre  is  unknown;  and  much  remains  to 
be  learnt  about  its  mode  of  operation.  Yet  if  such 
a centre  did  not  exist,  then,  like  Voltaire’s  god,  it 
would  have  to  be  invented.”  Editorial,  Lancet,  No- 
vember 18,  1972,  p.  1072. 

20.  “More  recent  experience  indicates  that  admin- 
istration of  iodine  in  quite  small  amounts — e.g.,  up 
to  few  hundred  micrograms  a day,  a quantity 
previously  believed  to  be  harmless — may  induce 
persisting  thyrotoxicosis  in  susceptible  subjects, 
notably  patients  with  non-toxic  nodular  colloid 
goitre.”  Ibid,  p.  1073. 

21.  “Most  diabetic  patients  under  the  care  of  the 
clinician  will  have  some  degree  of  renal  disease, 
although  electron  microscopy  may  be  required  to 
demonstrate  it.  There  is  no  known  way  to  prevent 
progress  of  this  nephropathy,  although  contribu- 
tory factors  such  as  infection,  hypertension,  and 
sodium  depletion  should  be  treated.  The  prognosis 
of  clinically  manifest  renal  disease  will  be  uncer- 
tain in  most  cases,  although  heavy  proteinuria 
seems  to  be  a particularly  ominous  feature.  The 


association  between  nephropathy  and  retinopathy 
will  add  to  the  patient’s  and  the  doctor’s  prob- 
lems.” Editorial,  Lancet,  December  30,  1972,  p. 
1404. 

22.  “Specialist  centers  now  use  a wide  variety  of  i 

methods,  with  differing  degrees  of  selection,  to  de-  ; 

termine  the  extent  of  [Hodgkin’s]  disease.  These  1 
include  lymphography.  X-ray  and  Sr  examination  !r 
of  bones,  pyelography,  bone-marrow  biopsy, 
barium  studies,  and  scans  of  spleen,  liver,  and  ■ 
lymph-nodes.  Patients  under  60  may  have  laparot-  ^ 
omy  and  splenectomy,  sometimes  with  liver  and  : 
abdominal-lymph-node  biopsy.  Not  surprisingly, 
this  formidable  array  tends  to  reveal  disseminated 
disease  more  frequently  than  the  previous  routine 

of  clinical  examination,  chest  X-ray,  and  liver-  | 
function  tests.  Even  so,  the  investigatory  methods  " 
remain  relatively  crude  and  still  underestimate 
the  true  extent  of  the  disease.”  Ibid,  p.  1405. 

I 

23.  “But  are  long-term  survivors  of  Hodgkin’s  dis-  f 
ease  really  cured?  Strum  and  Rappaport  have 
lately  reported  necropsy  findings  in  seven  patients  ^ 
who  died  from  other  causes  10-27  years  after  sue-  ; 
cessful  treatment.  In  five  instances,  Hodgkin’s  tis-  l. 
sue  was  identified.  Clinical  cure,  they  suggest, 
‘does  not  necessarily  indicate  eradication  of  the  1 
disease  but  may  represent  a state  of  equilibrium  | 
between  host  and  neoplasm’.”  Ibid,  p.  1405. 


ASTHMA-HAYFEVER-ALLERGY  SUFFERERS 

Protect  Yourself  and  Your  Family  Against  Irritating  Pollens,  Bacteria,  Smoke  and  other  Pollutants. 

BREATHE  FRESH,  PURE  AIR... 


Remove  Air  Pollution  in  Your  HOME  With  a . . . 


TAX  DEDUCTIBLE 


AIR 

PURIFIER 

(NON  ELECTROSTATIC) 


When  prescribed  by  your  Doctor 

Absolute  filter — high  efficiency,  long  life — no  bothersome 
cleaning. 

No  cracking  or  popping — no  toxic  oxone  emissions. 

Gentle  oir  flow — no  drafts. 


Removes  up  to  99%  of  foreign  particles  in 
room  air.  Smoke,  dust,  pollens,  bacteria  and 
other  contaminants  are  eliminated.  Developed 
for  NASA  for  use  in  the  space  program.  Tested 
by  the  National  Bureau  of  Standards. 


CLEANER  AIR  FOR  BETTER  LIVING 


COMMERCIAL  UNITS 
AVAILABLE 

Master  Charge 


Glean  Air  Distribulors,  Inc. 

T0100  W.  27tK  Avenue 
Lakewood,  Co.  80215 
(303)  232-4616 


Kingsen  Air  Purifiers  are  quality  built, 
using  top  grade  materials  and  the  fin- 
est construction.  Designed  for  long 
life,  they  are  sold  on  a performance 
guaranteed  basis. 

BankAmericard 
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Before  prescribing,  please  consult 
lomplete  product  information,  a sum- 
nary  of  which  follows: 

Indications:  Tension  and  anxiety 
;tates;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
inxiety,  apprehension,  fatigue,  depres- 
;ive  symptoms  or  agitation;  symptomatic 
elief  of  acute  agitation,  tremor,  delirium 
remens  and  hallucinosis  due  to  acute 
ilcohol  withdrawal;  adjunctively  in  skele- 
al  muscle  spasm  due  to  reflex  spasm  to 
ocal  pathology,  spasticity  caused  by 
ipper  motor  neuron  disorders,  athetosis, 
;tiff-man  syndrome,  convulsive  disorders 
not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
ivity  to  the  drug.  Children  under  6 
nonths  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
tngle  glaucoma  who  are  receiving  appro- 
)riate  therapy. 

Warnings:  Not  of  value  in  psychotic 
jatients.  Caution  against  hazardous 
)CCupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase 
n frequency  and/or  severity  of  grand  mal 
leizures  may  require  increased  dosage  of 
itandard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated 
vith  temporary  increase  in  frequency 
ind/  or  severity  of  seizures.  Advise 
igainst  simultaneous  ingestion  of  alcohol 
ind  other  CNS  depressants.  Withdrawal 
iymptoms  (similar  to  those  with  barbitu- 
ates  and  alcohol)  have  occurred  follow- 
ng  abrupt  discontinuance  (convulsions, 
remor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating) . Keep  addiction- 
xone  individuals  under  careful  surveil- 
ance  because  of  their  predisposition  to 
labituation  and  dependence.  In  preg- 
lancy,  lactation  or  women  of  childbearing 
ige,  weigh  potential  benefit  against 
)0ssible  hazard. 

Precautions:  If  combined  with  other 
)sychotropics  or  anticonvulsants,  con- 
iider  carefully  pharmacology  of  agents 
jmployed;  drugs  such  as  phenothiazines, 
larcotics,  barbiturates,  MAO  inhibitors 
3nd  other  antidepressants  may  potentiate 
ts action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 
Dbserve  usual  precautions  in  impaired 
enal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
lausea,  fatigue,  depression,  dysarthria, 
aundice,  skin  rash,  ataxia,  constipation, 
leadache,  incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor,  vertigo, 
jrinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyper- 
excited  states,  anxiety,  hallucinations, 
ncreased  muscle  spasticity,  insomnia, 
'age,  sleep  disturbances,  stimulation 
lave  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of  neu- 
tropenia, jaundice;  periodic  blood  counts 
and  liver  function  tests  advisable  during 
long-term  therapy. 

nnmir  X Laboratories 

RDCHE  y Division  of  Hoffmann-La  Roche  Inc. 

^ Nutley.  N.J.  07110 


If  there’s 
good  reason  to 
prescribe  for 
psychic  tension.. 


When,  for  example, 
reassurance  and  counseling 
on  repeated  visits 
are  not  enough 

Effectiveness  is 
a good  reason  to 
consider  Valium’ 

(diazepam) 

2-mg,  5-mg, 
10-mg  tablets 


CMS  Members! 


It's  called  the  Colorado  Medical  Society  Income 
Protection  Plan. 


The  Plan  is  vital  insurance  coverage  that  pays  you 
emergency  income  benefits  when  a covered  sickness 
or  accident  keeps  you  from  working. 


As  a Colorado  Medical  Society  member,  you  can 
purchase  plans  that  pay  from  $100.00  to  $1,000.00 
a month,  depending  on  the  plan  you  choose  and 
qualify  for.  The  emergency  income  benefits  are  paid 
directly  to  you  — to  use  as  you  see  fit. 

-ACT  NOW!  FILL  OUT  AND  MAIL  THE  COUPON  for 
full  details  on  your  Colorado  Medical  Society  Income 
Protection  Plan.  Discover  how  it  can  help  provide 
that  extra  measure  of  financial  security  you  and 
your  family  need.  There's  no  obligation. 


I ^ 

I Colorado  Medical  Society  Insurance  Program  I 

I Please  send  me  full  details  on  the  Income  Protection  I 

I Plan  available  to  me  as  a member.  ■ 

■ NAME I 

I ADDRESS, I 


I CITY I 

I STATE _ZIP I 

L i 


Mail  Coupon  to  Your  Nearest  Representative: 


CON  LITZ 

4800  Wadsworth  Plaza 
Suite  300 

Wheot  Ridge,  Colorado  80033 


TONY  OCCHIUTO 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorodo  Springs,  Colorado  80932 


CARL  RODERICK 
2627  West  10th  Street 
Greeley,  Colorado  80631 


UNDERWRITTEN  BY 

^TOmahaxL/ 

The  people  who  pap . . . 
life  Insurance  Affiliate:  United  of  Omaha 


Rondomysiii 

(methac^line  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  he  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
highertetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  he  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darktield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  G roup  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycllne  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy;  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

WALLACE  PHARMACEUTICALS 
kVJ  CRANBURY,  NEW  JERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomvcin  300.g 

[melihacvciine  HCI] 

Delivers  from  the  very  first  dose: 

Kudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


University  of  Colorado  School  of  Medicine, 

Continuing  Medical  Education 

HIGH  RISK  INFANT  CARE 

University  of  Colorado  School  of  Medicine 

4220  East  Ninth  Avenue,  Denver,  Colorado  80220 

October  8-12,  1973 

Limited  Registration. 

* * sis  5i« 

PATHOLOGY  IN  GYNECOLOGY 
AND  OBSTETRICS 
Given  Institute  of  Pathobiology 
Aspen,  Colorado 
October  14-18,  1973 

* sj:  sis  ^ sH 

ORAL  CANCER  SEMINAR 

University  of  Colorado  School  of  Medicine 

4200  East  Ninth  Avenue,  Denver  Colorado  80220 

October  15,  1973 

For  further  information  and  a detailed  pro- 
gram write  to:  The  Office  of  Postgraduate  Medical 
Education,  University  of  Colorado  School  of  Med- 
icine, 4200  East  Ninth  Avenue,  Denver,  Colorado 
80220. 

The  Department  of  Otolaryngology,  of  the 

University  of  Illinois,  at  the  Medical  Center 

THE  ANNUAL  OTOLARYNGOLIC  ASSEMBLY 

Eye  and  Ear  Infirmary 

University  of  Illinois  Hospital 

Chicago,  Illinois  60680 

October  20-26,  1973 

si«  s(s  sis  * sjc 

COURSE  IN  LARYNGOLOGY  AND 
BRONCHOESOPHAGOLOGY 
Eye  and  Ear  Infirmary 
University  of  Illinois  Hospital 
Chicago,  Illinois 
November  12-17,  1973 

Contact:  Department  of  Otolaryngology,  Eye 
and  Ear  Infirmary,  1855  West  Taylor  Street. 

sjc  * * sis  * 

CONFERENCE  ON  RADIOLOGY  IN 
OTOLARYNGOLOGY  AND 
OPHTHALMOLOGY 

Eye  and  Ear  Infirmary 
University  of  Illinois  Hospital 
Chicago,  Illinois 

November  23-24,  1973 

Contact:  Galdino  E.  Valvassori,  MD,  Radiology 
Department,  Abraham  Lincoln  School  of  Medicine, 
P.O.  Box  6998,  Chicago,  Illinois  60612. 


National  Multiple  Sclerosis  Society 

COLORADO  SYMPOSIUM  ON 
MULTIPLE  SCLEROSIS 

Regency  Inn,  38th  Ave.  at  Valley  Highway 
Denver,  Colorado 
October  5,  1973 

Contact:  Gene  Lasater,  MD,  (303)  377-2734. 

Colorado  Heart  Association 

20TH  WESTERN  CARDIAC  CONFERENCE 

November  2-3,  1973 

Cosmopolitan  Hotel,  Denver,  Colorado 

Contact:  Colorado  Heart  Association,  1375  Dela- 
ware Street,  Denver  80204. 

American  College  of  Physicians 
COLORADO  REGIONAL  MEETING 
November  2-3,  1973 
Broadmoor  Hotel,  Colorado  Springs 

Contact:  Robert  V.  Elliott,  MD,  St.  Luke’s  Hos- 
pital, 601  E.  19th  Avenue,  Denver,  Colorado  80203. 

The  Penrose  Cancer  Hospital 
CANCER  SEMINAR— CANCER  OF  THE  BREAST 
Broadmoor  Hotel,  Colorado  Springs,  Colorado 
November  2-3,  1973 

Credit:  10  hours  AAFP 

Contact:  J.  Frank  Wilson,  MD,  Penrose  Cancer 
Hospital,  2215  N.  Cascade  Ave.,  Colorado  Springs, 
Colorado  80907. 

American  College  of  Physicians 
COLORADO  REGIONAL  MEETING 
January  10-12,  1974 

Broadmoor  Hotel,  Colorado  Springs,  Colorado 

Contact:  Robert  V.  Elliott,  MD,  St.  Luke’s  Hos- 
pital, 601  East  19th  Avenue,  Denver,  Colorado 
80203. 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  1 6th  Street 
Denver  80202 


Telephorte 

534-8714 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

announces  an  interdepartmental  course  on 

INTENSIVE  CARE 

October  29,  30,  31,  November  1,  2,  1973 


Designed  to  review  in  detail  the  practical  aspects  of  the  management  of  the  critically  ill  patient,  this  interdepartmental 
five-day  course  is  divided  into  three  parts:  a morning  lecture  series,  elective  problem-solving  sessions,  and  elective 
seminars  and  demonstrations.  The  course  content  and  presentations  have  been  developed  to  meet  the  needs  of 
practicing  physicians  and  surgeons. 

Tuition  for  the  course  is  $215,  with  registration  required  no  later  than  October  26.  This  course  has  been  oversub- 
scribed in  previous  years  and  early  registration  is  therefore  advised.  A refund  of  $190  will  be  allowed  if  cancellation 
is  received  by  October  24. 


COURSE  OUTLINE 


FACULTY 


THE  LECTURE  SERIES 9 a.m.-12  noon  (M-F) 

Hemodynamic  Monitoring;  Myocardial  Revascularization;  Antiarrhythmic 
Drugs;  Respiratory  Failure  i:  Pathophysiology;  Respiratory  Failure  II:  Mani- 
festations and  Management;  Endocrine  Emergencies;  Clotting  Mechanisms: 
Common  Bleeding  Problems  in  Children;  Common  Bleeding  Problems  in 
Adults;  General  Approach  to  Serious  Infections;  Bacteremia,  Septic  Shock, 
Endocarditis;  Meningitis  and  Brain  Abscess;  Thromboembolism;  Adrenal 
Crisis;  Drainage  of  the  Urinary  Tract 

PROBLEM-SOLVING  SERIES  (elective  by  set)  ...... 1:30-2:30  p.m.  (M-Th) 

EKG  PROBLEMS:  Acute  Myocardial  Infarction;  Tachyarrhythmias;  Brady- 
arrhythmias;  ST-T  Changes  in  Severe  Illness 
BLOOD  GAS  AND  ACID-BASE  PROBLEMS:  Respiratory  Acidosis  and  Alka- 
losis; Metabolic  Acidosis;  Metabolic  Alkalosis;  Oxygen  Transport 
SALT  AND  WATER  PROBLEMS:  Water;  Sodium;  Potassium;  Miscellaneous 
Syndromes 

CIRCULATORY  CRISES:  Shock;  Pericardial  Tamponade;  Pulmonary  Edema; 
Pulmonary  Embolism 

SEMINAR  AND 

DEMONSTRATION  SERIES  (elective  by  set)  ........  3:00-4:00  p.m.  (M-Th) 

ICU  METHODS:  Resuscitation;  CVP  and  Arterial  Lines;  Use  of  Ventilators; 
Pacemakers 

TRAUMA:  Injuries  to  the  Face;  Injuries  to  the  Hand;  Injuries  to  the  Chest; 
Injuries  to  the  Head  and  Spine 

NEONATAL  CRISES:  Neonatal  Asphyxia;  Respiratory  Distress  Syndrome; 

Hemorrhagic  Disorders  of  the  Newborn;  Metabolic  Crises  in  the  Newborn 
iCU  MANAGEMENT  PROBLEMS:  Use  of  Blood  Components;  Acute  Renal 
Failure;  Oncologic  Emergencies;  Hyperalimentation 
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APPLICATION  FORM 


INTENSIVE  CARE 

Fee:  $215 

NAME 

October  29-November  2,  1973 

Last 

ADDRESS 

First 

Middle 

Street 

City 

State  Zip  Code 

MEDICAL  SCHOOL 

DEGREE 

YEAH 

TYPE  OF  PRACTICE 

DAYTIME  PHONE 

Please  make  your  check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  and  mail  to  the  Office  of  Postgraduate  Medical  Educa- 
tion, Stanford  University  School  of  Medicine.  M121,  Stanford,  California  94305. 


ATTENDANCE  Li MITEB— -ADVANCE  REGISTRATION  BEQUIREO 


^^Prescription 
drugs  - 
who  should 
determine  the 
maker?^^ 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


Advertisement 


“Too  many  doctors  are  indifl'ijj 
ent  to  the  economic  consequenceoLf 
their  decisions.’’  So  stated  a recer- ' 
issue  of  Medical  News  Report  (De'' X'j 
cember  4, 1972),  an  independentyjjj 
weekly  newsletter  published  by  fone,,, 
AMA  Chief  Executive  F.  J.  L.  Blasir 


game,  M.D. 


Doctor,  are  you  indifferent ...7 

In  discussing  an  anticipated  i 
crease  in  Blue  Shield  rates,  Dr.  Bl;-J 
ingame’s  newsletter  had  this  to  sa: 

“In  general,  it  can  be  said,  M’s'^ 
have  given  the  impression  they  anife"’ 
not  particularly  concerned  with  thfr-' 
increase  in  cost  of  health  care  to  tP'^ 
patients... 

“True,  an  MD’s  training  is  pr0^i 
marily  scientific,  but  in  the  real  wdd 
of  practice,  all  of  his  scientific  decfcr® 
sions  have  a price  tag,  or  an  econcilpi 
impact.  The  economics  of  health  (|i 
beckon  the  practitioner’s  attentioij 


Concern  for  economics  of  medicirj 


When  the  pharmacist  recomL 
mends  that  a drug  product  other  t;|r.  „' 
the  one  ordered  be  dispensed,  the| 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  intfin^j 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nefe" 
sary  for  the  prescriber  to  know  thellN 
the  change  is  being  contemplated^^iii 
and  to  be  in  a position  to  consent  (Wii 
demur.  Without  that  opportunity,  feP 
unilateral  decision  of  the  pharmadti!*!fi 
made  in  the  absence  of  clinical  knwI-’Ti 
edge  of  the  patient,  could  expose  Irn^i 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betweu:  fi 


the  professions  of  Pharmacy  and 


Medicine.  In  my  view,  there  is  notliiE-:? 
in  the  pro-substitution  argument  t^tHJfl 
offsets  these  risks.  lA 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim^ 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to^,^ 
better  utilize  pharmacists’  knowle'ie, . 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire  f T 
field  of  drug  therapy,  to  some  degie,*^ 
puts  him  at  a disadvantage.  Most  : 
often,  a practicing  physician  will  n^d  jj 
expert  knowledge  of  no  more  than  6 


I 


I id  be  an  obligation  of  medical 
Uice... 

■ “Medicai  societies  ought  to  con- 
1 continuing  campaigns  to  point 
I ne  substantial  savings  that  could 
ralized  thru  deductible  insurance 
1 protection  for  catastrophic  ill- 
! , At  the  very  least,  they  should,  in 
I atients’  interest,  question  the 
™ics  of  any  insurance  organization 
™'aises  health  care  costs  by  forc- 
olicyholders  to  buy  insurance 
may  not  need  or  want  and  prob- 
“^'i'>won't  ever  use. 

| 4 “Too  many  doctors  are  indiffer- 
pthe  economic  consequences  of 
i'  decisions.  Too  many,  for  ex- 
ile, habitually  hospitalize  patients 

Iie  convenience  of  the  MD.  It’s 
ense  to  deny  such  habits  exist . . . 
B!y  “Doctors,  thru  their  medical  so- 
sj||5S,  have  unhesitatingly  appealed 
jlsir  patients  for  support  in  the 
af|  against  government  interference 
ilriithe  private  practice  of  medicine, 
toll  [the  public  in  the  past  has  re- 
ded. It’s  time  the  American  Med- 
pr^\ssociation  and  state  and  local 
liilical  societies  paid  off  the  debt  by 
jeiBive  action  to  hold  down  the  cost 
aotksdical  care.” 


of  Drugs 


Insurance  rates  and  hospital 
'■'Iges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  Is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician's 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from;  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


flK 


® ')  drugs  that  he  selects  to  treat  the 
"[  Vity  of  conditions  encountered  in 
™'ractice.  Moreover,  the  physi- 
schoiceof  a specific  brand  is 
ffd  on  his  knowledge  of  the  pa- 
’s medical  history  and  current 
ition,  and  his  experiences  with 
larticuiar  manufacturer’s 
uct. 

(1,1  Some  substitution  proponents 
argued  that  the  dispensing  of  a 
pjlsription  is  a simple  two-party 
faction  between  the  pharmacist 
' ‘he  patient,  and  that  a substitut- 
harmacist  may  avoid  even  a 
5j|nical  breach  of  contract  by  simply 
ying  the  patient  that  he  is  making 
,jj|ubstitution.  I would  judge  that 
'.ourts  would  be  sympathetic 
rd  a pharmacist  who  substituted 
|i  out  physician  approval  and  who 
rtook  a legal  defense  that  seeks 
ake  the  patient  responsible  for 
harmacist’s  actions, 
ced  Prescription  Prices? 
Substitution  advocates  are 
esting  to  the  consumer,  and  par- 
arly  the  consumer  activist,  that 
ced  prescription  prices  could 
N legalization  of  substitution. 

. ave  seen  absolutely  no  evidence 
® S 5tify  this  claim.  To  the  contrary, 
rience  in  Alberta,  Canada,  where 
'^"ftitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands— of,  say,  ampicillin 
or  tetracycline— or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution~A  License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  beiieve 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  v>/ith  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe; 
Who  Shaii  Determine  the  Source?" 

It  is  available  from;  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


ROCHE  announces 

new 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis, 
when  due  to  susceptible  organisms  (usually  E.  coli, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less 
frequently,  indole-positive  proteus  species).  This  efficacy 
is  related  to  the  unique  mode  of  action  against  bacteria 
(see  opposite  page),  an  action  that,  in  effect,  makes 
Bactrim  a new  type  of  antibacterial. 


Bactrim  significantly  superior 
to  constituents  in  patients  with 
obstructive  complications 


demonstrated  efficacy  which  is  superior  to  either  sulfa- 
methoxazole or  trimethoprim  alone  against  susceptible 
organisms.  In  addition,  in  vitro*  studies  have  shown  that 
bacterial  resistance  develops  more  slowly  with  Bactrim 
than  with  either  trimethoprim  or  sulfamethoxazole  alone. 


In  the  presence  of  obstructive  uropathy,  Bactrim  has 


*Please  note  that  clinical  conclusions  cannot  be  extrapo- 


iterrupts  life  cycle  of  susceptible  bacteria 

/ique  mode  of  action  interrupts  the  life  cycle  at  two  important  points,  thereby  impeding 
n production  of  nucleic  acids  and  proteins  essential  to  these  bacteria.  These  consecutive 
ferruptions  occur  because  sulfamethoxazole  and  trimethoprim  resemble  naturally  existing 
' Jstrates.  By  competitive  replacement  of  these  substrates,  they  inhibit  further  synthesis. 

“^BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic 

urinary  tract  infections 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  471t  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim 
compared  with  81.2%  (of  144  patients)  to  trimeth- 
oprim and  64.5%  (of  155  patients)  to  sulfameth- 
oxazole. In  patients  with  obstructive  complications, 
10th  day  response  was  94.8%  (of  97  patients)  to 
Bactrim,  72.9%  (of  85  patients)  to  trimethoprim 
and  58.5%  (of  94  patients)  to  sulfamethoxazole. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintaining 
this  bacteriological  response.  In  the  above  study, 
after  ten-day  therapy  with  Bactrim,  68.4%  of  pa- 
tients with  chronic  urinary  tract  infections  main- 
tained response  for  up  to  42  consecutive  days, 
compared  with  59.7%  with  trimethoprim  and 
44.4%  with  sulfamethoxazole.  In  patients  with 
obstruction,  70.8%  of  those  on  Bactrim  maintained 
response  for  up  to  42  consecutive  days,  compared 


with  49.4%  on  trimethoprim  and  38.8%  on  sulfa- 
methoxazole. The  figures  are  particularly  remark- 
able in  cases  with  urinary  obstruction  — cases 
regarded  as  being  notoriously  difficult  to  treat. 

To  date,  low  incidence  of 
significant  side  effects 

Although  Bactrim  demonstrated  impressive  clinic) 
results,  it  is  important  to  note  that  the  incidence  c’ 
clinically  significant  adverse  effects  was  low,  maim 
nausea  and/or  vomiting,  rash,  leukopenia,  SCOT  . 
increase  and  creatinine  increase. 

Bactrim  should  be  given  with  caution  to  patients 
with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  to  those  with  severe  allergy  ■> 
bronchial  asthma.  Adequate  fluid  intake  must  be ;! 
maintained.  Complete  blood  counts,  urinalyses  wl'l 
careful  microscopic  examination,  and  renal  func- 
tion tests  should  be  performed  during  therapy. 

Currently,  the  increasing  frequency  of  resistant 
organisms  is  a limitation  of  the  usefulness  of 
all  antibacterial  agents,  especially  in  the  treatmer, 
of  chronic  and  recurrent  urinary  tract  infections. 

Usual  adult  dosage:  two  tablets  every  twelve  hou . 
for  10  to  14  days;  no  loading  dose  required. 

* Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  0711C 
1 4 patients  not  available  for  evaluation  at  day  10. 
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“‘BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


lomplete  Product  Information: 

lescription:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
ct,  available  in  scored  light-green  tablets,  each  containing  80  mg 
hniethoprim  and  400  mg  sulfamethoxazole. 

rimethoprim  is  2, 4-diamino- 5-(3, 4, 5-trimethoxybenzyl)  pyrimidine, 
is  a white  to  light-yellow,  odorless,  bitter  compound  with  amolec- 
lar  weight  of  290.3. 

ulfamethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
n almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
3cular  weight  of  253.28. 

■.ctions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
;f  dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid. 
• rimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
ydrofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
nzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
ecutive  steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
ssential  to  many  bacteria. 

T vitro  studies  have  shown  that  bacterial  resistance  develops  more 
lowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
lone. 

,T  vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
bacterial activity  of  Bactrim  includes  the  common  urinary  tract 
'lathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
owing  organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
.iella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
pecies. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

i|  (MIC— mcg/ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

f Bacteria 

alone 

alone 

TMP 

SMX 

}■  Escherichia 
' coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

f Proteus  spp. 

[ indole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

'■  Proteus 
y mirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

\ Klebsiella- 
* Enterobacter 

0.15-5.0 

. 0.735-245 

0.05-1.5 

0.95-28.5 

■ iuman  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
;•  dministration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
) ole  are  similar  to  those  achieved  when  each  component  is  given 
' lone.  Peak  blood  levels  for  the  individual  components  occur  one 
3 four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
xazole  and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
5 vely  the  same  regardless  of  whether  these  compounds  are  admin- 
htered  as  individual  components  or  as  Bactrim.  Detectable 
i mounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
i lood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
I nd  trimethoprim  blood  levels  are  proportionately  dose-dependent, 
f m repeated  administration,  the  steady-state  ratio  of  trimethoprim 
!.•)  sulfamethoxazole  levels  in  the  blood  is  about  1:20. 

ulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
•;  =in-bound  forms;  trimethoprim  is  present  as  free,  protein-bound 
I nd  metabolized  forms.  The  free  forms  are  considered  to  be  the 
i lerapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
1 prim  and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
I lood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
if.  ecreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
j egree;  trimethoprim  does  not  influence  the  protein  binding  of 
I ulfamethoxazole. 

} -xcretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
j lar  filtration  and  tubular  secretion.  Urine  concentrations  of  both 
i; 'ulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
|j  re  the  concentrations  in  the  blood.  When  administered  together 
1 s in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
i|  ie  urinary  excretion  pattern  of  the  other. 

■;  idications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
S s,  pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
:V . coii,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
uently,  indole-positive  proteus  species). 

' vportant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
ims  is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
: iailyin  the  treatment  of  chronic  and  recurrent  urinary  tract  infections, 
'ontraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides, 
'regnancy  and  during  the  nursing  period  (see  Reproduction 
tudies). 

/arnings:  Deaths  associated  with  the  administration  of  sulfonamides 
ave  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
‘ is,  aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
rimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
3 interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
'atients  concurrently  receiving  certain  diuretics,  primarily  thia- 
• . ides,  an  increased  incidence  of  thrombopenia  with  purpura  has 
■een  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/ kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg  sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/  kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  N J 07110 


Colorado 

James  McGrew  Lamme,  MD,  died  Thursday, 
July  12,  1973  in  the  Huerfano  County  Memorial 
Hospital  following  a two-month  illness.  Best 
known  for  his  devotion  to  organized  medicine, 
Doctor  Lamme  practiced  medicine  in  Colorado 
from  1911  until  his  retirement  in  1964. 

Following  graduate  training  in  Ophthalmology 
in  1919,  he  limited  his  practice  largely  to  Eye, 
Ear,  Nose,  and  Throat. 

Born  in  Silbey,  Iowa,  January  3,  1890,  his  fam- 
ily moved  to  Colorado  when  James  was  quite 
young.  His  father  was  intimately  connected  with 
the  coal  mining  industry;  consequently  his  pre- 
liminary education  was  acquired  in  various  coal 
camps  in  southern  Colorado.  He  graduated  from 
Canon  City  High  School  in  1907,  then  attended 
the  University  of  Colorado  from  which  he  received 
his  Medical  Degree  in  1911.  His  internship  was 
served  in  Denver  General  Hospital. 

After  several  years  of  general  practice  in  La 
Veta  and  Walsenburg,  Doctor  Lamme  saw  the 
need  for  special  skills  in  Eye,  Ear,  Nose,  and 
Throat  in  his  community,  and  took  time  out  from 
his  practice  for  training  in  these  disciplines  at 
Rush  Medical  College,  Chicago,  Illinois. 

He  operated  the  Lamme  Hospital  in  Walsen- 
burg from  1919  to  1961,  first  in  partnership  with 


his  brother  Julian,  then  later  with  his  son,  James 
M.  Lamme,  Jr.,  MD.  The  hospital  was  closed  in 
1961  in  favor  of  the  Huerfano  County  Memorial 
Hospital  where  he  served  as  chief  of  staff  for  sev- 
eral years. 

Doctor  Lamme  served  as  Secretary,  then  Pres- 
ident of  the  Huerfano  County  Medical  Society, 
then  as  Vice  President  of  the  Colorado  Medical 
Society.  He  belonged  to  the  American  Medical  As- 
sociation, the  Colorado  Ophthalmological  Society, 
and  the  International  College  of  Surgeons.  He  was 
honored  with  the  fifty-year  membership  award  by 
the  Colorado  Medical  Society  in  1961,  and  the 
fifty-year  alumni  award  by  the  University  of  Colo- 
rado. 

Doctor  Lamme  was  quite  active  in  the  Masonic 
Lodge,  receiving  the  fifty-year  award  from  La 
Veta  Lodge  No.  59,  of  which  he  was  a past  mas- 
ter. A Thirty-Second  Degree  Mason,  he  was  a 
member  of  the  Pueblo  Consistory  and  Shrine.  He 
was  a fifty-year  member  of  the  Elks  Lodge,  and 
a Charter  Member  of  the  Walsenburg  Rotary  In- 
ternational. He  belonged  to  the  United  Church  of 
Walsenburg.  He  was  an  Honorary  Life  Member 
of  the  Associated  Alumni  of  the  University  of 
Colorado,  belonged  to  the  Alumni  “C”  Club  and 
the  Golden  Anniversary  Club. 

He  married  Addie  Lee  Kincaid  in  La  Veta, 
Colorado  in  August  1912.  She  died  in  1962.  A son, 
James  M.  Lamme,  Jr.,  MD,  and  a daughter,  Mrs. 
Vanna  Lamme  Brown,  Gardena,  California,  sur- 
vive him.  Also  surviving  are  a sister,  Mrs.  Marian 
Charles,  Ames,  Iowa,  seven  grandchildren  and 
four  great  grandchildren. 


Nearing  Normal  Speech 

A new  surgical  technique  that  restores  speech  to  patients  whose  larynx  has 
been  removed  is  being  developed  by  a team  of  physicians  at  the  Houston  VA  hos- 
pital and  Baylor  College  of  Medicine.  The  new  system  is  intended  to  overcome 
many  of  the  disadvantages  of  systems  now  in  use  that  depend  on  a column  of  air 
in  the  back  of  the  throat  vibrated  by  either  a mechanical  vibrator  or  the  esophagus. 
While  these  systems  permit  speech,  intelligibility  is  frequently  poor  because  there 
is  no  pitch  or  volume  control.  Not  all  patients  can  learn  to  use  these  methods  effec- 
tively. 

The  system,  developed  by  Dr.  Robert  M.  Komorn,  Chief  of  Otolaryngology,  and 
his  associates,  permits  more  nearly  normal  speech  by  routing  air  from  the  lungs 
through  a shunt  to  vibrate  a flap  on  the  esophagus.  Called  a tracheoesophageal 
(T-E)  shunt,  this  new  technique  has  been  used  for  patients  at  the  time  of  their 
laryngectomy  and  in  patients  who  have  had  the  operation  previously. 

Dr.  Komorn  cautions  that  the  procedure  cannot  be  used  on  patients  who  have 
had  extensive  radiation  therapy.  There  are  still  several  surgical  problems  in  the 
new  procedure  that  need  further  study,  he  says. 

Dr.  Komorn  reported  in  Archives  of  Otolaryngology,  April  1973,  that  six  of 
his  first  nine  patients  developed  speech  within  two  to  three  weeks  after  surgery. 
Their  speech  is  near  normal  speech  in  that  they  can  sustain  the  “a”  sound  for  15 
seconds  and  count  to  20  or  produce  eight  to  ten  words  with  one  breath.  Esophageal 
speakers  can  hold  the  “a”  for  only  two  to  three  seconds,  count  to  eight  or  ten  and 
produce  only  four  to  nine  syllables  with  each  charge  of  air. 
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Colorado  Medical  Society 

OFFICERS — 19*2-';3 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

President:  William  A.  H.  Rettberg.  Denver. 

President-elect;  Kenneth  A.  Kahn,  Boulder. 

Vice  President:  Richard  L.  Davis,  La  Junta. 

Treasurer:  Dwight  C.  Dawson,  Colorado  Springs. 

Constitutional  Secretary:  Stanley  J.  Sontag.  Lakewood. 
Delegates  to  the  A.M.A.;  Gatewood  C.  Milligan,  Englewood, 
Dec.  31,  1973:  Robert  E.  McCurdy,  Denver,  Dec.  31,  1973;  Ray 
G.  Witham,  Craig,  Dec.  31,  1974. 

Alternate  Delegates  to  the  A.M.A.:  R.  Neil  Chisholm,  Denver, 
Dec.  31,  1973;  William  Y.  Takahashi,  Boulder,  Dec,  31,  1973; 
John  M.  Wood,  Englewood,  Dec.  31,  1974. 

Speaker,  House  of  Delegates:  Joseph  S.  Pollard,  Jr,,  Colorado 
Springs. 

Vice  Speaker,  House  of  Delegates:  Joseph  L.  Kovarik,  Denver. 
Foundation  Advocate:  Charles  B.  Kingry,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal;  Carl  H.  McLauthlin, 
Denver. 

Scientific  Editor  Emeritus,  Rocky  Mountain  Medical  Journal: 
Douglas  W.  Macomber,  Denver. 

Executive  Director;  Mr.  Donald  G.  Derry,  1601  E.  19th  Ave., 
Denver  80218,  Telephone  (3031  534-8580. 


Montana  Medical  Association 

OFFICERS — 1972-7.3 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Meeting  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Meeting. 

President:  Hollis  K.  Lefever,  Lewistown. 

President-elect;  John  R.  Burgess,  Jr.,  Helena. 

Vice  President:  John  R.  Halseth,  Great  Falls. 
Secretary-Treasurer:  Robert  P.  Yost,  Missoula. 

Assistant  Secretary-Treasurer:  David  Gregory,  Glasgow. 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Alternate  Delegate  to  the  A.M.A.:  Mark  B.  Listerud,  Wolf 
Point. 

Executive  Committee:  Hollis  K.  Lefever,  Lewistown;  John  R. 
Burgess,  Jr.,  Helena;  John  R.  Halseth,  Great  Falls;  Robert  P. 
Yost,  Missoula;  David  Gregory,  Glasgow;  Herbert  T.  Cara- 
way. Billings;  Mark  B.  Listerud.  Wolf  Point;  John  Pfaff,  Jr., 
Great  Falls;  Edward  L.  King,  Manhattan. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical 
Journal:  Gerald  A.  Diettert,  Missoula. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  G. 
Brian  Zins,  Helena. 

Executive  Director:  Mr.  G.  Brian  Zins.  2021  11th  Avenue, 
Suite  12.  Helena,  Montana  59601.  Telephone  1406)  443-4000. 


Nevada  State  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

President:  John  P.  Sande,  Reno. 

President-elect:  Thomas  K.  Hood,  Elko. 

Secretary-Treasurer:  John  W.  Callister,  Reno. 

Immediate  Past  President:  William  D.  O’Gorman,  Las  Vegas. 
Delegate  to  A.M.A.:  Hugh  C.  Follmer,  Las  Vegas. 

Alternate  Delegate  to  A.M.A.:  G.  Norman  Christensen.  East 
Ely. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon.  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Med- 
ical Journal:  Wesley  W.  Hall.  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Richard 
G.  Pugh,  Reno. 

Executive  Director:  Mr.  Richard  G.  Pugh,  3660  Baker  Lane, 
Reno  89502.  Telephone  (702)  825-6788. 


New  Mexico  Meilical  Society 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President:  Annin  T.  Keil.  Raton. 

President-elect:  U.  G.  Hodgin,  Jr.,  Albuquerque. 

Vice  President:  Robert  E.  Cutler,  Espanoia. 

Secretary-Treasurer:  Ronald  V.  Dorn.  Jr.,  Albuquerque. 
Immediate  Past  President:  Don  R.  Clark,  Roswell. 

Speaker.  House  of  Delegates:  William  J.  Hossley.  Deming. 

Vice  Speaker,  House  of  Delegates:  John  D.  Abrums, 
Albuquerque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes.  Clovis. 

Alternate  Delegate  to  A.M.A.:  Emmit  M.  Jennings,  Roswell. 
Councilors  for  Three  Years:  William  C.  Gorman,  Albuquerque; 
Jerome  P.  Pucellck,  Las  Cruces. 

Councilors  for  Two  Years:  Samuel  E.  Neff.  Clovis;  Walter  J. 
Hopkins.  Lovington;  Jack  L.  Coats.  Farmington. 

Councilors  for  One  Year:  Adrian  H.  Bodelson.  Santa  Fe;  John 
J.  Smoker.  Raton. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Assistant  Scientific  Editor  for  New  Mexico,  Rocky  Mountain 
Medical  Journal:  William  S.  Curran,  Albuquerque. 

Associate  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Mr.  Ralph  R.  Marshall,  Albuquerque. 

Executive  Director:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vista 
Boulevard  NE,  Albuquerque  87106.  Telephone  (505)  265-8494. 
Assistant  Executive  Director:  Mr.  Thomas  A.  Bodnar, 
Albuquerque. 


Utah  State  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Session. 

President:  William  R.  Christensen,  Granger. 

President-elect:  J.  Louis  Schricker,  Jr.,  Salt  Lake  City. 

Past  President:  Merrill  C.  Daines,  Logan. 

Honorary  President:  Stanley  M.  Clark,  Provo. 

Secretary;  Howard  G.  McQuarrie,  Salt  Lake  City. 

Treasurer;  Scott  M.  Smith,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A. : Alan  R.  Nelson,  Salt  Lake  City. 
Speaker,  House  of  Delegates:  William  Knox  Fitzpatrick,  Salt 
Lake  City. 

Vice  Speaker,  House  of  Delegates:  John  W.  Emmett,  Logan. 
Scientific  Editor  for  Ctah,  Rocky  Mountain  Medical  Journal; 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  Mr.  Hoyt 
W.  Brewster,  Salt  Lake  City. 

Executive  Director:  Mr.  Hoyt  W.  Brewster,  42  South  Fifth  East 
Street,  Salt  Lake  City  84102.  Telephone  (801)  355-7477. 


Wyoming  State  Medical  Society 

OFFICERS— 1973 — Terms  of  Officers  and  Committeemen  ex- 
pire December  31,  1973.  Terms  of  office  (with  the  exception 
of  Delegate  and  Alternate  Delegate  to  AMA)  expire  at  the 
end  of  the  calendar  year  rather  than  at  the  Annual  Session. 
President:  Donald  F.  Mahnke,  Casper. 

President-elect:  Paul  R.  Yedinak,  Rock  Springs. 

Vice  President:  Donald  B.  Hunton,  Cheyenne. 

Secretary:  Patrick  D.  Nolan,  Buffalo. 

Treasurer:  Goode  R.  Cheatham,  Jr.,  Casper. 

Delegate  to  A.M.A.:  Fenworth  M.  Downing,  Sheridan. 
Alternate  Delegate  to  A.M.A.:  John  J.  Corbett,  Casper. 
Speaker  of  the  House:  Theodore  L.  Johnston,  Cheyenne. 

Vice  Speaker  of  the  House:  David  F.  Cook,  Jackson. 
Immediate  Past  President:  William  G.  Erickson,  Lander. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Robert  Smith,  Cheyenne. 

Executive  Secretary:  Mr.  Robert  Smith,  P.O.  Box  1387, 
Cheyenne,  Wyoming  82001.  Telephone  (307)  634-7305. 
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WANT  ADS 


FOR  SALE  — Private  practice  of  Diagnostic  Roentgenology 
in  rapidly  growing  Denver  metropolitan  area.  Excellent  op- 
portunity for  group  or  young  man.  Reply  to  Box  873-9-3, 
Rocky  Mountain  Medical  Journal,  1601  E.  19th  Avenue,  Den- 
ver, Colorado  80218.  873-9-3 


INTERNIST  AND  OTORHINOLARYNGOLOGIST  NEEDED 
for  solo  practice  in  choice  medical  location.  Work  with  7 
GPs,  18  other  medical  doctors  in  various  subspecialties,  plus 
11  other  doctors  with  specialties.  At  this  moment  NO  IN- 
TERNIST OR  OTORHINOLARYNGOLOGIST.  Work  with 
owner  and  design  own  suite.  West  Alameda  Medical  Plaza, 
Lakewood,  Colorado  (southwest  Denver).  (303)  922-3525. 

873-5-TFB 


ALLERGIST  NEEDED  in  choice  Lakewood  area.  Excellent 
opportunity.  Solo  practice — over  35  doctors  already  in  prac- 
tice at  this  location.  At  the  moment  no  ALLERGIST.  Phone: 
(303)  922-3525  (Southwest  Denver).  873-6-TFB 


WANTED;  Surgeon  needed  at  small  GM&S  Hospital  located 
in  picturesque  Montana  city  of  10,000.  Relocation  allowance. 
Salary  dependent  on  training.  Non-discrimination  in  employ- 
ment. Write  or  call  Personnel  Officer,  VA  Hospital,  Miles 
City,  Montana  59301.  873-1-2B 


CHOICE  LAKEWOOD,  COLORADO  LOCATION  for  medical 
and  dental  offices.  Completed  in  February  1973.  Call  (303) 
455-7545.  1172-6-TFB 


PSYCHIATRIST,  Certified  Eligible,  Iowa  license.  Immediate 
opening.  Join  11  Senior  Staff  Members,  and  13  Residents 
353  bed  hospital  tied  to  community  programs.  Affiliate  with 
University  of  Iowa.  Clean  air,  salary  to  $31,644,  possible  in- 
crease July  1,  1973.  Private  practice  privilege.  Write  or  call 
Superintendent  Mental  Health  Institute,  1200  W.  Cedar,  Chero- 
kee, Iowa  51012,  A/C  (712)  225-2594  Equal  Opportunity  em- 
ployer. 773-11-3B 


INSTITUTIONAL  PHYSICIAN  — Internist  or  Generalist;  li- 
censed or  eligible  in  Iowa.  To  run  small  infirmary  service  in 
modern  psychiatric  teaching  hospital;  regular  hours;  competi- 
tive salary;  pleasant,  strife  free  community;  many  positives. 
Write  or  call  collect  E.  L.  Wiemers,  M.D..  Mental  Health 
Institute,  Cherokee,  Iowa  51012  A/C  (712)  225-2594  Equal  Op- 
portunity Employer.  773-12-3B 


PHYSICIAN  IN  FAMILY  PRACTICE  needed  immediately  in 
Akron,  Colo.  Pop.  2.000.  County  drawing  area  6.600.  Akron 
is  county  seat  of  Washington  County.  Modern,  accredited 
24-bed  hospital  with  15-bed  nursing  wing  for  aged.  Contact 
Park  D.  Keller,  M.D.,  phone  i303>  345-6683  or  Brooke  Graff, 
Hospital  Administrator,  Washington  County  Public  Hospital, 
Akron.  80720.  (303)  345-2211.  773-4-3 


BOULDER,  COLORADO  OFFERS  AN  OUTSTANDING  PO- 
SITION for  full  range  Family  Practice  with  a congenial 
group  of  four.  Family  Practice  eligible  or  equivalent  experi- 
ence necessary.  Please  inquire:  Dakota  Ridge  Medical  Center. 
P.C.,  2505  4th  Street,  Boulder,  Colorado  80302,  or  call  443-4411. 

773-2-TF 


Has  apartment  ownership  been  disappointing? 
As  cash  flow  decreases  so  does  your  equity. 

We  can  help  you  realize  larger  after-tax 
profits  by  converting  your  apartment  to  a 
condominium. 


Condominium  Concepts 

PHONE  (303  1 758-6633 


FOR  SALE  — Two  walnut  examining  tables  and  six  x-ray 
illuminators.  Call  Monday  through  Friday  between  8:00 
a.m.  and  5 p.m.  244-6058  (Denver).  973-1-1 


MEDICAL  DIRECTOR  for  rural  health  care  system  under- 
taking new  concepts  in  rural  HMO  in  New  Mexico  and 
Colorado.  Must  be  willing  to  participate  in  practice  as  well 
as  administration.  Multi-disciplinary  approach  to  comprehen- 
sive health  care  with  emphasis  upon  early  disease  detection 
and  health  maintenance  as  well  as  management  of  acute 
problems.  Excellent  fringe  benefits  in  beautiful  ski  country. 
Salary  range  $25-30,000  based  on  experience  and  background. 
Contact:  Marcella  Bachler,  Presbyterian  Medical  Services, 
P.O.  Box  2384,  Santa  Fe,  New  Mexico  87501,  (505)  982-5566. 

973-2-3B 


FAMILY  PRACTICE  PHYSICIAN  to  join  a rural  medical 
group  in  a rural  HMO  setting  in  mountainous  southwest. 
Multi-disciplinary  team  approach  to  comprehensive  health 
care  with  emphasis  upon  early  disease  detection  and  health 
maintenance  as  well  as  management  of  acute  problems.  Ex- 
cellent fringe  benefits  in  beautiful  ski  country.  Salary  range 
$23-29,000  based  on  experience  and  background.  Contact: 
Marcella  Bachler,  Presbyterian  Medical  Services,  207  Shelby, 
Santa  Fe,  New  Mexico  87501.  (505)  982-5566.  973-3-3B 


EMERGENCY  ROOM  PHYSICIAN  to  join  4-man  group.  157- 
bed  hospital.  Construction  underway  for  increase  to  225-bed 
hospital  with  13  room  trauma  center.  Send  curriculum  vitae 
to  G.  K.  Langstaff,  M.D,,  St.  Francis  Hospital,  Pikes  Peak  and 
Prospect  Sts.,  Colorado  Springs,  Colorado  80901.  973-4-2B 


DOCTORS  — LICENSED  TO  PRACTICE  MEDICINE  in  the 
state  of  Colorado  needed  full-time  for  plasma  center.  RN 
on  duty  to  assist.  Retired  doctors  considered.  No  age  limit. 
Salary  open.  Please  reply  to  Box  973-5-lB,  Rocky  Mountain 
Medical  Journal.  1601  E.  19th  Avenue,  Denver  80218.  973-5-lB 


DOCTOR’S  OFFICES  — DENVER,  Approximately  2,000  sq. 

ft.  of  choice  office  space  suitable  for  multiple  medical  of- 
fices. Conveniently  located  near  St.  Joseph,  Presbyterian  and 
Mercy  Hospitals.  Lease  with  option  to  buy.  Other  income  in- 
cluded in  property.  ADVANCE  REALTY  COMPANY,  2801 
E.  Colfax  Avenue,  Denver,  388-6389.  973-6-lB 


GENERAL  PRACTICE  OPENING  IN  family  practice  medical 
clinic.  Need  certified  or  board  eligible  family  practitioner 
to  join  five-man  group.  Wadsworth  Medical  Clinic,  1661 
Wadsworth  Blvd.,  Lakewood,  Colorado  80215.  Tel:  (303) 
238-4371.  973-7-3 


SOUTHEAST  DENVER  MEDICAL  OFFICE.  Beautifully  dec- 
orated suite  of  four  rooms  plus  private  bath  in  newer 
medical-dental  building  adjacent  to  Southmoor  Park,  675  sq. 
ft,  at  $320  per  month.  Ample  parking.  (303)  758-2200.  973-8-lB 


VALLEY  WEST  MEDICAL  CENTER  now  ready  for  occu- 
pancy. Office  layout  to  your  choosing.  Located  on  property 
of  the  Valley  West  Hospital,  in  Granger.  Excellent  oppxirtu- 
nity  in  80,000-plus  population.  New  40-bed  expansion  ready 
to  start  construction  on  hospital.  Contact  Gordon  Jenkins, 
Administrator.  4160  W.  3400  South,  Granger,  Utah  84120. 
Phone  (801)  298-9061.  973-9-4B 


PHYSICIAN-GENERAL-ATHLETIC  Starting  November  1973 
at  University  of  Denver  Health  Service.  Salary  per  qualifica- 
tions; many  fringe  benefits,  including  two-month  vacation; 
Colorado  license  required.  Equal  opportunity  employer.  Op- 
portunity for  teaching  if  desired.  Contact:  James  B.  Raybin, 
M.D.,  Director  of  University  of  Denver  Health  Services,  2040 
South  Josephine  Street,  Denver,  Colorado  80210.  Telephone: 
(303)  753-2205.  973-10-lB 


NEW  OFFICE  SPACE  in  Greenwood  Plaza  available  for  part- 
time  leasing  to  psychiatrist.  Fully-furnished  suite.  Call  Dr, 
Miller  at  771-1414  for  specific  information.  973-12-lB 


ENGLEWOOD  — PRIME  LOCATION.  Will  build  medical  of- 
fices to  suit.  Call  Mr.  Smedley  at  794-8414.  973-11-lB 
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ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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“Antiacid”action 
for  ulcer  patients... 


one  of  the  many 
things^ou  need  in  an 
anticholinergic. 


Pro-Banthlne  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

"Antiacid”  action — Pro-Banthlne®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

"Sustained”  action — Pro-Banthlne  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic”  action — Pro-Banthine  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool” — Pro-Banthlne  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthlne® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications;  Pro-BanthTne  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications;  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings;  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-BanthTne. 

Precautions;  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions;  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient's 
requirements  and  tolerance  must  be  made. 

Pro-BanthTne  P.A.— Each  tablet  of  Pro-BanthTne  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
BanthTne  15  mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthlne®  Hall 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 
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Pro-Banthine* 

brand  of  ill*  1 *1 

propantheline  bromide 

a good  option  in  peptic  ulcer 


Hair  styles  come  and  go, 

but  Selsun^  ^(SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  IVi  % , w/v  in  aqueous  suspension;  also  contains; 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume.  303413R 
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What  the  Sleep  Research 
Laboratory  recorded 
about  DALMANE'sleep...^ 

Cflurazepam  HCI) 

□ reduced  sleep  latency 

Q decreased  time  awake  after  sleep  onset 

□ increased  total  sleep  time 

The  polygraphic  techniques  of  the  sleep  research  laboratory  have 
objectively  documented  the  value  of  Dal  mane  (fturazepam  HCI]  for 
patients  with  difficulty  failing  asleep  or  staying  asleep. 

Hundreds  of  hours  of  monitored  sleeps  ® have  shown  that  one 
30-mg  capsule  of  Dalmane  at  bedtime  generally  induced  sleep 
within  17  minutes,  significantly  reduced  time  awake  after  sleep  onset 
and  provided  7 to  8 hours  of  sleep.  Dalmane  effectiveness  was  main- 
tained even  over  14  consecutive  nights  of  administration,  demon- 
strating the  consistent  effectiveness  of  Dalmane. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of 
insomnia  characterized  by  difficulty  in 
falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning 
awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia 
is  often  transient  and  intermittent,  pro- 
longed administration  is  generally  not 
necessary  or  recommended. 

Contraindications:  Known  hypersen- 
sitivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15 
years  of  age.  Though  physical  and 


psychological  dependence  have  not 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  those  who 
might  increase  dosage. . 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg 
to  preclude  oversedation,  dizziness  and/ 
Or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive 
effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tend- 
encies. Periodic  blood  counts  and  liver 
and  kidney  function  tests  are  advised 
during  repeated  therapy,  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drows- 
iness, lightheadedness,  staggering, 
ataxia  and  falling  have  occurred,  partic- 
ularly in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache. 


heartburn,  upset  stomach,  nausea,  vomit- 
ing, diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpita- 
tions, chest  pains,  body  and  joint  pains 
and  GU  complaints.  There  have  also 
been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  bturredi 
vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  exces- 
sive salivation,  anorexia,  euphoria,  de- 
pression, slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase  Paradoxical 
reactions,  e g.,  excitement,  stimulation 
and  hyperactivity,  have  also  been  re- 
ported in  rare  instances. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  30  mg  usual 
dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients: 

15  mg  initially  until  response  is 
determined. 

Supplied:  Capsules containing  15  mg 
or  30  mg  flurazepam  HCI. 


What  the 
patients  reported 
when  they  awoke^ 


□ more  rapid  sleep  induction 

□ increased  duration  of  sleep 


The  utility  of  any  sleep  medication  depends,  ultimately,  on  patient 


acceptance.  For  this  reason,  sleep  laboratories  evaluating  Dalmane 
[flurazepam  HCI]  have  obtained  the  patients'  own  estimates  of  their 
sleep  immediately  on  awakening  in  the  morning.  These  subjective 
evaluations  have  been  in  strong  agreement  with  the  polygraphic 


records,  confirming  polygraphic  evidence  of  Dalmane  effectiveness 


compared  to  placebo. 
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DALMANE 


(flurazepam  HCI) 

When  restful  sleep  is  indicated 


One  30-ing  capsule  /i.s.— usual  adult  dosage 
[15  mg  may  suffice  in  some  patients}. 

One  15-mg  capsule  initial  dosage  for  elderly 

or  debilitated  patients. 

ROCHE  LABORATORIES 
lOCifE  y Division  of  Hoffmann-La  Roche  !nc. 
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OUR  COVER 

The  majesty  of  great  elk  and  their 
magnificent  horns  excited  men  a cen- 
txny  ago  no  less  than  now.  John  Dare 
Howland,  (1843-1914),  saw  these  in  the 
mountains  fifty  miles  west  of  Denver 
in  the  1880s,  and  returned  to  his  Den- 
ver studio  to  paint  Elk  at  James 
Peak,  from  which  this  detail  is  re- 
produced. James  Peak  is  the  mountain 
that  rises  above  the  course  of  the  Mof-  i 

fat  Tunnel.  Howland  came  West  when  ' 

he  was  fifteen,  in  the  company  of  the 
trapper  Robert  Campbell,  who  es- 
I'orted  him  up  the  Missouri  River  to 
outposts  of  the  American  Fur  Com- 
pany. A sketch  artist  and  reporter  for 
Harper's  Weekly  during  the  Civil  War, 
Howland  served  on  the  Indian  Peace 
Commission  in  1867-69.  He  ended  up  in 
Denver  in  the  ’80s  when  he  founded  the 
Denver  Art  Club.  This  painting  is  a 
1938  acquisition  in  the  American  Col- 
lection of  the  Denver  Art  Museum.  1 

Credit:  Denver  Art  Museum.  i 
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Bio-Science  Reports 


Serum  Parathyroid 
Hormone  as  a 
Diagnostic  Aid 

An  accurate  measurement  of  the  serum  level  of 
parathyroid  hormone  (PTH)  with  results  reported  from 
the  laboratory  within  about  ten  days  is  now  available. 
The  diagnosis  of  diseases  of  the  parathyroid  has 
always  been  a difficult,  serious  problem  and  we  now 
have  a powerful  laboratory  tool  which  will  help  solve 
some  of  the  diagnostic  dilemmas  and  further  stimulate 
research  in  this  field. 

The  classic  laboratory  findings  in  primary  hyper- 
parathyroidism are,  of  course,  high  serum  calcium  and 
low  serum  phosphorus;  high  urinary  calcium  is  also 
commonly  found.  Increased  phosphate  excretion  due 
to  inhibition  of  phosphate  reabsorption  (TRP)  and 
measurement  of  the  TRP  are  additional  laboratory 
aids  for  diagnosing  hyperparathyroidism.  All  of  these 
tests  are  obviously  indirect  procedures  for  establish- 
ing the  diagnosis  so  there  is  a distinct  value  in  having 
a direct  measure  of  PTH. 

In  spite  of  the  complexity  and  difficulty  of  the 
radioimmunoassay  technic  for  PTH,  it  is  now  possible 
to  quantitate  the  hormone  with  reasonable  precision 
and  in  most  cases  to  differentiate  normal  from  hyper- 
parathyroid serum  levels.  Human  PTH  is  not  available 
in  sufficient  quantities  to  use  as  an  antigen  or  stand- 
ard, but  guinea  pig  antiserum  to  bovine  PTH  has 
sufficient  cross-reactivity  with  human  PTH  to  allow  its 
effective  use  in  the  assay. 


Unfortunately,  the  lack  of  a human  parathyroid 
standard  complicates  any  comparison  of  results  from 
different  laboratories.  At  Bio-Science  a purified  bovine 
PTH  preparation  is  used  as  the  standard  and  results 
are  expressed  as  equivalents  of  purified  bovine  PTH. 
The  antiserum  used  gives  similar  curves  with  both 
human  serum  PTH  and  purified  bovine  PTH  and  does 
not  distinguish  between  the  two. 

The  specimen  requirement  for  the  PTH  assay  is: 
5 ml.  frozen  serum  obtained  from  blood  which  has 
been  drawn  between  6 and  9 a.m.  while  the  patient  is 
in  the  rested,  fasting  state.  The  blood  should  be  drawn 
with  a chilled  syringe  or  Vacutainer  and  kept  in  an  ice 
bath  until  the  serum  can  be  separated,  preferably  in  a 
refrigerated  centrifuge.  Separation  of  the  serum  from 
the  cells  and  freezing  should  be  completed  as  soon 
as  possible.  The  frozen  serum  should  be  sent  to  us 
packed  in  dry-ice.  Shipping  containers  intended  for 
frozen  specimen  shipments  are  available  without 
charge. 


Write  or  call,  collect,  for  additional  literature  on  this 
subject  and  containers  for  mailing. 

Main  Lab:  7600  Tyrone  Ave., 

Van  Nuys,  California  91405 

Philadelphia  Branch: 

1 1 6 So.  Eighteenth  St., 

Philadelphia,  Pa.  19103 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 

Van  Nuys,  California  91405  Dept.  D 

or 

116  So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 


Gentlemen:  Please  send  me,  without  obligation: 

Q A copy  of  your  Handbook  of  Specialized 

Diagnostic  Laboratory  Tests 

Q A lab  pack  containing  a small  supply  of 

postage-paid  mailing  containers  and  Fee  Schedule 


Q Information  on_ 


(write  in  name  of  test) 


Name 


Address 


City 


State 


Zip 


FREE 

HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 

This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to- 
date  on  the  newer  labo- 
ratory tests,  such  as 
parathyroid  hormone, 
available  to  clinicians.  You 
will  find  it  a handy  refer- 
ence guide  for  normal  values 
and  quick  summations  on 
tests  which  can  aid  in  your 
diagnostic  problems.  Copies 
are  available  to  physicians  and 
lab  personnel  without  obliga- 
tion. Simply  fill  out  and  mail  this 
coupon. 


Recommendations'  on 
Combination  Live  Virus  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.’’ 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.’’ 

Vor  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse  reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.’’ 


(MEASLES,  MUlWS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  1 MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  inununization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 

Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT^ 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 

RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months.  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

"Ti'ademark  of  Merck  & Co..  1 NC. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 


(MEASLES,  MUMPS  AND 
VIRUS  VACCINE,  LIVE 

Single-dose  vials 


RUBELLA 

MSB) 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  {]0H02.9  F)  occurs  occasionally.  High 
fever  {over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions, children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  however. 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy ; parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  Fj;  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  l^/o  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDso  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCIDso  of 
mumps  virus  vaccine,  live,  and  1,000  TCIDso  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  Vb"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  fr  Dohme,  Division  of  Merck 
Er  Co.,  Inc.,  West  Point,  Pa.  19486 
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MERCK 

SHARFk 
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Hair  styles  come  and  go, 

but  Selsun^  ^(SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  IVz  % , w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume.  souhr 


AtDpical  steroid 
that  has  clinically 
succeeded 

in  study. ..after  study. ..after  study 


( 150  of  1 77  patients f 


in  atopic  eczei 

(231  of  251  patients)^ 


^yisone 

brand  of  ^ ^ 

betamethasone 
valerate  (ai%) 

Cream/Ointment 


Plus  economy  dosage  often  found  effectivel 
Available  in  5, 15,  and  45  Gm.  tubes. 


in  contact  dermatitis 

(81  of  84  patients f 


dJNICAL  CONSIDERATIONS: 
Description  VALI SONE  products  contain 
betanKthasone  valerate  (g-fluoro-i  , 17,21- 
trihydroxy~i6j-methylpregna-i,4-diene-3,2o- 
dione  17-valerate).  Each  gram  of  VALI  SONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  i.o  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  watei; 
mineral  oil,  petrolamm,  polyethylene  glycol  1000 
monocetyl  ethei;  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Each 
gram  of  VALISOhlE  Ointment  0.1%  contains 
1.2  rr®.  betamethasone  valerate  (equivalent  to 
1.0  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALI  SONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALI  SONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALI  SONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALI SONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  ^ent  should  be 
instimted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controOed.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Althov^  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALI SONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
foUowing  may  occur  more  frequently  with 
occlusive  dressings  than  without  sudi  therapy: 
maceration  of  the  skin,  second^  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALI  SONE  Cream  or  Ointment  to  the 
affeaed  skin  areas  one  to  three  times  a day. 
Qinical  studies  of  VALI  SONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References!  (1)  Files  of  Headquarters  Medical  Research 
Division,  Schering  Corporation.  (2}  Carter,  V.  H.,  and 
Noojin,  R.  O.:  Cnrr.  Therap.  Res.  9:253,  1967.  (3)  Falk,  M.  S.: 

Cults  2:788,  1966.  (4)  Goldblum,  R.  W..  Pennsylvama  Med. 

69:50,  1966.  (5)  Nierman,  M.  M.:J.  Indiana  M.  A.  10:1184, 

1966.  (6)  Zimmerman,  E.  H.:Arch.  Dermal.  95:514,  1967. 


SLR-439 


A DOUBLE-DUrV  DIURETK 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THE  miER  OUT 
IN  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 
IN  HYPERTENSION* 

SFARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  orPDR. 

*Indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazidel  check  serum  potassium  frequently —both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f  ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


can  anncipaie 
the  attack 

Bronkotabs* 


Each  tablet  contains  ephedrine  sulfate  24  mg;  theophylline  100  mg; 
glyceryl  gualacolate  100  mg;  phenobarbital  8 mg 
(warning:  may  be  habit-forming). 


can 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasm  to 
open  ainvays  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar 
mucosa  to  improve  the 
passage  of  air.  \ 

Economical  long- 
term therapy. 


Bnititiis 


PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  However, 
frequent  or  proionged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


Armour  Fharmacoutical  Company 
continues  to  cheer  on 


Its  Underdog  brand  of 

USf TER ® ( sodium  levo thyroxine , Armour ) Tablets 


We* re  complimented  by  those  of  you  who  remember 
our  name.  Why?  Because  we  believe  our 
LETTER®  is  an  excellent  levothyroxine  with  a 
memorable  name. 


But  in  this  competitive  world,  excellence  may 
not  be  enough*  That *8  why  we  cut  the  price 
of  LETTER®  by  30f. 

So  now  we* re  excellent  and  less  expensive. 

If  that  isn’t  reason  enough  for  you  to  start 
your  new  hypothyroid  patients  on  LETTER®  , then 
we  ask  you  to  write  and  tell  us  what  is. 


Armour  Pharmaceutical  Company 
111  West  Clarendon 
Phoenix,  Arizona  85077 


LETTER® 

(Sodium  levothyroxine,  Armour)  Tablets 

Indications:  Hypothyroid  conditions. 
Contraindications:  Thyrotoxicosis,  acute  myo- 
cardial infarction  and  in  the  presence  of  uncor- 
rected adrenal  insufficiency  because  it  increases 
the  tissue  demands  for  adrenocortical  hormones 
and  may  cause  an  acute  adrenal  crisis. 

Warnings:  Should  be  used  with  caution  in 
patients  with  cardiovascular  disease,  including 
hypertension.  Development  of  chest  pain  or  other 
aggravation  of  cardiovascular  disease  will  re- 
quire a decrease  in  dosage. 

Injection  of  epinephrine  in  patients  with  cor- 
onary artery  disease  may  precipitate  an  episode 
of  coronary  insufficiency.  This  may  be  enhanced 
in  patients  receiving  thyroid  preparations.  Careful 
observation  is  required  if  catecholamines  are  ad- 
ministered-to  patients  in  this  category.  Patients 
with  coronary  artery  disease  should  be  carefully 
observed  during  surgery,  since  the  possibility  of 
precipitating  cardiac  arrhythmias  may  be  greater 
in  those  treated  with  thyroid  hormones. 

Thyroid  replacement  may  potentiate  anticoagu- 
lant effects  with  agents  such  as  warfarin  or 
bishydroxycoumarin  and  reduction  of  one-third  in 
anticoagulant  dosage  should  be  undertaken  upon 
initiation  of  LETTER®  therapy.  Subsequent  anti- 
coagulant dosage  adjustment  should’ be  made 
on  the  basis  of  frequent  prothrombin  determina- 
tions. 

In  patients  whose  hypothyroidism  is  second- 
ary to  hypopituitarism,  adrenal  insufficiency  will 
probably  also  be  present.  When  adrenal  insuf- 
ficiency and  hypothyroidism  coexist,  the  adrenal 
insufficiency  should  be  corrected  by  cortico- 
steroids before  administering  thyroid  hormone. 
Precautions:  Patients  with  hypothyroidism,  and 
especially  myxedema,  are  particularly  sensitive  to 
thyroid  preparations  so  that  treatment  should 
begin  with  small  doses  and  increments  should 
be  gradual. 

In  patients  with  diabetes  mellitus,  addition  of 
thyroid  hormone  therapy  may  cause  an  increase 
in  the  required  dosage  of  insulin  or  oral  hypo- 
glycemic agents.  Conversely,  decreasing  the 
dose  of  thyroid  hormone  may  possibly  cause 
hypoglycemic  reactions  if  the  dosage  of  insulin 
or  oral  hypoglycemic  agents  is  not  adjusted. 
Adverse  Reactions:  Excessive  dosage  of  thyroid 
medication  may  result  in  symptoms  of  hyperthy- 
roidism. Since,  however,  the  effects  do  not 
appear  at  once,  the  symptoms  may  not  appear 
for  one  to  three  weeks  after  the  dosage  regimen 
is  begun.  The  most  common  signs  and  symptoms 
of  overdosage  are  weight  loss,  palpitation,  ner- 
vousness, diarrhea  or  abdominal  cramps,  sweat- 
ing, tachycardia,  cardiac  arrhythmias,  angina 
pectoris,  tremors,  headache,  insomnia,  intoler- 
ance to  heat  and  fever.  If  symptoms  of  overdos- 
age appear,  discontinue  medication  for  several 
days  and  reinstitute  treatment  at  a lower  dosage 
level. 

Dosage:  Generally,  the  initial  adult  dosage  is 
0.1  mg.  daily.  This  may  be  increased  in  small  in- 
crements every  1 to  3 weeks  until  proper  meta- 
bolic balance  is  achieved. 

Available:  Bottles  of  100  tablets,  in  6 potencies: 
0.025  mg.  (violet).  0.05  mg.  (peach),  0 1 mg. 
(pink),  0.2  mg.  (green),  0,3  mg.  (yellow),  and 
0.5  mg.  (white). 


Armour  Pharmaceutical  Company 
Phoenix,  Arizona  85077 


COLORADO  CONFERENCE 
ON  PEDIATRIC  NEPHROLOGY 

Given  Institute  of  Pathobiology 
Aspen,  Colorado 

MARCH  11-13,  1974 
Topics: 

Immunologic  Aspects  of 
Renal  Disease 

Renal  Tubular  Disorders 

Treatment  of  Chronic 
Renal  Failure 

Faculty: 

Rawle  McIntosh,  M.D. 

Associate  Professor 
Department  of  Pediatrics 
University  of  Colorado 

Chester  M.  Edelmann,  M.D. 

Professor,  Department  of  Pediatrics 
Albert  Einstein  College  of  Medicine 

Carl  Kjellstrand,  M.D. 

Associate  Professor 

Department  of  Medicine  and  Surgery 

University  of  Minnesota 

Sponsored  by: 

The  Continuing  Education  Department  of 
The  Children's  Hospital,  Denver,  In  co- 
operation with  the  Kidney  Eoundatlon  of 
The  Rocky  Mountain  Region. 

Total  fee: 

$60.00 

Registration  Fee,  $20.00  (non-refundable) 
Tuition,  $40.00  (refundable  If  notice  is 
given  by  March  I ) 

Total  fee  must  accompany  reservation 

Mail  reservation  to: 

Larry  G.  McLain,  M.D. 

Department  of  Continuing  Education 
The  Children's  Hospital 
1056  East  19th  Avenue 
Denver,  Colorado  802  I 8 


for  October  1973 


If 


This  Scanning  Electron  Micrograph  (7000  X)  is  the  first  3-dimensional  view  of  a cell  in  an  ulcerated  duodenum.  The 
center  is  completely  denuded,  surrounded  by  fairly  well-preserved  microvilli.  This  SEM  photomicrograph  was  taken 
frorn  a scientific  exhibit  which  won  the  Hull  Award  as  the  “best  exhibit  on  original  research  or  instruction  on  a medical 
subject”  at  the  A.M.A.  Clinical  Convention,  November  26-29,  1972,  in  Cincinnati,  Ohio. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 


prone  individuals  or  those  who  might  increase  dosage;  withdra\l 
symptoms  (including  convulsions),  following  discontinuation  c ' j 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women : s 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur.  )| 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedatic  ‘ 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated) . Though  generally  no 
recommended,  if  combination  therapy  with  other  psychotropics  f 
seems  indicated,  carefully  consider  individual  pharmacologic  1 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO  ( 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  f 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  i 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  be( 


TheTireless  Man 

whose  duodenal  ulcer  needs  a rest 

Up  early,  home  late,  often  with  a scratch  pad  filled  with  notes,  figures,  plans.  A few  hours’ 
sleep  and  then  another  long  day.  This  is  often  the  routine  of  the  tireless  hard-driver,  one- 
man  committee  with  enough  overwork  and  stress  to  wear  out  several  men.  But  his  duodenal 
ulcer  may  warn  him  with  sharp  discomfort  that  he  had  better  ease  up,  let  some  things  go, 
and  give  himself— and  his  ulcer— a rest. 

The  need  to  reduce  G.I. 
hypermotility  and  hypersecretion 

Overwork  together  with  overanxiety  are  often  principal  factors  in  exacerbating  a duodenal 
ulcer.  To  help  reduce  the  increased  gastric  secretions  and  hypermotility,  therapy  may  need 
to  include  treatment  for  associated  undue  anxiety— which  is  where  dual-action  Librax  can 
be  highly  useful. 

The  dual  nature  of  Librax 

Only  Librax  combines,  in  one  capsule,  the  antianxiety  action  of  Librium®  (chlordiaz- 
epoxide  HCl)  and  the  antisecretory  action  of  Quarzan®  (clidinium  Br) . As  an  adjunct  to  a 
therapeutic  regimen,  Librax  may  help  relieve  both  somatic  and  associated  anxiety  factors 
that  often  contribute  to  the  exacerbation  of  duodenal  ulcer  symptoms. 


Up  to  8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  should  be  adjusted  to  your  patient’s  requirements— 1 or  2 
capsules,  3 or  4 times  daily.  Rx:  Librax  #35  for  initial  evaluation  of  patient  response 
to  therapy.  Rx : Librax  #100  for  follow-up  therapy— this  prescription  for  2 or  3 weeks’ 
medication  can  help  maintain  patient  gains  while  permitting  less  frequent  visits. 


For  the  anxiety-linked  symptoms 
of  duodenal  ulcer 


adjunctive 


Librax<=> 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 

When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  Instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation,  extra- 
pyramidal  symptoms,  increased  and  decreased  libido— all  in- 
frequent and  generally  controlled  with  dosage  reduction;  changes 


in  EEC  patterns  (low-voltage  fast  activity) may  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally 
with  chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy  and  constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  combined  with  other  spas- 
molytics and/or  low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc; 

Nutley.  N.J.  07110 


Who  kn(nvs\4at  evil  luiiffi  in 
the  mucous  membranes? 


Each  Spansule®(brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin*(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public’s  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient’s  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications;  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  "rose  fever."  etc.). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodena]  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e.g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PBI  Determination  and  P^‘  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain. 
Irritability,  palpitation,  headache,  incoordination,  tremor, 
dysurla,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


Banana-Flavored  Donnagel-PG 

The  civilized  solution  to  the  age-old  problem  of  diarrhea. 


The  evolution  of  Donnagel-  PG: 

Kaolin  and  pectin  to  provide  demulcent-detoxicant  effects. 

Belladonna  alkaloids  for  antispasmodic  benefits. 

Powdered  opium,  the  therapeutic  equivalent  of  paregoric— without 
the  unpleasant  taste— to  promote  the  production  of  formed  stools  and 
lessen  the  urge. 

And  a delicious  banana  flavor  good  enough  for  the  most  discriminating 
tastes. 

All  together  in  the  evolutionary  discovery  that’s  the  best-tasting  way 
yet  to  treat  acute,  non-specific  diarrheas. 


Donnagel-PG 

Donnagel  with  paregoric  equivalent. 


Each  30cc.  contains: 

Kaolin 6.0  g. 

Pectin 142.8  mg. 

Hyoscyamine  sulfate 0.1037  mg. 

Atropine  sulfate 0.0194  mg. 

Hyoscine  hydrobromide 0.0065  mg. 

Powdered  opium,  USP 24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

(warning;  may  be  habit  forming) 

Sodium  benzoate 

(preservative) 60.0  mg. 

Alcohol,  5% 


(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law. 

AH'I^OBINS 


Chimp  courtesy  of  Ringling  Brothers  & Bamum  & Bailey  Combined  Shows,  Inc. 


A.  H-  Robins  Company,  Richmond.  Virginia  23220 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  M 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Alcohol,  1.4% 


elect  the  Robitussin® 

Slear-Tract”  Formulation 
ihat  Treats  Your  Patient’s 
individual  Coughing 
feeds: 


«= 


v^' 


cS 
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jOBITUSSIN® 
loBITUSSIN  A-C®  ^ 

PbBITUSSIN-DM® 

Lobitussin-pe®  ^ 

' OUGH  CALMERS®  ■ 

>9P  this  handy  chart  at  a gulda  In  selaeting  ths  formula  that  provides  the  benefits  you  want  for  your  patient. 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


A.  H.  Robins  Company,  Richmond,  Virginia  23220 


Descriptions  of  over  1,200  drugs  will  be  con- 
tained in  the  second  edition  of  the  AMA’s  com- 
pendium of  prescription  drugs,  AMA  Drug  Eval- 
uations. The  AMA’s  Dept,  of  Drugs  has  prepared 
the  new  volume  with  the  advice  of  over  300  con- 
sultants. It  is  being  published  under  contract  with 
Publishing  Sciences  Group,  Inc.  The  cost  is  $16.50 
for  AMA  members  and  students  and  $22  for  non- 
members and  institutions.  Special  prices  are  avail- 
able for  state  medical  societies  wishing  to  dis- 
tribute the  book  free  or  to  sell  copies  to  their 
members.  Direct  orders  and  inquiries  to  Publish- 
ing Sciences  Group,  Inc.,  411  Massachusetts  Ave., 
Action,  Mass.  01720. 

Leading  causes  of  death  in  the  U.S.  will  be 
examined  in  a five-part  television  series,  sched- 
uled to  be  aired  this  fall  over  the  Public  Broad- 
casting Service.  The  programs  will  be  on  cancer, 
heart  disease,  genetic  defects,  pulmonary  disease 
and  trauma.  Among  consultants  serving  on  a 23- 
member  medical  advisory  board  will  be  Irvine  H. 
Page,  MD,  chairman  of  AMA’s  Advisory  Commit- 
tee on  Medical  Science,  and  John  S.  Farquhar  Jr., 
MD,  a member  of  AMA’s  Committee  on  Commu- 
nity Emergency  Services. 


PUBLICATION 

PRINTING... 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
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HANDBOOKS  • CATALOGUES 

t 

EDITORIAL  ASSISTANCE  • BINDING 
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Monilor  Publicalions 
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Rondomycin 

(methaQ/cline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS;  Tetracycline  usage  (luring  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  alter  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS;  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monii- 
lal  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-biack  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE;  Adulls-600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

Eor  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  Individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  POR  information. 

Rev.  6/73 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


RondomvGin  300.g 

[menhacifcline  HCI] 


Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


^^Prescription 
drugs  - 
who  should 
determine  the 
maker?^^ 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


“Too  many  doctors  are  indiffeij 
ent  to  the  economic  consequences ' 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  forrrrj 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in"^ 
crease  in  Blue  Shield  rates,  Dr.  Blas^ 
ingame’s  newsletter  had  this  to  say;| 

“In  general,  it  can  be  said,  MD 
have  given  the  impression  they  are  ; 
not  particularly  concerned  with  the ' 
increase  in  cost  of  health  care  to  the 
patients. . . 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  wor! 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  econorr 
impact.  The  economics  of  health  cai 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


When  the  pharmacist  recom- 
mends that  a drug  product  other  the 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  Interi 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nece' 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  th< 
unilateral  decision  of  the  pharmacis, 
made  in  the  absence  of  clinical  knov! 
edge  of  the  patient,  could  expose  hir 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothirj 
in  the  pro-substitution  argument  tha 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim  | 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to  [ 
better  utilize  pharmacists’  knowledg 
about  drugs.  Yet  the  pharmacist’s  j 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  nee 
expert  knowledge  of  no  more  than  21 


Advertisement 


ould  be  an  obligation  of  medical 
actice. . . 

“Medical  societies  ought  to  con- 
ict  continuing  campaigns  to  point 
t the  substantial  savings  that  could 
realized  thru  deductible  insurance 
d protection  for  catastrophic  ill- 
ss.  At  the  very  least,  they  should,  in 
3 patients’  interest,  question  the 
:tics  of  any  insurance  organization 
: <3t  raises  health  care  costs  by  forc- 
■ g policyholders  to  buy  insurance 
• 3y  may  not  need  or  want  and  prob- 
ly  won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
' t to  the  economic  consequences  of 
3ir  decisions.  Too  many,  for  ex- 
liiple,  habitually  hospitalize  patients 
"the  convenience  of  the  MD.  It’s 
nsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
'jjties,  have  unhesitatingly  appealed 
^1, their  patients  for  support  in  the 
ht  against  government  interference 
th  the  private  practice  of  medicine. 
,d  the  public  in  the  past  has  re- 
onded.  It’s  time  the  American  Med- 
jiil  Association  and  state  and  local 
.hdical  societies  paid  off  the  debt  by 
S'cisive  action  to  hold  down  the  cost 
.^medical  care.” 

« st  of  Drugs 

Insurance  rates  and  hospital 
^/arges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


,( 30  drugs  that  he  selects  to  treat  the 
jjority  of  conditions  encountered  in 
. practice.  Moreover,  the  physi- 
in’s  choice  of  a specific  brand  is 
: :1  sed  on  his  knowledge  of  the  pa- 
nt’s medical  history  and  current 
:idition,  and  his  experiences  with 
h particular  manufacturer’s 
.)duct. 

’ Some  substitution  proponents 
It  re  argued  that  the  dispensing  of  a 

} inscription  is  a simple  two-party 
nsaction  between  the  pharmacist 
) the  patient,  and  that  a substitut- 
; pharmacist  may  avoid  even  a 
:hnical  breach  of  contract  by  simply 
iifying  the  patient  that  he  is  making 
‘substitution.  I would  judge  that 
/ courts  would  be  sympathetic 
f /ard  a pharmacist  who  substituted 
hout  physician  approval  and  who 
|.dertook  a legal  defense  that  seeks 
it  nake  the  patient  responsible  for 
1 1 pharmacist’s  actions, 
ofluced  Prescription  Prices? 
i Substitution  advocates  are 
lEggesting  to  the  consumer,  and  par- 
sjt  jiarly  the  consumer  activist,  that 
iMuced  prescription  prices  could 
f ow  legalization  of  substitution. 

3/  have  seen  absolutely  no  evidence 
ustify  this  claim.  To  the  contrary, 

€ )erience  in  Alberta,  Canada,  where 
S)stitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 

the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


For  coughs  ol  all  ages 


Triaminicoi’ 

me  lamiiy  cough  syrup  irom  Dorsey 

T riaminicol®  contains  the  proven  T riaminic®  formula ...  a decongestant  and 
two  antihistamines.,  .plus  a non-narcotic  antitussive.  Save  time  by  recommending  Triaminicoi®  and  the 
dosage  (2  teaspoons  four  times  daily  for  adults)  over  the  phone.  No  Rx  needed. 


Dorsey  Laboratories/ Division  of  Sandoz-Wander,  Inc./ Lincoln,  Nebraska  68501 


^ We. . .urge  all  physicians  who 
perform  physical  examinations 
to  add  sequential  guaiac 
testing  with  dietary  preparation 
into  their  routine  profile. 

“This  would  provide  another 
parameter  useful  in  determining 
how  extensively  to  pursue  a g.i.  tract 
work-up,  and  many  unsuspected, 
hopefully  curable  [colo-rectal]  cancers 
might  be  brought  to  light.^* 

Hastings,  J.B.,  in  Organization  and  Timetable 
for  a One-Day  Mass  Screenir 
Cancer,  Philadelphia,  Smith 


For  information  on 

guaiac  testing  tor 

occult  blood  with 

'Hemoccult’,  mail  coupon.,, 

or  call  Pat  Hynes  (215]  564-2400 

or  your  Smith  Kline  Representative. 

Please  do  it  today! 

Colo-rectal  cancer  is  second  only 
to  lung  cancer  as  a cause  ot  cancer 
deaths  in  the  United  States. 


Hemoccult* 

guaiac  paper  test  for  occult  blood 


SJW-RM  10  73 


SMITH  KLINE  DIAGNOSTICS 

Division  of  SmithKIine  Corporation 
Dept.  E-47 

1500  Spring  Garden  Street.  Philadelphia,  Pa  19101 
Please  send  me: 

boxes  of  100  Hemoccult'  Slides  @$15.00  each 

Hemoccult  Tape  Dispensers  @$9,00  each 

Additional  information  □ Check  enclosed 

□ Please  bill  me. 

Name 


Street  Address. 
City 


_State_ 


-Zip. 


Signature. 


ROCHE  announces 

new 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
fora  two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections  — primarily  pyelonephritis,  pyelitis  and  cystitis— 
when  due  to  susceptible  organisms,  this  efficacy  is 
related  to  the  unique  mode  of  action  against  bacteria  (see 
illustration),  an  action  that,  in  effect,  makes  Bactrim  a new 
type  of  antibacterial. 

Bactrim  interrupts  the 
life  cycle  of  susceptible 
bacteria 


Unique  mode  of  action  interrupts  the  life  cycle 
at  two  important  points,  thereby  impeding 
the  production  of  nucleic  acids  and  proteins 
essential  to  these  bacteria.  These  consecutive 
interruptions  occur  because  sulfamethoxazole 
and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement 
of  these  substrates,  they  Inhibit  further 
synthesis. 


*/s 


“^BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic  urinary  tract 
infections  even  with 
obstructive  complications 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  471*  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim, 
compared  with  81.2%  (of  144  patients)  to  tri- 
methoprim and  64.5%  (of  155  patients)  to  sulfa- 
methoxazole. More  than  half  of  these  patients  had 
obstructive  complications. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintain- 
ing this  bacteriological  response.  In  the  above  study, 
after  a ten-day  course  of  therapy  with  Bactrim, 
68.4%  of  patients  with  chronic  urinary  tract  infec- 
tions maintained  response  for  up  to  42  consecu- 
tive days,  compared  with  59.7%  with  trimethoprim 
and  44.4%  with  sulfamethoxazole.  These  results 
are  particularly  noteworthy  considering  the  number 
of  patients  with  obstructive  complications-cases 
regarded  as  being  notoriously  difficult  to  treat. 


Prescribing  considerations 

Clinical  Limitations:  Currently,  the  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of  the 
usefulness  of  all  antibacterial  agents,  especially 
in  the  treatment  of  chronic  and  recurrent  urinary 
tract  infections.  Not  recommended  for  children 
under  twelve. 

Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides.  Pregnancy  and  during  the  nurs- 
ing period. 

Warnings  and  Precautions:  Both  sulfamethoxazole 
and  trimethoprim  have  been  reported  to  interfere 
with  hematopoiesis.  Complete  blood  counts  should 
be  done  frequently.  If  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  Bactrim 
should  be  discontinued.  Bactrim  should  be  given 
with  caution  to  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  severe 
allergy  or  bronchial  asthma.  Maintain  adequate 
fluid  intake.  Urinalyses  with  careful  microscopic 
examination  and  renal  function  tests  should  be 
performed  during  therapy,  particularly  for  those 
patients  with  impaired  renal  function. 

Adverse  Effects:  Among  the  most  common  side 
effects  are  nausea,  vomiting,  rash,  leukopenia  and 
elevations  in  SCOT  and  creatinine. 

Usual  adult  dosage:  two  tablets  every  twelve  hours 
for  10  to  14  days;  no  loading  dose  required. 

*Data  on  file,  Hoffmann- La  Roche  Inc.,  Nutiey,  N.J.  071 10 
M patients  not  available  for  evaluation  at  day  10. 


"BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutiey,  N J 07110 


Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


Complete  Product  Information: 

Description:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
uct, available  in  scored  light-green  tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole. 

Trimethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine. 
It  is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ular weight  of  290.3. 

Sulfamethoxazole  is  /\/'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
an  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lecular weight  of  253.28. 

Actions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
of  dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid. 
Trimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
hydrofolic acid  by  binding  to  and  reversibly  inhibiting  the  required 
enzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
secutive steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
essential  to  many  bacteria. 

In  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
slowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
alone. 

In  vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
bacterial activity  of  Bactrim  includes  the  common  urinary  tract 
pathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
siella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
species. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— meg/ ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

Bacteria 

alone 

alone 

TMP 

SMX 

Escherichia 

coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

Proteus  spp. 
indole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

Proteus 

mirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Klebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

Human  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
administration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
zole are  similar  to  those  achieved  when  each  component  is  given 
> alone.  Peak  blood  levels  for  the  individual  components  occur  one 
I to  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
tively the  same  regardless  of  whether  these  compounds  are  admin- 
istered as  individual  components  or  as  Bactrim.  Detectable 
' amounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
I blood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
! and  trimethoprim  blood  levels  are  proportionately  dose-dependent. 

[ On  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
1 to  sulfamethoxazole  levels  in  the  blood  is  about  1:20. 

I Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
I tein-bound  forms;  trimethoprim  is  present  as  free,  protein-bound 
and  metabolized  forms.  The  free  forms  are  considered  to  be  the 
therapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
oprim and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
blood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
t decreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
I degree;  trimethoprim  does  not  influence  the  protein  binding  of 
! sulfamethoxazole. 

. Excretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
I ular  filtration  and  tubular  secretion.  Urine  concentrations  of  both 
sulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
are  the  concentrations  in  the  blood.  When  administered  together 
as  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
the  urinary  excretion  pattern  of  the  other. 

Indications;  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
tis, pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
£.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
quently, indole-positive  proteus  species). 

Important  note;  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
cially in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Pregnancy  and  during  the  nursing  period  (see  Reproduction 
Studies). 

Warnings:  Deaths  associated  with  the  administration  of  sulfonamides 
have  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
trimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
to  interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
patients  concurrently  receiving  certain  diuretics,  primarily  thia- 
zides, an  increased  incidence  of  thrombopenia  with  purpura  has 
been  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions;  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/  min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose@  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies;  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/ kg  trimethoprim  produced  teratological  effects  mani- 
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RECENT  AMA  UPDATE*  published  some 
statistics  and  tables  on  the  medical  care  ex- 
perience of  the  American  consumer  on  the 
basis  of  surveys  by  the  National  Center  for 
Health  Statistics  of  the  U.S.  Public  Health 

Service.  An  interest- 
Need  ing  table  is  the  follow- 

and  ing  analysis  of  cover- 

Cost  age  of  the  population 

by  private  hospital  in- 
surance in  1970.  It  is  seen  that  over  82  per 
cent  of  all  persons  under  age  65  with  income 
over  $5000  were  covered  by  insurance.  Of 
course,  nearly  100  per  cent  of  persons  over 
65  were  covered  by  Medicare.  Then,  to  be 
specific,  the  problem  of  coverage  by  hospital 
insurance  is  confined  to  the  family  with  in- 
come under  $5000  and  under  age  65.  The 
problem  is  not  this  accurately  defined  by 
some  politicians. 


western  states  comprised  the  highest  propor- 
tion of  this  latter  group.  The  average  out-of- 
pocket  for  physicians’  services  was  $80.  Here, 
again,  is  a clearer  definition  of  the  problem 
of  expense  to  the  patient  than  the  cost  esti- 
mates of  the  clamorous  demands  of  some 
politicians. 

There  are  proposals  in  Congress  for  a 
total  re-organization  and  expansion  of  our 
health  care  delivery.  Creation  of  a new  sys- 
tem with  hundreds  of  HMOs,  with  all  physi- 
cians organized  into  groups,  functioning  in  a 
program  which  can  be  more  easily  monitored 
by  government  for  control  of  quality  of  care 
and  payment  of  costs.  The  price  tag  for  es- 
tablishing these  HMOs  in  terms  of  buildings 
and  equipment  is  staggering.  The  waste  in 
the  abandonment  of  existing  facilities  and 
organizations  is  even  more  staggering.  Many 
experts,  in  and  out  of  government,  believe 


Persons  under  65  years  of  age  with  hospital  Insurance  coverage,  by  color,  income,  and  age:  1970 


White 

Black  and 

Others 

Age 

Under 

$5,000- 

$10,000 

Under 

$5,000- 

$10,000 

$5,000 

$9,999 

and-over 

$5,000 

$9,999 

or  more 

Percent 

All  ages  under  65  years  

49.9 

81.9 

90.3 

38.3 

70.7 

86.9 

Under  17  years  

37.1 

79.6 

89.7 

31.1 

66.0 

86.7 

17-24  years  

59.9 

77.1 

83.5 

49.7 

67.2 

78.4 

25-44  years  

47.5 

83.5 

91.9 

42.8 

74.6 

88.9 

45-64  years  

57.3 

87.3 

92.6 

43.6 

81.0 

92.4 

Another  analysis  by  the  Center  for 
Health  Statistics  was  on  personal  out-of- 
pocket  medical  spending.  This  personal  ex- 
pense is  a measure  of  the  direct  economic 
impact  of  medical  care  on  the  consumer.  Out- 
of-pocket  spending  included  the  consumer’s 
payments  for  his  own  health  insurance  pre- 
mium, the  portion  paid  by  a family  being 
allocated  equally  among  all  the  members. 
Nearly  88  per  cent  of  the  population  experi- 
enced some  out-of-pocket  outlay  in  1970  for 
hospital,  doctor,  dental,  optical,  and  drug  ex- 
penses. The  average  out-of-pocket  spending 
for  persons  with  costs  was  $209.  About  two 
per  cent  of  the  population  (approximately 
four  million  people)  had  expenses  of  $1000 
or  more.  People  over  65  and  people  in  the 

*AMA  UPDATE,  Vol.  3/No.  4,  May-June,  1973. 


that  the  needs  of  the  nation’s  health  care 
system  can  be  met  by  working  within  the 
existing  socio-economic  and  governmental 
framework.  In  an  economy  which  suffers 
more  from  the  size  of  the  governmental  debt 
than  any  other  handicap,  and  in  a nation, 
and  world,  that  is  running  out  of  resources 
and  must  cease  to  waste  if  it  is  to  survive, 
unnecessary  spending  by  government  is 
criminal.  But  some  politicians  do  not  seem 
to  know  this. 

Nevertheless,  there  are  developments 
which  give  us  some  optimism.  One  has  the 
impression  that  the  American  public  is  grad- 
ually assuming  a more  sophisticated  ap- 
proach to  the  “crisis” — there  are  too  many, 
and  many  have  proved  not  to  be  so  gigantic 
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or  urgent  as  advertised.  Also,  many  Amer- 
icans are  now  aware  that  the  nation  no 
longer  has  resources  or  wealth  to  be  ex- 
ploited for  governmental  expediency  or 
political  advantage.  In  many  socio-economic 
areas  we  are  now  trying  to  be  certain  that 
the  problem  is  clearly  defined  and  proven 
and  that  the  cost  of  the  solution  is  definitely 
determined.  In  fact,  many  have  come  to  ac- 
cept that  there  may  be  problems  whose  so- 
lutions are  not  worth  the  threat  to  the 
environment  or  the  cost  to  our  limited  re- 
sources. The  health  care  of  the  nation  is 
vitally  important,  but  problems  to  do  with 
it  must  be  studied  objectively  and  must  be 
solved  in  the  concrete  terms  of  our  resources. 


ROM  TIME  TO  TIME  in  the  doctor’s  lounge 
there  are  lively  discussions  of  air  pollution, 
increasing  population,  rising  food  costs,  or 
the  freeze  of  physicians’  fees  in  Phase  IV. 
Over  the  last  few  years  we  have  all  become 

increasingly  aware  of 
Ecology  the  problems  of  the 

and  the  ecology  and  the  econ- 

Economy  omy.  In  the  last  few 

months  the  energy 
crisis  has  emphasized  to  all  the  developing 
confrontation  between  the  ecologist  and  the 
economist.  The  environment  and  the  econ- 
omy have  become  the  major  concerns  of  the 
nation,  and  the  average  citizen  realizes  that 
they  are  serious  problems  to  which  there 
are  no  ready  answers. 

For  a long  time,  perhaps  dating  to  The 
Affluent  Society  in  1958  by  John  Kenneth 
Galbraith,  the  ecologists  have  debated  the 
belief  that- the  economy  could  continue  un- 
restricted growth  without  incurring  ir- 
remedial  environmental  losses.  Equally  im- 
portant, many  students  (including  some 
economists)  have  been  questioning  the 
basic,  long-standing  theory  that  environmen- 
tal depletions  are  not  important  to  the  econ- 
omy because  with  shortages  of  a material, 
prices  will  rise,  invention  will  be  encouraged, 
and  substitutes  will  be  found.  More  and 
more  of  the  experts  doubt  that  technological 
innovation  will  always  be  able  to  equalize 


resource  depletion.  Few  believe  that  space- 
ship earth  has  limitless  resources  for  its  ex- 
ploding population. 

But  that’s  not  all. 

The  confrontation  between  the  environ- 
ment and  the  economy  is  approaching  the 
basic  issue  — the  distribution  of  wealth. 
Most  economists  have  always  believed  that 
economic  growth  is  the  only  necessity  for 
improving  the  standard  of  living  for  every- 
one, accepting  the  existing  distribution  of 
wealth  as  a given  fact,  and  maintaining  that 
the  greater  the  economic  growth,  the  more 
of  the  profit  that  will  flow  down  to  the  lower 
classes.  Recently,  realization  that  the  capital 
amount  is  decreasing  in  proportion  to  the 
increasing  number  of  people,  thus  limiting 
this  flow,  has  cast  doubt  upon  this  concept. 
Moreover,  when  environmental  limits  put  a 
stop  to  growth  there  will  be  no  share  to  flow 
down  to  the  poor.  The  classes  with  the  re- 
sources, or  capital,  then  become  the  only 
ones  to  profit  from  the  economy,  and  there 
will  be  no  gain  from  labor  — so  the  capital 
will  have  to  be  redistributed. 

Moreover,  when  there  is  an  environmen- 
tal limit  to  growth,  who  is  to  direct  the  econ- 
omy? Control  cannot  be  left  to  private  com- 
peting capital  and  industry.  For  the  welfare 
of  all  of  the  people,  control  must  be  by  a 
political  body.  The  wealth  necessarily  will 
be  redistributed  by  the  government,  who  in 
turn  will  attempt  to  defend  it  from  govern- 
ments and  people  with  less  capital.  In  the 
history  of  man  these  political  and  economic 
changes  in  society  will  make  the  industrial 
revolution  look  like  a preliminary  bout  to 
the  main  event. 

These  are  some  thoughts  and  conclusions 
after  reading  an  analysis  by  Hazel  Hender- 
son, Ecologists  versus  Economists,  in  the 
July-August,  1973  issue  of  Harvard  Business 
Review.  From  the  perspective  of  this  in- 
depth  analysis,  a threatened  housewives’ 
boycott  of  the  supermarket  or  the  physicians’ 
frustration  with  a frozen  conversion  factor 
seem  just  a scratch  on  the  surface  of  the  ice- 
berg. On  the  other  hand,  consumer  demand 
is  the  reason  the  Detroit  auto  industry  builds 
compact  cars  — one  response  to  the  pres- 
sures of  economy  and  ecology  initiated  by 
the  public. 
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Combination  chemotherapy  of 
advanced  Hodgkin’s  disease* 


Jan  L.  Gray,  MD,  and  William  A.  Robinson,  MD,  PhD,  Denver 


Until  recent  years  Hodgkin’s  disease  was 
considered  a fatal  disease.  It  is  now  appar- 
ent that  some  probable  cures  can  be  ob- 
tained with  extensive  radiotherapy  treat- 
ment of  limited  lymph  nodal  involvement  by 
Hodgkin’s  disease.^  However,  when  radio- 
therapy fails  or  disease  is  widespread,  the 
mainstay  of  therapy  has  been  chemotherapy. 
For  many  years  single  agent  chemotherapy 
has  been  used,^  but  recently  these  agents 
have  been  employed  in  various  combinations 
with  an  improved  rate  of  complete  remis- 
sions and  prolonged  survival  times. 

A previous  report  from  the  University  of 
Colorado  Medical  Center  described  the  re- 
sults of  a combination  drug  chemotherapy 
program  using  cyclophosphamide,  procarba- 
zine, prednisone,  and  vincristine  or  vinblas- 
tine on  Hodgkin’s  and  non-Hodgkin’s  lym- 
phoma patients.®  A complete  remission  was 
obtained  in  ten  of  twenty  patients  with  ad- 
vanced Hodgkin’s  disease  treated  with  this 
combination  of  drugs,  regardless  of  prior 
therapy.  The  purpose  of  this  report  is  to  pro- 
vide a further  followup  of  the  initial  patients 
and  to  add  the  results  of  four-drug-combina- 
tion  chemotherapy  on  an  additional  twenty- 
six  patients  with  widespread  Hodgkin’s  dis- 
ease. 

Materials  and  Methods 

All  patients  with  Hodgkin’s  disease  seen 
at  the  University  of  Colorado  Medical  Cen- 
ter from  January,  1969  to  October,  1972, 
were  staged  clinically  according  to  the 
classification  agreed  upon  at  Rye,  New  York 
in  1966.®  All  patients  with  Stage  III-B,  IV-A, 

*From  the  Section  of  Oncology,  Division  of  Hematology, 
University  of  Colorado  Medical  Center.  The  study  is  sup- 
ported by  grants  from  the  National  Institutes  of  Health, 
National  Cancer  Institute  (1RO1CA11305-4  and  CA05058-10), 
the  American  Cancer  Society  Grant  #ET-4C,  General 
Clinical  Research  Centers  Program  of  the  Division  of  Re- 
search Resources  of  the  National  Institutes  of  Health 
(RR-51),  and  Monfort  Hematology  Fund. 


or  IV-B  disease  treated  with  combination 
drug  chemotherapy  are  included  in  this  re- 
port. Forty-six  patients  with  a minimum  of 
six  months  followup  after  initiation  of 
chemotherapy  were  studied.  No  patient  was 
refused  either  referral  to  the  Medical  Cen- 
ter or  combination  drug  chemotherapy  be- 
cause of  extensive  disease. 

Pathologic  material  on  all  patients  was 
reviewed  initially  and  a diagnosis  of  Hodg- 
kin’s disease  was  agreed  upon.  In  most  pa- 
tients pathologic  material  was  re-reviewed 
and  classified  into  four  categories  using  the 
classification  of  Luke’s  and  Butler,^  i.e., 
lymphocyte  predominant,  nodular  sclerosis, 
mixed  cellularity,  and  lymphocyte  depleted. 
Original  biopsy  material  was  not  obtained 
again  on  three  patients  who  had  diagnosis  of 
Hodgkin’s  disease  several  years  prior  to  this 
study. 

Staging  was  based  upon  history  and 
physical  examination  along  with  various 
biopsy  procedures.  Infradiaphragmatic  lym- 
phatic involvement  by  Hodgkin’s  disease  was 
diagnosed  in  the  presence  of  a definitely 
positive  lymphangiogram.  Most  patients, 
however,  were  staged  by  biopsies  of  lymph 
nodes  and  spleen  at  the  time  of  staging 
laparotomy  and  splenectomy.  Patients  were 
Stage  IV  if  definite  involvement  outside  of 
the  lymphatic  system  was  demonstrated  by 
biopsy,  or  by  x-rays  showing  tumor  masses, 
most  frequently  in  the  lung.  Abnormal  liver 
function  tests  were  not  accepted  as  evidence 
of  hepatic  involvement  by  Hodgkin’s  disease. 

Ten-day  courses  of  chemotherapy  were 
given  patients  per  protocol  as  follows;  cyclo- 
phosphamide, 10  mg/Kg  and  vincristine,  .04 
mg/Kg  or  vinblastine,  0.1  mg/Kg  intraven- 
ously on  day  1 and  day  8,  and  prednisone  1.0 
mg/Kg  and  procarbazine  2.5  mg/Kg  orally 
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daily  for  ten  days.  Thirty-seven  patients  re- 
ceived vincristine  while  nine  received  vin- 
blastine with  no  significant  difference  in  re- 
sults of  chemotherapy.  Between  the  first 
and  second  courses  of  therapy  there  was  a 
rest  period  of  eleven  days.  The  length  of  the 
rest  period  was  increased  by  seven  days  after 
each  course  of  therapy  until  five  courses  had 
been  given.  Repeat  ten-day  courses  of  chemo- 
therapy were  then  given  every  2 months  for 
6 months,  then  every  3 months  for  a year. 
If  there  was  no  evidence  of  disease  at  this 
time,  therapy  was  stopped.  The  dosage  of 
cyclophosphamide  was  adjusted  downwards 
for  neutropenia  less  than  3,000  mm®.  Throm- 
bocytopenia requiring  adjustment  of  the 
chemotherapy  dosage  did  not  occur. 

The  toxicity  of  this  regimen  of  therapy 
was  minimal  and  never  necessitated  cessation 
of  therapy.  Toxicities  included  neutropenia, 
nausea  with  occasional  vomiting,  numbness 
and  tingling  of  the  extremities,  occasional 
loss  of  deep  tendon  reflexes,  and  alopecia. 
Anemia  was  common  early  in  the  course  of 
therapy  but  improved  with  improvement  in 
Hodgkin’s  disease.  Hemorrhagic  cystitis  was 
not  seen  in  this  group  of  patients. 

Response  to  treatment  was  defined  as  a 
complete  remission  if  all  physical  findings, 
radiographic  changes,  and  symptomatology 
of  Hodgkin’s  disease  disappeared,  and  de- 
fined as  a partial  remission  if  there  was 
definite  shrinkage  of  tumor  masses  and 
symptomatic  improvement  without  complete 
disappearance  of  disease. 

Results 

Forty-six  patients  were  treated  with  four- 
drug-combination  chemotherapy  per  protocol. 
Table  1 displays  results  in  relationship  to 
previous  therapy.  The  complete  remission 
rate  was  highest  in  patients  without  previous 
therapy  or  radiotherapy  only.  It  was  lowest 
in  patients  who  had  received  previous 
chemotherapy.  Six  of  the  eight  patients  who 
had  no  response  to  four-drug-combination 
chemotherapy  had  received  previous  single 
agent  chemotherapy.  Twenty-five  (55%)  of 
the  forty-six  patients  treated  with  four 
drugs  had  complete  remissions  (CR) , thir- 
teen (28%)  had  partial  remissions  (PR),  and 
eight  (17%)  had  no  response  to  therapy 
(NR) . Response  was  evident  within  one 


TABLK  1 

KESl’ONSE  TO  THERAPY  RELATED  TO 

PREVIOUS  TREATMENT 


Previous  Therapy 

CR» 

PR** 

NR*** 

Total 

None 

9 

(60%) 

5 

(33%) 

1 

(7%) 

15 

Radiotherapy  Only 

5 

(62%) 

2 

(25%) 

1 

(13%) 

8 

Chemotherapy 

11 

(48%) 

6 

(26%) 

6 

(26%) 

23 

Total 

25 

(55%) 

13 

(28%) 

8 

(17%) 

46 

*CR  = Complete  Remission 
**PR  = Partial  Remission 
***NR  = No  Response 

TABLE  2 

RESPONSE  TO  THERAPY  RELATED  TO 
HISTOPATHOLOGY 
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PR 

0 
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(28%) 

5 

(31%) 

3 (37%) 

13 

NR 

0 

1 

( 5%) 

4 

(25%) 

1 (13%) 

6 

Total 

1 

18 

16 

8 

43 

month  of  initiation  of  chemotherapy  in  the 
majority  of  patients  responding  to  treat- 
ment. 

Response  to  therapy  in  relationship  to 
histopathology  is  evaluated  in  Table  2.  Only 
one  patient  had  lymphocyte  predominant 
Hodgkin’s  disease,  and  he  obtained  a com- 
plete remission.  Patients  with  mixed  cellu- 
larity  Hodgkin’s  disease  had  the  best  re- 
sponse rate  with  twelve  of  eighteen  (67%) 
achieving  complete  remission  whereas  those 
with  lymphocyte  depleted  Hodgkin’s  disease 
had  the  poorest  response  rate  with  only 
seven  of  sixteen  (44%)  achieving  a complete 
remission.  Of  the  three  patients  on  whom  we 
were  unable  to  obtain  the  original  pathology, 
one  had  a complete  remission  while  two 
failed  to  respond  to  four-drug-combination 
chemotherapy. 

Response  to  therapy  related  to  chnical 
staging  is  seen  in  Table  3.  All  patients  in  this 
study  were  Stage  III-B,  IV-A,  or  IV-B  at  the 
time  of  chemotherapy.  Patients  with  lesser 
stages  of  Hodgkin’s  disease  seen  during  the 
period  of  this  study  were  treated  with  exten- 
sive radiotherapy.  As  would  be  expected,  pa- 
tients with  Stage  IV-B  disease  did  the  poor- 
est with  only  fifteen  of  thirty -two  (47%) 
achieving  a complete  remission  while  seven 
of  the  eight  complete  drug  failures  in  this 
program  were  Stage  IV-B.  This  series  was 
heavily  weighted  with  Stage  IV-B  patients 
with  thirty-two  of  forty-seven  (68%)  having 
this  far  advanced  stage.  Patients  with  Stage 
HI-B  or  IV-A  disease  had  essentially  iden- 
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HKSPOIVSE  TO  THERAPY  RELATED  TO 
CLINICAL  STAGE 

III-B  IV- A IV- B 

CR  7 (64%)  2 (66%)  15  (47%) 

PR  3 (27%)  1 (33%.)  10  (31%) 

NR  1(9%,)  0 7 (22%,) 

Total  11  3 32 

TABLE  4 

RESPONSE  TO  THERAPY  RELATED  TO  SEX 
Sex  CR  PR  NR  Total 

Male  16  (52%)  9 (29%,)  6 (19%,)  31 

Female  9 (60%)  4 (27%,)  2 (13%)  15 


TABLE  5 

RESPONSE  TO  THERAPY  RELATED  TO  AGE 
Awe  CR  I’R  NR  Total 

16-30  yrs.  14  (64%,)  8 (36%)  0 21 


31-69  yrs. 


11  (16%.) 


5 (21%,) 


8 (33%) 


24 


TABLE  (i 

RESPONSE  RELATED  TO  DURATION  OF 
DISEASE  PRIOR  TO  THERAPY 

CR  I’R  NR  Total 

Diagnosis  < 10  mos.  16  7 2 25 

Diagnosis  >10  mos.  9 6 6 21 


tical  response  rates  with  nine  of  fourteen 
(64%)  in  these  groups  achieving  complete 
remissions. 

There  were  thirty-one  males  anii  fifteen 
females  in  this  series.  The  male  prepon<ier- 
ance  reflects  the  inclusion  of  patients  seen  at 
the  Denver  Veterans  Aiiministration  Hos- 
pital. There  was  no  significant  (difference  in 
response  rate  in  relationship  to  sex  of  the  pa- 
tient as  shown  in  Table  4. 

Response  to  therapy  in  relationship  to 
age  is  seen  in  Table  5.  Twenty-two  patients 
rangeid  in  age  from  16  to  30  years  while 
twenty-four  patients  rangeid  from  31  to  69 
years.  All  patients  in  this  series  30  years  or 
younger  had  a complete  or  partial  remission 
of  disease  with  64%  having  complete  remis- 
sions. Conversely  only  46%  of  the  older 
group  of  patients  achieved  complete  remis- 
sions while  eight  (33  %f)  failed  to  respond  to 
four-drug-combination  chemotherapy. 

Twenty-five  patients  had  Hodgkin’s  dis- 
ease for  10  months  or  less  prior  to  initia- 
tion of  four-drug-combination  chemotherapy 
while  twenty-one  patients  had  the  diagnosis 
from  14  to  276  months  prior  to  chemotherapy 
(Table  6).  Sixteen  of  twenty-five  (64%)  pa- 
tients with  disease  of  less  than  10  months 
duration  had  complete  remissions  while  only 
nine  of  twenty-one  (43%.)  with  Hodgkin’s 
disease  for  longer  than  10  months  prior  to 
four-drug-chemotherapy  had  complete  re- 
missions. The  difference  in  response  to  ther- 
apy between  these  two  groups  is  probably 


somewhat  artificial,  however,  since  most  pa- 
tients with  disease  for  more  than  10  months 
prior  to  four-drug-chemotherapy  had  re- 
ceived previous  therapy,  usually  single 
agent  chemotherapy. 

The  average  duration  of  response  is  seen 
in  Table  7.  Complete  remissions  were 
achieved  in  twenty-five  patients  with  an  av- 
erage duration  of  response  of  23+  months 
and  a range  of  3 to  53  months.  Of  the  pa- 
tients achieving  complete  remission,  sixteen 
of  twenty-five  (64%)  were  without  evidence 
of  Hodgkin’s  disease  6 to  53  months  after 
initiation  of  therapy.  Thirteen  patients  had 
partial  remissions  averaging  3 months  with 
a range  of  1 to  12  months. 

Average  survival  after  initiation  of  four- 
drug-combination  chemotherapy  was  much 
longer  in  responding  patients  than  in  non- 
responders with  partial  responders  inter- 
mediate (Table  8) . Average  survival  after 
starting  therapy  was  25  + months  for  pa- 
tients achieving  a complete  remission  with  a 
range  of  6 to  53  + months.  Sixteen  are  still 
alive  in  remission,  four  are  alive  with  dis- 
ease on  other  therapy  while  five  have  re- 
lapsed and  died.  Thirteen  patients  with  par- 
tial remissions  had  an  average  survival  of 
14  months  after  start  of  therapy  with  a 
range  of  3 to  48  months.  Four  are  alive  with 
disease  on  other  therapy  while  nine  have 
died.  Average  survival  of  the  eight  non- 
responders was  3 months  with  seven  pa- 
tients dead  and  only  one  still  alive. 


CR 

PR 


CR 

PR 

NR 


Number 

25 

13 


TABLE  7 

AVERAGE  DURATION  OP  RESPONSE 


AveraKe 

23  + mos. 
3 mos. 


Ranpre  No.  Still  Responding  Range 

3-53  mos.  16  (64%)  6-53  mos. 

1-12  mos.  0 


TABLE  8 

AVERAGE  SURVIVAL  FROM  ONSET  OF  THERAPY 

No.  Alive 

Number  Average  Range  With  Remi.ssion 

25  254-  mos.  6-53  mos.  16  (64%,) 

13  14  mos.  3-48  mos.  0 

8 3 mos.  1-11  mos.  0 


Alive  NVith 
Disease  Dead 

4 5 

4 9 

1 7 
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Discussion 

The  first  effective  chemotherapeutic 
agent  became  available  with  nitrogen  mus- 
tard in  1946,®  and  new  agents  continue  to  be- 
come periodically  available.^  The  commonly 
used  agents  have  included  alkylating  drugs 
such  as  mechlorethamine,  cyclophosphamide 
or  chlorambucil,  the  vinca  alkaloids  such  as 
vincristine  or  vinblastine,  adrenocorticoste- 
roids,  procarbazine,  and  more  recently  car- 
mustine,  lomustine,  bleomycin,  and  possibly 
adriamycin.  Initially  these  agents  were  used 
singly  which  resulted  in  an  average  response 
rate  of  40  to  75%  partial  and  complete  re- 
missions with  a mean  unmaintained  response 
time  of  3 months.®  With  maintenance  therapy 
average  response  time  was  lengthened  to  9 
months.  However,  most  of  these  responses 
were  partial  with  only  10  to  30%  of  patients 
having  complete  remissions  of  Hodgkin’s  dis- 
ease.'® 

Recently  multiple  drug  regimens  have 
been  used  in  the  treatment  of  Hodgkin’s  dis- 
ease.®'® These  combinations  have  used  drugs 
with  different  mechanisms  of  action  and 
usually  different  toxicities.  Theoretically,  it 
would  be  possible  to  attack  Hodgkin’s  disease 
from  several  different  angles  while  spread- 
ing out  the  side  effects  of  therapy.  Complete 
remission  rates  with  these  multiple  drug 
regimens  which  have  included  an  alkylating 
agent,  a vinca  alkaloid,  a steroid,  and  pro- 
carbazine have  ranged  from  70  to  86%  in  pa- 
tients previously  untreated  or  treated  with 
x-ray  therapy  alone,  and  30  to  40%  for  pa- 
tients previously  treated  with  chemothera- 
peutic agents. Of  great  interest  is  the  pro- 
longed duration  of  remissions  in  responding 
patients  which  has  averaged  greater  than  2 
years.  One  group  of  investigators  reported 
that  nearly  50%  of  patients  responding  to 
combination  drug  chemotherapy  remain  free 
of  disease  after  a minimum  followup  of  32 
months.® 

In  this  study  the  complete  remission  rate 
was  55%,  the  partial  remission  rate  was  28%, 
and  the  overall  response  rate  was  83%.  The 
most  favorable  patients  were  those  who  were 
young,  with  either  Stage  HI-B  or  IV-A  dis- 
ease, mixed  cellularity  (only  one  patient  had 
lymphocyte  predominant  type) , and  who  had 
not  received  prior  chemotherapy. 


For  uncertain  reasons  results  of  chemo- 
therapy in  this  series  are  somewhat  less  fav- 
orable than  some  of  the  results  reported  in 
the  literature.  This  series  was  heavily 
weighted  with  Stage  IV-B  patients  (68%), 
who  are  less  favorable  candidates  for  suc- 
cessful chemotherapy.  Furthermore  the  ma- 
jority of  these  patients  were  histologically 
proven  to  be  Stage  IV-B  by  biopsy.  Pulmo- 
nary involvement  was  frequently  proven  by 
bronchial  brush  biopsy,  closed  needle  biopsy, 
or  occasionally  open  lung  biopsy.  On  liver 
biopsy,  Reed-Sternberg  cells  or  large  reticu- 
lum cells,  with  known  Hodgkin’s  disease  else- 
where, were  accepted  as  evidence  for  liver 
involvement.  Reed-Sternberg  cells  or  diffuse 
fibrosis  was  accepted  as  evidence  for  Hodg- 
kin’s disease  on  bone  marrow  biopsy.  Abnor- 
mal liver  function  tests  were  not  accepted  as 
evidence  for  hepatic  Hodgkin’s  disease  with- 
out a confirming  liver  biopsy. 

Most  studies  of  multiple  drug  chemo- 
therapy for  Hodgkin’s  disease  have  used  ni- 
trogen mustard  as  the  alkylating  agent. 
Cyclophosphamide  was  chosen  for  this  study 
primarily  because  it  can  be  given  to  out- 
patients with  minimal  toxicity,  particularly 
without  the  severe  nausea  and  vomiting  that 
usually  follows  the  administration  of  nitro- 
gen mustard.  In  this  series  the  occurrence  of 
alopecia  or  bone  marrow  depression  were 
minimal  problems  and  there  were  no  cases 
of  hemorrhagic  cystitis  and  no  deaths  attrib- 
utable to  chemotherapy.  Some  investigators 
have  reported  no  significant  difference  in 
results  of  combination  chemotherapy  of 
Hodgkin’s  disease  whether  nitrogen  mustard 
or  cyclophosphamide  was  used.®  On  the  other 
hand,  some  consider  nitrogen  mustard  to  be 
a slightly  more  effective  drug  than  cyclo- 
phosphamide in  the  treatment  of  Hodgkin’s 
disease  even  though  this  has  not  been  proven 
to  be  a statistically  significant  difference.^ 

In  summary,  Hodgkin’s  disease  has 
proved  to  be  a complex  and  unpredictable 
disease.  However,  it  is  now  apparent  that 
some  patients  with  Stage  I or  H Hodgkin’s 
disease  and  possibly  Stage  HI-A,  can  be  cured 
by  intensive  radiotherapy  to  the  major  lymph 
node-bearing  areas.  Results  of  therapy  in 
more  advanced  stages  of  diseases  with  single 
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agent  chemotherapy,  while  frequently  tem- 
porarily beneficial,  have  been  disappointing 
on  a long  term  basis.  More  recently  results 
with  multiple  agent  chemotherapy  have  of- 
fered more  hope  for  the  patient  with  wide- 
spread Hodgkin’s  disease.  A greater  than 
fifty  per  cent  complete  remission  rate  can 
be  expected  with  prolonged  survival  in  re- 
sponding patients  and  long  disease-free  in- 
tervals. Further  years  of  followup  are  neces- 
sary to  determine  how  long  disease-free  in- 
tervals will  last. 

Summary 

Forty-six  patients  with  advanced  stages 
of  Hodgkin’s  disease  with  or  without  prior 
therapy  were  treated  with  an  intensive  four- 
drug-chemotherapeutic  program  consisting  of 
cyclophosphamide,  prednisone,  procarbazine, 
and  vincristine  or  vinblastine.  A complete 


remission  was  obtained  in  twenty-five  of 
forty-six  (55%)  and  a partial  remission  in 
thirteen  of  forty-six  (28%)  of  all  patients 
treated,  for  an  overall  response  rate  of  83%. 
The  majority  of  complete  failures  to  respond 
to  multiple  agent  chemotherapy  had  been 
previously  treated  with  single  agent  chemo- 
therapy. Drug  toxicity  was  minimal  and  no 
deaths  were  attributable  to  chemotherapy. 
Of  the  complete  responders,  sixteen  (64%) 
are  still  alive  without  evidence  of  Hodgkin’s 
disease  from  6 to  53  months  after  the  initia- 
tion of  combination  chemotherapy.  Patients 
younger  than  31  years  with  Stage  III-B  or 
IV- A disease,  a mixed  cellularity  histo- 
pathologic type,  and  no  prior  treatment  or 
radiotherapy  only,  were  the  best  candidates 
for  a complete  remission  from  multiple  agent 
chemotherapy.  • 
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Cocktail  purpura 


Quinine-dependent  thrombocytopenia 


Bernard  C.  Korbitz,  MD,  Denver,  and  Eric  Eisner,  MD, 

Madison,  Wisconsin* 


The  authors  report  two  cases  of 
immunologically  proven  quinine-dependent 
thrombocytopenia,  and  propose  that 
many  cases  of  ‘"^idiopathic  thrombocytopenic 
purpura”  may  represent  a similar  reaction 
to  minute  amounts  of  other  toxins. 


The  syndrome  of  quinine-induced  thrombo- 
cytopenia is  a well  recognized  entity,  how- 
ever only  recently  has  it  been  appreciated 
that  extremely  small  doses  of  quinine  may 
evoke  a severe  thrombocytopenia^'^  In  1966, 
Belkin  described  a case  of  thrombocytopenic 
purpura  due  to  the  ingestion  of  small 
amounts  of  quinine  in  cocktails  containing 
quinine  water,  and  he  appropriately  entitled 
his  case  report  as  “Cocktail  Purpura.”^  We 
have  subsequently  encountered  two  patients 
who  initially  presented  with  “Idiopathic 
Thrombocytopenic  Purpura”  but  whom  upon 
further  study  and  immunologic  investiga- 
tion were  proved  to  have  thrombocytopenia 
due  to  quinine  present  in  minute  quantities 
in  quinine-containing  alcoholic  beverages.  To 
our  knowledge  these  patients  represent  the 
second  and  third  cases  of  “cocktail  purpura” 
to  be  reported  in  the  literature. 

CASE  REPORTS 

Case  1:  A 34-year-old  unmarried  white  female 
was  first  seen  by  her  family  physician  in  August 
of  1969,  complaining  of  scattered  petechiae  and 
ecchymoses  on  her  extremities  and  recurrent 
epistaxes  which  had  occurred  the  preceding  three 

*Dr.  Korbitz  is  former  Director  of  Internal  Medicine,  Pres- 
byterian Medical  Center,  and  Assistant  Clinical  Professor 
of  Medicine,  University  of  Colorado  Medical  Center,  Den- 
ver, Colorado,  Dr.  Eisner  is  Assistant  Professor  of  Med- 
icine, University  of  Wisconsin  Medical  School,  Madison, 
Wisconsin. 


days.  Physical  examination  was  imremarkable  at 
that  time,  except  for  the  hemorrhagic  skin  mani- 
festations. Two  days  prior  to  the  onset  of  the 
hemorrhagic  manifestations,  she  drank  two  cock- 
tails containing  gin  and  quinine  water.  When  the 
petechiae  and  ecchymoses  appeared,  she  con- 
sulted her  physician.  A complete  blood  count 
showed  decreased  platelets  on  blood  smear,  and 
she  was  placed  on  15  mg  of  prednisone  daily.  Dur- 
ing the  next  three  days  her  symptoms  showed 
definite  objective  and  symptomatic  improvement 
in  that  the  petechiae  faded  and  no  further  epis- 
taxes occurred.  On  the  third  day  of  prednisone 
administration  the  patient  drank  an  additional 
cocktail  containing  gin  and  quinine  water  and  the 
following  morning  developed  severe  epistaxis,  va- 
ginal bleeding,  and  showers  of  new  petechiae. 
After  consulting  her  physician,  she  was  admitted 
to  a hospital.  At  that  time,  physical  examination 
demonstrated  active  vaginal  bleeding,  widespread 
petechiae  and  ecchymoses  over  her  extremities 
and  trunk,  as  well  as  bleeding  from  the  external 
nares.  There  was  no  splenomegaly  or  hepatomeg- 
aly and  no  significant  lymphadenopathy. 

Laboratory  studies  showed  a hemoglobin  of 
12.5  grams  %,  hematocrit  36%,  white  count  9,300/ 
mm3  with  74%  segmented  neutrophils,  1%  band 
neutrophils,  19%  lymphocytes,  5%  monocytes,  and 
1%  eosinophils.  Direct  platelet  count  was  2,000/ 
mm. 3 The  urinalysis  was  negative  as  was  the 
VDRL.  By  sternal  bone  marrow  aspirate  there 
was  an  ME  ratio  of  3.T.  The  erythroid  and  granu- 
locytic development  were  entirely  normal,  how- 
ever there  was  mild  hyperplasia  of  the  megakary- 
ocytes. 

It  was  thought  that  the  marrow  picture  was 
compatible  with  either  Idiopathic  Thrombocyto- 
penic Purpura  or  questionably  a drug-induced 
thrombocytopenia.  The  patient  was  continued  on 
15  mg  of  prednisone  daily  for  two  additional  days, 
after  which  time  prednisone  was  raised  to  60  mg 
per  day  and  then  gradually  tapered  over  a period 
of  approximately  14  days.  Two  days  alter  the 
prednisone  had  been  increased  to  60  mg  per  day, 
the  patient’s  platelet  count  reached  165,000/mm3 
and  three  days  later  the  count  was  722,000/mm.3 
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During  the  subsequent  week,  dosage  was  grad- 
ually tapered  and  discontinued,  and  by  the  sec- 
ond week  the  patient  was  no  longer  taking  any 
prednisone  and  was  free  of  all  symptoms.  Serum 
samples  were  obtained  during  the  initial  week  of 
the  patient’s  illness  while  she  was  hospitalized 
and  while  she  was  receiving  15  mg  of  prednisone 
daily,  and  these  serum  samples  were  utilized  in 
the  serologic  studies  which  are  to  be  reported 
later.  Approximately  two  months  after  the  pred- 
nisone was  discontinued  the  patient  was  patch- 
tested  with  quinine  by  a previously  reported  oc- 
clusive skin  patch  test  method,  and  she  had  a 
definite  skin  sensitivity  to  a saturated  solution  of 
quinine  which  resulted  in  a petechial  rash,  how- 
ever she  did  not  have  a positive  patch  test  to 
quinidine. 

Case  2:  A 22-year-old  married  white  male  was 
initially  seen  in  September  of  1970  because  of 
severe  thrombocytopenia.  He  noted  petechiae  on 
his  feet,  several  days  prior  to  admission  and  was 
seen  by  his  family  physician.  He  was  subsequently 
referred  to  one  of  the  authors,  B.K.,  who  hos- 
pitalized him  for  evaluation.  The  patient  stated 
that  while  taking  a shower  he  noted  red  spots 
on  his  hands,  feet,  and  legs.  He  specifically  de- 
nied taking  any  medication,  however  there  was 
a definite  history  of  the  intake  of  alcoholic  bev- 
erages containing  quinine  water  during  the  im- 
mediate period  preceding  the  onset  of  his  symp- 
toms. The  patient  interestingly  enough  stated  that 
prior  to  the  present  summer  he  had  usually  drunk 
alcoholic  beverages  containing  cola  and  rum,  how- 
ever during  the  summer  preceding  his  hospital- 
ization he  had  begun  drinking  occasional  “gin  and 
tonics.”  During  the  week  preceding  the  onset  of 
his  symptoms,  he  had  ingested  approximately  five 
“gin  and  tonic”  cocktails  over  a period  of  five 
days. 

Physical  examination  was  essentially  negative 
except  for  scattered  petechiae  on  both  hands,  feet, 
arms  and  legs.  There  were  also  a few  petechiae 
on  the  face  and  large  ecchymoses  on  the  posterior 
pharyngeal  wall,  and  petechiae  on  the  hard  and 
soft  palate.  The  tip  of  spleen  could  questionably 
be  felt.  There  was  no  hepatomegaly  and  no  other 
significant  positive  physical  findings. 

Initial  laboratory  work  showed  a white  count 
of  8,900/mm3  with  69%  segmented  neutrophils, 
4%  band  neutrophils,  19%  lymphocytes,  7% 
monocytes  and  1%  eosinophils.  Hemoglobin  was 
14.5  grams%,  hematocrit  was  43%,  a direct  plate- 
let count  was  2,000/mm.3  VDRL  was  negative. 
Urinalysis  was  also  negative.  A monospot  test  for 
infectious  mononucleosis  was  negative.  A survey 
chemical  panel  was  entirely  within  normal  limits. 
Sternal  bone  marrow  aspirate  showed  mild 
megakaryocytic  hyperplasia  of  the  marrow  with 
normal  maturation  of  the  erythroid  and  granulo- 
cytic series. 

A presumptive  diagnosis  of  Idiopathic  Throm- 
bocytopenic Purpura  was  made,  although  with 


the  patient’s  history  it  was  suspected  that  he  too 
might  have  quinine-induced  thrombocytopenic 
purpura.  Serum  samples  were  obtained  both  be- 
fore and  after  starting  prednisone,  40  mg  daily, 
and  also  after  the  patient  had  been  taken  off 
prednisone.  By  the  6th  hospital  day,  and  the  5th 
day  after  initiation  of  prednisone  therapy,  the  di- 
rect platelet  count  showed  a rise  to  21,000/mm''^ 
and  by  the  7th  hospital  day  it  had  risen  to 
42,000/mm.-‘*  The  patient  was  eventually  dis- 
charged and  over  the  ensuing  three  weeks  pred- 
nisone was  gradually  tapered  and  within  six 
weeks  of  his  initial  hospitalization  he  was  no 
longer  taking  prednisone  and  his  platelet  counts 
by  this  time  were  between  150,000/mm''5  and 
250,000/mm.’'5 

Serologic  Studies  « 

The  quinine-dependent  anti-platelet  anti- 
bodies which  were  identified  in  both  of  these 
patients,  were  determined  by  the  method  of 
Horowitz,  et  ah,  and  also  by  the  method 
which  was  previously  described  by  Eisner 
and  Korbitz.®-®  In  this  method  the  patient’s 
serum  is  heated  for  30  minutes  at  56°  in 
order  to  destroy  complement.  The  heat  in- 
activated serum  is  incubated  with  platelet- 
rich  plasma  from  normal  donors  in  the  pres- 
ence of  quinine,  and  in  the  cases  described 
here,  the  heat  inactivated  serum  from  both 
patients  resulted  in  a marked  increase  in 
thromboplastic  activity.  By  contrast,  utiliz- 
ing heat  inactivated  serum  from  controls, 
there  was  little  if  any  increased  activity 
when  normal  serum  or  saline  were  incubated 
with  platelets  either  in  the  presence  or  ab- 
sence of  quinine.  As  outlined  in  our  earlier 
paper,  further  characterization  of  the  qui- 
nine-dependent antiplatelet  serum  activity 
was  carried  out  in  the  following  manner.  In 
patient  number  one,  by  Sephadex  G200  gel 
filtration,  activity  was  present  only  in  the  7S 
containing  fraction  and  was  not  present  in 
the  19S  fraction.  Further  characterization 
also  showed  that  the  7S  globulin  was  defi- 
nitely an  IgG  globulin.  By  absorption  of  this 
patient’s  serum  by  rabbit  antibody  to  spe- 
cific human  IgG  globulin,  the  activity  was 
removed  by  absorption  by  anti-IgG,  but  was 
not  removed  by  absorption  with  anti-IgA, 
anti-IgM  or  by  normal  control  non-antibody 
containing  rabbit  gamma  globulin.  This  in- 
formation therefore  indicated  that  in  case 
number  one,  the  patient  had  a quinine-de- 
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pendent  antibody  which  was  in  the  IgG  frac- 
tion. Similar  studies  were  carried  out  with 
serum  from  case  number  two  and  the  results 
have  been  extensively  reported  in  our  earlier 
paper.  In  brief,  these  studies  showed  that  in 
this  patient,  two  distinct  antibodies  were 
present,  one  being  an  IgG  antibody  and  the 
other  an  IgM  antibody,  and  both  were 
quinine-dependent.  The  quinine-dependent 
antibody  from  this  patient’s  serum  could  not 
be  shown  to  fix  complement.  For  purposes 
of  brevity  we  refer  you  to  our  earlier  paper 
for  the  specific  data  obtained  on  this  pa- 
tient.® 

Skin  Testing  for  Quinine  Hypersensitivity 

In  an  earlier  paper  we  have  reported  an 
occlusive  skin  patch  test  technic  which  was 
utilized  for  the  first  time  in  patient  number 
one.  This  test  showed  that  as  late  as  two 
months  after  the  subsidence  of  her  symp- 
toms, the  patient  had  a marked  skin  reactiv- 
ity to  saturated  solutions  of  quinine  when 
tested  by  a unique  occlusive  patch  test 
method.'^  The  patient,  however,  did  not  react 
to  saturated  solutions  of  quinidine  and  nor- 
mal volunteers  tested  similarly  with  quinine 
and  quinidine  failed  to  react  to  either  of  the 
agents.  The  reader  is  again  referred  to  the 
previous  paper  for  the  specifics  of  the  patch 
test  technic.  Because  of  problems  with  the 
second  patient’s  inability  to  be  absent  from 
work,  patch  tests  were  not  carried  out. 

Discussion 

The  entity  of  quinine-induced  thrombocy- 
topenic purpura  has  been  known  since  1865.^ 
Belkin  in  1966,  however,  described  the  first 
case  of  “cocktail  purpura”  in  which  a patient 
was  shown  to  have  quinine-induced  throm- 
bocytopenic purpura  due  to  minute  quanti- 
ties of  quinine.  It  is  felt  that  the  quantity  of 
quinine  in  most  brands  of  “quinine  water  or 
tonic  water”  is  approximately  8 mg/100  ml.^ 
This  would  indicate  therefore,  that  the  two 
patients  described  here,  as  well  as  the  first 
case  of  “cocktail  purpura”  reported  by  Bel- 
kin, developed  severe  thrombocytopenic  pur- 
pura after  the  ingestion  of  total  quantities 
of  quinine  in  the  vicinity  of  12  to  20  or  30  mg 
of  quinine,  which  are  certainly  extremely 
small  quantities.  The  mechanism  of  quinine- 
induced  thrombocytopenic  purpura  has  been 


studied  and  has  been  thought  to  be  similar 
to  that  associated  with  both  Sedormid  and 
quinidine.  In  this  mechanism  the  quinine 
acts  as  a haptene,  combining  with  the  plate- 
let and  providing  an  antigenic  stimulus.  The 
antibody  which  is  induced  in  response  to  the 
stimulus  then  combines  with  the  platelet- 
drug  complex  causing  agglutination  of  plate- 
lets and  subsequent  lysis.  Belkin  was  able  to 
demonstrate  inhibition  of  clot  retraction 
when  serum  from  his  patient  was  incubated 
in  the  presence  of  quinine;  however,  no  other 
serological  studies  were  performed.  Also  Bel- 
kin was  able  to  demonstrate  a mild  general- 
ized increase  of  capillary  fragility  after  ap- 
plying gauze  patches  saturated  with  quinine 
on  the  patient’s  forearm  for  48  hours  and 
then  applying  capillary  stress  with  a sphyg- 
momanometer for  10  minutes.  Belkin,  how- 
ever, described  only  a “mild  generalized  in- 
crease” in  capillary  fragility  in  the  area  in 
which  he  patch  tested  his  patient."* 

We  believe  the  significance  of  these  two 
case  reports  is  that  not  only  were  we  able 
to  definitely  prove  serologically  that  the  pa- 
tients had  quinine-dependent  antiplatelet 
antibodies  but  also  the  heterogeneity  of  the 
antibodies.  Patient  number  one  had  only  one 
identifiable  quinine-dependent  antiplatelet 
antibody  which  was  present  in  the  IgG  frac- 
tion whereas  patient  number  two  had  two 
antibodies  which  were  quinine-dependent, 
one  of  which  was  an  IgG  antibody,  the  other 
an  IgM  antibody.  Furthermore,  patient  num- 
ber one  exhibited  marked  skin  test  sensitiv- 
ity when  patch  tested  with  occlusive  patch 
test  technic  two  months  after  her  initial 
symptoms,  and  had  rather  marked  and  per- 
sistent petechial  lesions  present  which  per- 
sisted for  many  days  after  the  patch  test. 
This  lends  credence  to  Ackroyd’s  postulate 
that  there  is  antigenic  similarity  or  identity 
of  megakaryocytic  protein,  platelet  protein, 
and  capillary  endothelial  protein,  and  this 
probably  accounts  for  the  presence  of  pete- 
chiae  especially  after  capillary  stress  in  pa- 
tients who  have  quinine-induced  thrombocy- 
topenic purpura.®"** 

To  our  knowledge  these  two  cases  of  cock- 
tail purpura  represent  only  the  second  and 
third  cases  to  be  definitely  reported  in  the 
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world  literature,  Belkin’s  original  descrip- 
tion being  the  first  case,  although  Calnan 
and  Caron  in  1961,  described  a case  of  possi- 
ble quinine  sensitivity  in  which  a patient  de- 
veloped “a  skin  rash”  after  the  ingestion  of 
a beverage  containing  gin  and  “bitter 
lemon. Since  our  two  cases  of  “cocktail 
purpura”  were  detected  within  a period  of 
approximately  two  years  in  Madison,  Wis- 
consin, a city  of  approximately  170,000  pop- 
ulation, it  is  our  belief  that  this  entity  is 
probably  much  more  prevalent  than  is  gen- 


erally suspected.  Also,  many  cases  of  Idio- 
pathic Thrombocytopenic  Purpura  may  be 
due  to  minute  quantities  of  offending  agents, 
which  have  gone  undiscovered  and/or  un- 
suspected. We  believe  that  this  report  and 
our  previous  studies  should  prompt  all 
hematologists  to  carry  out  a careful  immu- 
nologic study  and  exhaustive  history  for 
suspected  drugs  or  toxins,  before  labeling  a 
patient  with  thrombocytopenic  purpura  as 
having  “Idiopathic  Thrombocytopenic  Pur- 
pura.” • 
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Cancer  of  the  hypopharynx  and  larynx 


Gary  K.  Thomas,  MD,  and  James  L.  Parkin,  MD,  Salt  Lake  City* 


Carcinoma  of  the  larynx  and  hypopharynx 
remains  an  enigma.  The  overwhelming  ma- 
jority of  these  tumors  are  visible  to  mirror 
examination,  yet  many  of  them  are  far  ad- 
vanced when  first  diagnosed,  particularly 
those  tumors  involving  the  hypopharynx  and 
the  “silent”  or  non-vocal  areas  of  the  larynx. 
It  is  well  known  that  survival  in  carcinoma 
of  these  regions  is  directly  related  to  size  of 
the  primary  tumor  and  the  presence/or  ab- 
sence of  metastasis  to  the  regional  lymph 
nodes.  Distant  spread,  if  it  occurs,  usually  is 
late.  If  these  tumors  are  discovered  when 
they  are  small,  prior  to  occurrence  of  re- 
gional nodal  metastasis,  the  curability  is 
greatly  enhanced.  It  must  be  recognized  that 
only  those  laryngeal  lesions  involving  the 
true  vocal  cords  signal  their  presence  early 
by  hoarseness,  whereas  tumors  of  the  re- 
mainder of  the  larynx  and  hypopharynx  are 
“silent”,  typically  having  few  if  any  early 
symptoms.  As  the  “silent”  lesion  progresses, 
a vague  sensation  of  fullness  or  mild  dys- 
phagia may  be  noted,  then  later,  referred 
pain  to  the  ear,  marked  dysphagia,  and 
finally  dysphonia  and  airway  obstruction 
may  occur.  Often  the  first  sign  may  be  a 
metastatic  mass  in  the  neck,  particularly  in 
carcinoma  of  the  hypopharynx. 

It  is  accepted  that  heavy  users  of  alcohol 
and  tobacco  are  at  much  greater  risk  in  de- 
veloping carcinoma  in  this  area  and  that 
males  far  outweigh  females  in  this  incidence. 
However,  women  having  the  Plummer-Vin- 
son  syndrome  have  a high  incidence  of  asso- 
ciated carcinoma  of  the  hypopharynx  and 
esophagus. 

*From  the  Division  of  Otolaryngology,  University  of  Utah 
College  of  Medicine.  Salt  Lake  City. 


A vigorous  attack  on  this  disease  is  man- 
datory. It  should  be  remembered  that  in  spite 
of  a lesion  being  locally  far  advanced,  even 
with  regional  lymph  node  involvement  when 
first  diagnosed,  seldom  will  the  patient  have 
distant  metastasis.  Typically,  the  patient  who 
does  succumb  dies  with  persistent  disease  in 
the  neck  usually  by  agonizing  starvation, 
wasting,  pain,  and  progressive  respiratory 
obstruction.  Thus,  earlier  diagnosis  of  tumors 
affecting  the  “silent”  and  “hidden”  areas  of 
the  larynx  and  hypopharynx  is  necessary  to 
improve  survival  by  treating  the  early  lesion. 
We  should  develop  routine  screening  by  all 
primary  physicians  of  their  patients  using 
mirror  examination  of  the  larynx  and  hypo- 
pharynx with  particular  emphasis  toward 
screening  those  known  to  be  at  risk.  We 
should  recognize  that  the  use  of  aggressive 
combined  therapy  including  both  surgery  and 
radiation  therapy,  in  combination,  for  the  ad- 
vanced Stage  III  and  Stage  IV  lesion  gives  a 
greater  chance  to  eradicate  this  disease  than 
does  the  use  of  either  modality  alone. 

Earlier  Detection 

Carcinoma  in  the  larynx  and  hypo- 
pharynx may  appear  as  an  exophytic  kera- 
totic  mass,  an  ulcerative  lesion,  a deeply  in- 
filtrating lesion,  or  a combination  of  these. 
Regardless  of  their  varied  appearances,  these 
lesions  can  be  detected  early  since  they  are 
visible  when  the  highly  effective  technic  of 
mirror  examination  of  the  larynx  and  hy- 
popharynx is  performed.  This  examination  is 
most  easily  accomplished  by  having  the  pa- 
tient seated  in  a chair  with  a light  source 
just  to  one  side  and  behind  the  patient’s 
head;  a head  mirror  is  used  and  the  patient 
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instructed  to  sit  straight  in  the  chair  with 
the  chin  protruded  slightly  and  elevated 
slightly  and  the  protruded  tongue  held  by 
the  examiner’s  thumb  and  second  finger 
(Fig.  1).  The  patient  is  further  instructed  to 
pant  forcibly  in  and  out  through  the  mouth 
and  to  say  a high  pitched  aaa  . . . (aye) , and 
then  to  continue  panting.  The  laryngeal  mir- 
ror, held  at  approximately  mid  shaft,  is 
warmed,  checked  for  excessive  warmth  on 
the  examiner’s  hand  and  then  placed  against 
the  soft  palate  as  the  patient  phonates.  The 
soft  palate  is  forced  against  the  posterior 
pharyngeal  wall  and  the  mirror  gently  held 
there.  The  shaft  of  the  mirror  is  always 
braced  in  the  corner  of  the  patient’s  mouth 
with  the  examiner’s  fingers  steadied  against 
the  patient’s  cheek.  With  only  slight  motion 
of  the  mirror,  all  of  the  structures  of  the 
hypopharynx  and  larynx  may  then  be  easily 
viewed,  as  depicted  in  Fig.  1. 

This  skill  is  so  fruitful,  not  only  in  the 
detection  of  carcinoma,  but  for  the  diagnosis 
of  many  other  diseases  involving  this  area, 
that  it  should  be  possessed  by  all  physicians 
providing  primary  care,  particularly  to 
adults.  Only  by  enlisting  the  help  of  all 
health  professionals  involved  in  primary 
care  and  developing  their  willingness  to  ac- 
quire and  utilize  mirror  examination,  to- 
gether with  the  knowledge  of  proper  diag- 
nostic sequence  in  the  detection  of  cancer 
in  the  head  and  neck,  will  we  begin  to  con- 
quer the  problem  of  late  detection  of  these 
tumors. 

When  a lesion  has  been  detected,  the  next 
step  is  accomplished  by  direct  laryngoscopy 
and  hypopharyngoscopy  and  biopsy  of  the 
primary  lesion.  The  first  case  illustrates  a 
fruitful  early  diagnostic  “find”  by  using 
these  technics. 

CASE  EEPORTS 

Case  1.  A 60-year-old  man,  who  is  a known 
chronic  alcoholic  and  heavy  smoker,  noted  the 
onset  of  a sore  throat  in  March  of  1973.  This  was 
not  accompanied  by  hoarseness  or  dysphagia  and 
examination  of  the  mouth  and  oropharynx,  util- 
izing the  tongue  blade,  disclosed  no  visible 
abnormality.  However,  on  mirror  examination  of 
the  larynx  an  ulcerating  lesion  involving  the 
laryngeal  surface  of  the  epiglottis  was  seen.  It 
did  not  involve  the  false  or  true  vocal  cords  or 
the  base  of  the  tongue  and  the  patient’s  vocal 


Fig.  1 — A:  Position  of  patient  and  physician. 
B:  Mirror  warmed  over  alcohol  flame  to  prevent 
fogging;  then  tested  on  hack  of  physician’s  hand. 
C:  Mirror  elevates  uvula  to  contact  posterior 
pharyngeal  wall.  D:  Proper  technic. 

cord  mobility  was  normal.  There  were  no  pal- 
pable nodes  in  the  neck.  The  patient  was  laryn- 
goscoped  a short  time  thereafter  and  biopsy  of 
the  epiglottic  lesion  disclosed  epidermoid  car- 
cinoma. He  subsequently  underwent  a supra- 
glottic  laryngectomy,  a type  of  conservation  sur- 
gery of  the  larynx  which  permitted  saving  the 
true  vocal  cords  and  the  ability  to  speak  and 
swallow  normally,  while  excising  the  primary 
tumor  with  a wide  margin  of  normal  tissue.  The 
patient,  in  spite  of  his  mild  chronic  obstructive 
pulmonary  disease,  recovered  from  the  surgery 
with  a good  voice  and  satisfactory  deglutition. 

The  first  case  is  contrasted  by  the  next  re- 
port of  a long,  tragic  delay  in  detection  with 
needless  violation  of  the  neck  as  the  diag- 
nosis was  finally  made. 

Case  2.  Mr.  H.  is  a 51-year-old  man  who  pre- 
sented with  a history  of  bilateral  lumps  in  the 
neck.  The  patient  has  smoked  more  than  one 
pack  per  day  for  over  30  years  and  has  a history 
of  heavy  alcohol  intake.  In  addition,  he  has  had 
a 30  pound  weight  loss  over  the  past  year.  He 
denied  hoarseness,  dysphagia,  chronic  cough  or 
decrease  in  appetite.  The  patient  was  seen  by  his 
family  practitioner  who  performed  an  excisional 
biopsy  of  one  neck  mass,  revealing  well  differ- 
entiated squamous  cell  carcinoma.  The  patient 
was  then  referred  for  further  workup  therapy. 
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Fig.  2 A:  Total  laryngectomy  and 
pharyngectomy  completed.  Delto- 
pectoral  flap  elevated  to  recon- 
struct the  pharynx. 


Fig.  2B:  Skin  flap  is  tubed  and 
sewn  to  the  base  of  the  tongue 
and  cut  end  of  the  pharynx.  The 
esophagus  is  anastomosed  to  the 
side  of  the  skin  tube  and  the 
donor  site  covered  with  a split 
thickness  skin  graft. 


skin  tube  is  revised  to  produce 
end  to  end  anastomoses  with  the 
esophagus  and  the  base  of  the 
flap  returned  to  the  chest. 


On  physical  examination  the  patient  presented 
as  a thin,  fatigued  middle-aged  male  with  a 
somewhat  flattened  affect.  Examination  of  the 
mouth  and  pharynx  with  a tongue  blade  was 
within  normal  limits;  however,  indirect  laryn- 
goscopy utilizing  a mirror  revealed  a large  ul- 
cerative tumor  involving  most  of  the  epiglottis, 
base  of  the  tongue,  and  hypopharyngeal  wall. 
Neck  examination  revealed  a healed  surgical 
scar  in  the  right  anterior  cervical  triangle  and 
there  were  firm  palpable  nodes  in  both  anterior 
cervical  chains. 

The  patient  was  taken  to  the  operating  room 
where  direct  endoscopy  was  performed  and  the 
findings  of  indirect  laryngoscopy  were  con- 
firmed. The  tumor  of  the  epiglottis,  hypophar- 
ynx,  and  base  of  the  tongue  was  biopsied  and 
the  histologic  report  revealed  infiltrating  squa- 
mous cell  carcinoma.  Planned  combined  therapy 
using  radiation  therapy  and  surgery  was  under- 
taken. 

Mass  in  the  ISeck 

Often  the  initial  presenting  complaint 
may  be  a slowly  or  rapidly  enlarging  mass  in 
the  neck  signaling  metastasis  from  a car- 
cinoma involving  the  “silent”  areas  of  the 
hypopharynx  and  larynx.  It  is  tragic  that 
often  the  first  diagnostic  maneuver  in  eval- 
uating this  mass  will  have  been  open  biopsy. 
This  often  has  been  done  prior  to  a thorough 
evaluation  of  the  head  and  neck,  including 
mirror  examination  of  the  base  of  the  tongue, 
hypopharynx,  and  larynx.  Since  metastasis 
to  cervical  lymph  nodes  arises  from  a pri- 
mary tumor  in  the  head  and  neck  region  in 
over  eighty  per  cent  of  the  cases,  search  for 
the  primary  tumor  initially  in  the  head  and 
neck  is  axiomatic.  When  the  suspicious  node 
lies  in  the  posterior  cervical  triangle,  the 


nasopharynx  or  perhaps  the  paranasal  si- 
nuses should  be  thought  of,  and  in  the  case 
of  lower  cervical  nodes  or  supraclavicular 
nodes,  the  thyroid  or  a primary  tumor  in- 
volving structures  below  the  clavicle  i.e.: 
lung,  stomach,  pancreas,  and  kidney  should 
be  carefully  investigated.  If  the  primary 
tumor  still  cannot  be  detected  and  the  diag- 
nosis still  has  not  been  established,  aspira- 
tion needle  biopsy  of  the  mass  in  the  neck 
would  be  the  next  appropriate  diagnostic 
step.  It  should  be  axiomatic  that  open  biopsy 
of  a mass  in  the  neck  suspicious  of  being  a 
malignant  metastasis  should  be  done  only  as 
the  last  resort  when  all  methods  to  find  the 
primary  tumor  have  been  exhausted.  If  the 
open  biopsy  proves  to  be  a metastatic  epider- 
moid carcinoma,  the  surgeon  should  then  be 
prepared  to  accomplish  a radical  neck  dis- 
section at  the  same  time. 

The  Hopeless  Case 

In  advanced  Stage  III  or  IV  carcinoma  of 
the  larynx  and  hypopharynx,  the  survival 
results  in  the  past  using  surgery  or  radiation 
therapy  alone  have  been  very  disappointing. 
Since  1968  we  have  utilized  planned  com- 
bined therapy  consisting  of  radiation  therapy 
of  approximately  5000  to  550-0  rads  tumor 
dose  followed  in  five  to  seven  weeks  by  rad- 
ical surgery.  We  have  followed  the  principle 
of  planned  radical  removal  of  all  previously 
involved  laryngeal  or  hypopharyngeal  tissue 
together  with  a radical  neck  dissection.  When 
this  has  necessitated  removal  of  the  larynx 
and  hypopharynx  entirely,  regional  skin 
flaps  have  been  used  to  very  satisfactorily 
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re-establish  a swallowing  mechanism.  The 
next  case  report  illustrates  what  was  thought 
by  the  referring  physician  to  be  a hopeless 
case,  referred  only  for  palliation. 

Case  3.  In  May  1970,  a 62-year-old  woman 
was  referred  to  the  Ear,  Nose  and  Throat  Ser- 
vice at  the  University  of  Utah  Hospital  with  al- 
legedly only  a six  week  prior  history  of  sore 
throat,  dysphagia,  and  progressive  dyspnea.  She 
v/as  a heavy  cigarette  smoker  and  admitted  to 
the  use  of  large  amounts  of  alcoholic  beverages. 
A tracheostomy  had  been  done  a few  days 
earlier  by  the  referring  physician  because  of 
marked  dyspnea  due  to  a large  obstructive  carci- 
noma of  the  right  supraglottic  larynx  and  pyri- 
form sinus.  In  addition,  there  was  a 6 x 10  cm 
mass  in  the  right  neck  which  was  thought  to  be 
metastatic  lymphadenopathy.  Further  evaluation 
and  biopsy  of  the  primary  laryngeal  and  hypo- 
laryngeal  lesion  proved  this  tumor  to  be  a 
Stage  IV  epidermoid  carcinoma. 

The  patient  was  given  6,000  rads  super  vol- 
tage therapy.  During  the  radiation  therapy  she 
developed  a pneumonitis  which  was  successfully 
treated.  Eight  weeks  following  her  radiation 
therapy  she  underwent  a total  laryngectomy, 
total  pharyngectomy,  and  right  radical  neck  dis- 
section with  chest  flap  reconstruction  of  her 
pharynx  (Fig.  2).  In  examining  the  surgical 
specimen  tumor  islands  were  seen  histologically 
in  both  the  larynx  and  several  neck  nodes.  The 
patient  had  a moderately  stormy  hospital 
course,  but  recovered  completely  and  was  dis- 
charged requiring  only  minor  help  for  her  swal- 
lowing when  occasionally  food  would  stick  in 
her  non-muscular  gullet.  She  is  alive  without 
evidence  of  persistent  or  recurrent  tumor  in  her 
neck  two  years  following  this  therapy. 


This  case  illustrates  that  many  patients 
thought  to  be  hopeless  may  be  salvaged  by 
taking  a vigorous  and  aggressive  approach 
to  advanced  lesions.  Our  experience,  together 
with  the  experience  of  others^  suggests  that 
aggressive  planned  combined  therapy  for 
the  Stage  III  and  IV  lesions  of  both  the 
larynx  and  hypopharynx  with  appropriate 
immediate  reconstructive  procedures  has  the 
best  chance  for  complete  eradication  of  dis- 
ease and  rapid  rehabilitation. 

Summary 

Most  carcinomas  of  the  hypopharynx  and 
larynx  are  visible  by  mirror  examination, 
yet  in  many  cases  detection  is  late.  Much 
earlier  detection  can  be  achieved  by  routine 
screening,  particularly  of  the  high  risk  pa- 
tient, by  the  primary  care  physician.  Early 
diagnosis  is  important  since  the  tumors  de- 
tected before  the  occurrence  of  neck  node 
metastasis  have  a much  better  chance  for 
cure.  Once  detected  the  primary  tumor  must 
be  biopsied.  A suspicious  node  in  the  neck 
should  never  be  biopsied  prior  to  an  exhaus- 
tive search  for  the  primary  tumor. 

For  the  advanced  Stage  III  and  IV 
tumors,  aggressive  combined  therapy,  using 
planned  radiation  therapy  in  combination 
with  surgery  and  prompt  rehabilitation  of 
swallowing,  using  regional  skin  flap  recon- 
struction when  needed,  offers  good  palliation 
and  occasionally  cure.* 
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Wenckebach  phenomenon  in 
thyrotoxicosis  with  hypercalcemia 
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Melvin  J.  Spicer,  MD,  and  William  P.  Nelson,  MD,  Denver* 


Although  1st  degree  atrioventricular  (A-V) 
block  occurs  in  two  to  nine  per  cent  of  pa- 
tients with  thyrotoxicosis^^  higher  degrees 
of  A-V  block  are  distinctly  unusual.  A case 
of  Wenckebach  arrhythmia  and  hypercal- 
cemia, both  secondary  to  thyrotoxicosis,  is 
presented.  It  is  suggested  that  the  impair- 
ment of  A-V  conduction  is  due  neither  to  a 
direct  effect  of  thyroid  hormone  on  the  con- 
duction system  nor  to  hypercalcemia,  but 
rather  to  a reversible  nonspecific  thyrotoxic 
myocarditis. 

CASE  REPORT 

A 21-year-old  black  soldier  was  admitted  to 
Fitzsimons  Medical  Center  with  palpitation,  easy 
fatigability  and  weight  loss  of  15  pounds  over  two 
months.  Pulse  varied  irregularly  between  70  and 
115.  There  was  bilateral  proptosis,  and  the  thy- 
roid was  diffusely  enlarged,  without  bruit.  Elec- 
trocardiographic rhythm  strip  (Fig.  1)  demon- 
strated Wenckebach  periodicity,  the  P-R  interval 
varying  between  0.20  sec.  and  0.34  sec.  Upon  in- 
travenous injection  of  0.6  mg.  atropine  sulfate,  the 
Wenckebach  pattern  yielded  briefly  to  a regular 
sinus  mechanism  with  a P-R  interval  of  0.28  sec., 
but  returned  as  the  drug  effect  waned. 

Laboratory  data  included  T4  by  column,  10.5 
mcg./lOO  ml.  (normal,  2.9  to  6.4  mcg./lOO  ml.);  T3 
by  resin,  47%  (normal,  25%  to  35%);  and  24-hour 
radio-iodine  uptake,  82%  (normal,  10%  to  35%). 
Thyroid  scan  demonstrated  homogenous  uptake 
in  a diffusely  enlarged  gland.  Serum  calcium  was 
13.1  mg./lOO  ml.,  phosphorus  was  5.0  mg./lOO  ml. 
and  serum  proteins  were  normal. 

Propylthiouracil  was  instituted  at  a dose  of 
400  mg.  daily.  Electrocardiogram  and  serum  cal- 
cium both  became  normal  within  ten  days,  al- 
though no  specific  therapy  for  hypercalcemia  was 
given.  After  five  weeks  on  propylthiouracil  the 
patient  was  clinically  and  chemically  euthyroid, 
and  he  was  discharged  for  a one  month  con- 
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valescence  during  which  time  he  discontinued  the 
medication.  Upon  returning  he  was  again  thyro- 
toxic and  demonstrated  Wenckebach  A-V  block 
on  electrocardiogram.  Column  T4  and  resin  T3 
were  8.1  mcg./lOO  ml.  and  45%,  respectively. 
However,  calcium  remained  normal  at  10.2  mg./ 
100  ml.  With  resumption  of  therapy  and  reduction 
of  measurable  thyroid  products,  electrocardiogram 
again  returned  to  normal. 

Discussion 

Impairment  of  A-V  conduction  as  a direct 
effect  of  thyroid  hormone  on  the  conduction 
system  is  doubtful.  Despite  the  recognized 
association  between  thyrotoxicosis  and  1st 
degree  A-V  block,  Sandler*  found  an  identi- 
cal mean  P-R  interval  of  0.14  sec.  in  fifty 
thyrotoxic  patients  both  before  and  after 
therapy  and  in  fifty  non-thyrotoxic  controls. 
Thus  in  the  majority  of  cases,  thyroxin  ex- 
cess does  not  impair  A-V  conduction,  and  in 
the  experimental  setting  it  has  actually  been 
noted  to  enhance  it.®  Higher  grades  of  A-V 
block  are  most  unusual.  Complete  heart 
block  in  hyperthyroidism  has  been  reported 
in  only  four  cases  not  complicated  by  infec- 
tion.®'* Both  cases  of  complete  heart  block 
reported  by  Dameshek®  were  noted  to  have 
had  transient  2nd  degree  A-V  block.  Inter- 
mittent 2nd  degree  A-V  block  has  also  been 
reported  in  patients  with  the  rare  association 
of  atrial  flutter  and  thyrotoxicosis.®'*”  None 
of  these  reports,  however,  dealt  with  such 
intermediate  forms  of  A-V  block  as  either 
the  Wenckebach  or  the  Mobitz  type  II  block. 

Hypercalcemia  in  thyrotoxicosis  is  oc- 
casionally observed  as  a result  of  the  effect 
of  thyroid  hormone  in  increasing  the  turn- 
over of  skeletal  calcium.**  The  role  of  this 
thyrotoxic  hypercalcemia  in  the  patient’s 
arrhythmia  is  dubious,  since  the  Wenckebach 
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Fig.  1.  Admission  rhythm  strip  showing  Wenckebach  periodicity,  the  P-R  interval  varying  from 
0.20  to  0.34  sec.  Continuous  lead  II. 


block  returned  with  recurrence  of  thyrotoxi- 
cosis in  the  absence  of  hypercalcemia. 

Speculation  on  the  pathophysiology  of  the 
impaired  A-V  conduction  occasionally  seen 
in  thyrotoxicosis  stems  from  the  available 
knowledge  concerning  hearts  of  thyrotoxic 
individuals  examined  at  necropsy. The 
swollen  myofibril,  cellular  infiltrate,  focal 
necrosis,  and  interstitial  fibrosis  which  have 
been  described,  though  non-specific,  repre- 
sent a form  of  myocarditis.  Inflammation  in- 
volving the  conduction  system  can  be  ex- 


pected to  produce  variable  degrees  of  A-V 
block. 

Summary 

A twenty-one-year-old  black  male  pre- 
sented with  Wenckebach  A-V  block  and  hy- 
percalcemia, both  of  which  responded  to 
treatment  of  his  thyrotoxicosis.  Upon  thyro- 
toxic relapse,  the  Wenckebach  phenomenon 
was  again  noted  without  recurrence  of  the 
hypercalcemia.  This  case  represents  the  first 
observation  of  a Wenckebach  conduction  dis- 
turbance secondary  to  thyrotoxicosis.  • 
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Epidemic  giardiasis 

A continued  elusive  entity^ 


W.  Terrence  Meyer,  MD,  Fort  Collins 


Epidemic  giardiasis  remains  an  elusive  en- 
tity for  the  epidemiologist.  The  debate  over 
the  intrinsic  virulence  of  the  organism, 
coupled  with  possible  multiple  modes  of 
transmission  and  general  lack  of  available 
endemic  prevalence  rates,  often  preclude  a 
productive,  scientifically  valid  epidemiolog- 
ic investigation.  Except  in  situations  where 
poor  hygiene  may  be  a problem,  water  is 
generally  suggested  as  the  mode  of  trans- 
mission but  is  rarely  validated  as  the  com- 
mon source  of  infection.  Participation  in  a 
recent  investigation  of  an  epidemic  of  giardi- 
asis in  Boulder,  Colorado,  between  May  15 
and  August  2,  1972,  has  prompted  this  brief 
communication. 

Two  hundred  ninety-seven  stools  positive 
for  Giardia  lamhlia  were  obtained.  Ninety- 
five  per  cent  of  the  patients  were  15  to  50 
years  old,  with  the  highest  prevalence  rate 
occurring  in  the  group  from  25  to  29  years  of 
age.  Two  hundred  thirty-one  patients  were 
interviewed  and  the  most  frequently  ob- 
served symptoms  were  the  following:  diar- 
rhea (96  per  cent),  malaise  (77  per  cent), 
abdominal  cramps  (76  per  cent),  and  an- 
orexia (76  per  cent) . Nausea  (58  per  cent) , 
vomiting  (24  per  cent),  and  fever  (18  per 
cent)  occurred  with  less  frequency.  The 
duration  of  symptoms,  prior  to  specific  ther- 
apy, averaged  1 to  2 weeks.  After  initiation 
of  specific  therapy,  i.e.  metronidazole,  250 
mgm.  p.o.  t.i.d.,  or  quinacrine,  100  mgm.  p.o. 
t.i.d.,  there  was  usually  prompt  resolution  of 
symptoms  within  24  to  48  hours. 

‘From  the  Fort  Collins  Laboratories,  Ecological  Investiga- 
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Uon,  Department  of  Health,  Education,  and  Welfare,  Fort 
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a Medical  Epidemiologist,  Fort  Collins  Laboratories. 


Reliable  endemic  rates  for  giardiasis  in 
the  area  were  not  available.  However,  as  an  , , 
alternative,  background  information  was  ob- 
tained by  analyzing  data  of  stools  examined  ; 1 
in  a large  medical  clinic  in  Boulder,  Colo-  ' > 
rado,  which  initially  alerted  us  to  the  ■ 
outbreak.  In  1971,  173  stools  were  exam- 
ined and  seven  (4  per  cent)  were  positive  ; ; 

for  Giardia.  An  average  of  fourteen  stools  I 

were  examined  per  month  in  1971.  In  1972,  | 

for  the  four  months  prior  to  the  epidemic,  i 

fifty-two  stools  were  examined  and  two  posi-  r 1 
tives  (4  per  cent)  were  found.  In  May,  June, 
and  July  of  1972,  during  the  epidemic,  486 
stools  were  examined,  and  161  (33  per  cent) 
of  these  were  positive  for  Giardia.  The  differ- 
ence of  33  per  cent  compared  to  4 per  cent 
was  significant  (p<.001)  and  provided  evi- 
dence that  an  epidemic  was  occurring.  How-  : 
ever,  although  an  epidemic  of  giardiasis  was 
apparent,  the  mode  of  transmission  of  the 
parasite  was  never  identified,  despite  exten-  j 
sive  investigation  of  water  sources  and  food 
consumption  as  well  as  histories  of  patients 
with  a positive  stool  specimen  and  a clinical  ^ 
syndrome  consistent  with  giardiasis.  i 

Other  investigators  have  been  confronted 
with  the  same  dilemma,  namely  a lack  of 
valid  endemic  rates  of  giardiasis  and  the  in- 
ability to  recover  the  organism  from  sus- 
pected sources.  Water  is  commonly  sus-  j 
pected  but  rarely  confirmed.  From  October, 

1954  to  March,  1955,  a similar  outbreak  of  ' 
giardiasis  was  investigated  in  Portland,  Ore- 
gon.® An  estimated  50,000  persons  were 
thought  to  be  involved.  However,  the  epi- 
demic was  not  reported,  except  as  an  edi- 
torial,'* because  of  failure  to  isolate  the  or- 
ganism from  the  suspected  water  source. 
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Additional  controversy  as  to  the  intrinsic 
virulence  of  the  parasite,  as  well  as  the  pos- 
sibility of  continuous  and/or  intermittent 
common  source  exposure  coupled  with  per- 
son-to-person  transmission  (fecal-oral) , gen- 
erally preclude  reporting  of  what  would  be 
valid  and  scientifically  sound  epidemiologic 
investigations.  This  dilemma  has  been  re- 
emphasized by  a recent  unpublished  report.® 
Thirty-four  cases  of  Giardia  lamhlia  infection 
were  diagnosed  at  an  institution  for  the  men- 
tally retarded  in  Madison,  Wisconsin.  Again, 
endemic  prevalence  rates  were  not  available 
and  the  mode  of  transmission  remained  un- 
detectable. Treatment  with  metronidazole 
failed  to  prevent  recurrent  disease  despite  its 
use  for  all  patients  on  the  involved  wards. 

In  one  report  by  Moore  et  al.®  of  an  epi- 
demic at  Aspen,  Colorado  (1966),  the  organ- 
ism was  isolated  in  sewage  water.  By  validat- 
ing many  cross-connections  between  sewage 
and  drinking  water,  the  investigators  were 
able  to  implicate  water  as  the  common 
source  of  transmission.  However,  even  in  this 
situation,  isolation  of  the  organism  was  only 
possible  by  employing  the  technic  originally 
described  by  Chang  and  Kabler.^  Two-liter 
water  samples  are  poured  through  cheese- 
cloth and  passed  through  a filter  (millipore, 
pore  size  0.45  microns) . The  sediment  is 
brushed  into  water,  centrifuged,  and  pre- 
served in  10  per  cent  formalin  and  polyvinyl 
alcohol  for  direct  examination  and  staining. 
Dr.  Chang  has  further  suggested®  that  up  to 
20  gallons  of  water  could  be  filtered  through 
an  8-micron  filter  instead  of  an  0.45  micron 
millipore  filter  if  the  processing  of  2 liter 
water  samples  is  unsuccessful. 

This  technic  for  parasite  isolations  de- 
serves reemphasis  and  should  be  routinely 
used  for  monitoring  common  source  public 
water  facilities,  especially  in  the  mountain 


regions  of  the  western  part  of  the  United 
States  where  giardiasis  represents  an  en- 
demic problem.  Routine  coliform  counts  and 
oxygen  consumption  assays  are  inadequate 
for  evaluation  of  the  presence  of  Giardia 
lamblia.  Giardia  cysts  are  extremely  resistant 
to  chlorine  and  the  generally  accepted  0.1 
ppm  residual  chlorine  value  is  insufficient 
for  eradication  of  this  parasite. 

Summary 

1.  Giardiasis  continues  to  be  an  elusive 
entity  even  in  endemic  situations.  Both  acute 
and  chronic  forms  exist®  and  controversy 
persists  about  the  predilection  for  certain  age 
groups. 

2.  The  problems  that  confront  an  epi- 
demiologist in  evaluation  of  a possible  giardi- 
asis epidemic  are  multiple  and  include  (a) 
Variable  incubation  period  from  1 week  to  4 
weeks;  (b)  General  lack  of  available  valid 
endemic  prevalence  rates;  and  (c)  Possibil- 
ity of  various  modes  of  transmission  occur- 
ring simultaneously. 

3.  A common  source,  namely  water,  has 
generally  been  implied  but  has  rarely  been 
validated.  In  this  respect,  it  seems  reason- 
able to  advocate  routine  monitoring  of  water 
facilities  in  high-risk  or  endemic  areas.  The 
method  described  by  Chang  and  Kabler^-®  is 
advocated. 

4.  Compared  to  the  vast  amount  of  money 
expended  on  epidemic  investigations  which 
often  turn  out  to  be  inconclusive,  the  addi- 
tional expense  of  monitoring  water  facilities 
is  justified. 

5.  Colorado  is  recognized  as  already  taking 
steps  towards  proper  surveillance  of  giardi- 
asis- and  it  is  advised  that  especially  those 
states  in  the  Rocky  Mountain  regions  of  the 
United  States  take  similar  precautionary 
steps.  » 
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Effects  of  hypoxia  on 
pacemaker  stimulation* 

Carl  E.  Bartecchi,  MD,  Pueblo 


A patient  tvith  Cheyne-Stokes  respirations 
vividly  illustrates  the  effects  of  hypoxia 
on  the  responsiveness  of  the  myocardium  to 
stimulation  of  a transvenous  pacemaker. 


The  relative  ease  and  rapidity  with  which 
a transvenous  pacemaker  can  be  inserted, 
even  at  the  bedside,  has  been  established^ 
The  use  of  the  tip  of  the  flexible  electrode 
catheter  as  an  intracardiac  electrode  for  the 
recording  of  the  electrocardiogram  has  al- 
lowed considerable  accuracy  in  the  place- 
ment of  the  electrode  catheter  in  the  right 
ventricle.  In  spite  of  good  anatomical  place- 
ment, pacing  doesn’t  necessarily  take  place, 
and  the  electrode  on  occasion  must  be  moved 
to  another  location.  At  times  necrotic  myo- 
cardium may  explain  the  lack  of  response. 

Once  pacing  is  initiated,  the  threshold  for 
stimulation  of  the  myocardium  is  subject  to 
many  factors.-  The  threshold  usually  in- 
creases during  the  early  days  after  insertion, 
probably  because  of  local  tissue  reaction.  The 
pacing  threshold  can  also  be  increased  by 
drugs  such  as  propranolol,'^  as  well  as  other 
recognized  stimuli.^ 

The  frequent  and  ever  increasing  use  of 
emergency  pervenous  pacing  technics  would 
appear  to  justify  emphasis  upon  a factor 
often  neglected  in  these  procedures — the  pos- 
sible lack  of  response  to  the  pacing  electrical 
stimuli  by  the  hypoxic  ventricular  myocardi- 
um. The  following  case  report  is  an  unusual 
example  of  intermittent  failure  of  pacemaker 
right  ventricular  captures,  coinciding  with 
the  apneic  phase  of  Cheyne-Stokes  respira- 
tions at  a time  when  the  arterial  hypoxia 
was  found  to  be  pronounced,  in  a patient  with 
an  acute  myocardial  infarction  and  complete 
A-V  block. 


*From  the  Department  of  Internal  Medicine,  Southern 
Colorado  Clinic,  Pueblo. 


CASE  REPORT 

A 75-year-old  Spanish-American  male  was  ad- 
mitted to  the  surgical  service  at  Parkview  Episco- 
pal Hospital,  for  the  surgical  treatment  of  a hem- 
orrhoidal problem.  He  had  been  in  generally  good 
health  prior  to  his  admission,  except  for  a cough, 
with  a small  amount  of  whitish  phlegm  which  had 
been  present  for  about  six  weeks.  He  was  not  a 
smoker,  nor  did  he  drink  to  any  excess.  His  family 
history  was  non-contributory,  his  parents  living 
to  very  old  ages. 

On  the  day  prior  to  his  planned  surgery,  he 
had  the  sudden  onset  of  severe  substernal  pain 
and  the  classical  picture  of  a myocardial  infarction. 
He  soon  began  having  difficulty  maintaining  his 
blood  pressure,  along  with  congestive  heart  failure. 
The  EKG  was  compatible  with  an  acute  myo- 
cardial infarction,  and  also  showed  complete  heart 
block  (Fig.  1).  The  patient  was  quickly  transferred 
to  the  coronary  care  unit,  where  a bipolar,  per- 
venous semi-floater  electrode  catheter  was  passed 
through  the  subclavian  route  into  the  right  ven- 
tricle under  EKG  guidance.  The  intracardiac  EKG 
(Fig.  2B)  confirmed  the  adequate  placement  of  the 
catheter  tip,  and  a good  pacemaker  response  was 
confirmed  by  the  monitor  tracing,  with  correspond- 
ing peripheral  pulses.  A Medtronic  5880  was  set  in 
the  demand  mode  with  an  MA  of  1.3.  The  blood 
pressure  rapidly  improved,  with  a maximal  re- 
sponse at  a rate  of  80  beats  per  minute.  A portable 
chest  x-ray  was  taken  and  confirmed  the  ade- 
quate placement  of  the  electrode  catheter,  and 
also  showed  bilateral  pulmonary  infiltrates,  most 
prominent  in  the  left  upper  and  right  lower  lung 
fields.  The  patient  was  given  oxygen  via  mask  at 
a flow  of  5 litres  per  minute  from  the  time  of  his 
initial  chest  complaints.  Initially  he  responded 
well  to  therapy — morphine  with  atropine  for 
pain,  digitalis  in  a smaller  dose  as  recommended 
in  the  presence  of  an  MI,  intravenous  Furosemide 
as  the  diuretic,  aminophylline,  and  IV  heparin. 
He  did  require  Lidocaine  in  bolus  form  initially, 
then  as  a slow  drip,  for  suppression  of  frequent 
PVCs  as  recorded  on  the  monitor.  Later  that  same 
day,  when  the  pacemaker  was  turned  off  for  a 
few  seconds,  it  was  noted  that  there  was  no  ven- 
tricular activity  recorded  from  the  unstimulated 
myocardium. 

The  following  day,  when  it  appeared  that  the 
patient  had  stabilized  in  practically  all  parameters, 
it  was  noted  that  his  respirations  had  changed  to 
a Cheyne-Stokes  pattern.  No  other  neurologic 
deficit  was  detectable  however.  This  pattern  of 
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breathing  persisted  for  several  hours,  and  during 
that  period  it  was  accompanied  by  a regularly 
recurrent  pattern  on  the  EKG  monitor  (Fig.  3). 
Most  obvious  was  the  fact  that  during  the  periods 
of  apnea,  the  pacemaker  stimulus  failed  to  capture 
the  ventricle.  As  the  respirations  became  more 
prominent,  the  myocardium  again  became  respon- 
sive. This  pattern  persisted  without  deviation  until 
the  patient’s  expiration  about  four  hours  later. 
Because  of  this  interesting  relationship,  blood 
gases  were  drawn  during  the  apneic  and  the 
hyperpneic  phases  of  the  Cheyne-Stokes  pattern 
(Table  1).  A graph  to  roughly  represent  the 
breathing  pattern  is  correlated  with  the  monitor 
strip  in  Fig.  3. 

TABLE  1 

Blood  gas  values  during  Cheyne-Stokes 
respirations: 


Apnea 

Hyperpnea 

pO. 

52 

70 

pCOa 

30 

20 

pH 

7.26 

7.38 

At  autopsy  the  heart  weighed  510  grams.  The 
anterior  descending  coronary  artery  was  com- 
pletely occluded  about  1 cm.  beyond  its  origin. 
The  right  and  left  circumflex  coronary  arteries 
showed  a moderate  to  severe  degree  of  arterio- 
sclerosis. The  left  ventricle  showed  a pseudo- 
aneurysm within  the  septum  and  anterior  ventric- 
ular wall.  Multiple  cut  sections  of  the  left 
ventricular  wall  and  of  the  interventricular  sep- 
tum showed  a massive  infarction  involving  the 
interventricular  septum,  the  anterior  lateral  and 
posterior  walls  of  the  left  ventricle.  The  micro- 
scopic study  was  confirmatory  and  pointed  to  the 
acute  nature  of  the  process.  The  lungs  showed 


Fig.  1.  Initial  EKG  showing  a pattern  compatible 
with  early  anteroseptal  myocardial  infarction  with 
lateral  ischaemia,  complete  heart  block,  and  the 
question  of  an  inferior  myocardial  infarction  of 
indeterminate  age. 


Fig.  2.  A.  Monitor  tracing  prior  to  electrode  im- 
plantation showing  the  pattern  of  complete  heart 
block.  B.  The  electrode  catheter  used  as  an  intra- 
cardiac EKG  is  shown  to  be  in  apposition  with 
the  right  ventricular  wall  as  demonstrated  by  the 
marked  ST  segment  elevation.  C.  Monitor  strip 
showing  early  pacemaker  functioning. 

evidence  of  passive  congestion,  bilateral  lower 
lobe  lobar  pneumonia  and  bilateral  pleural  effu- 
sions. No  central  cerebral  or  high  brain  stem 
lesions®  were  found  to  explain  the  Cheyne-Stokes 
respirations.  Recent  thoughts  concerning  this 
breathing  pattern  have  been  reviewed.'^ 

Discussion 

The  critical  nature  of  the  condition  which 
calls  for  the  placement  at  the  bedside  of  a 
transvenous  pacemaker  catheter  electrode  is 
recognized  by  all.  The  mortality  from  cardiac 
lesions  necessitating  such  a procedure  is  high. 
Certainly,  if  one  is  to  perform  such  a proce- 
dure, he  should  be  skillful  in  all  its  technical 
aspects,  in  the  management  of  its  complica- 
tions, and  in  the  understanding  of  its  limita- 
tions. With  regard  to  the  latter,  in  the 
management  of  the  acute  situation,  the  oxy- 
genation of  the  myocardium  is  frequently 
overlook  in  favor  of  the  more  pressing  tech- 
nical aspects  of  the  procedure. 

The  literature  treating  these  emergency 
procedures  fails  to  emphasize  sufficiently  the 
importance  of  adequate  myocardial  oxygena- 
tion. Furman‘S  in  his  discussion  of  pacing  fail- 
ure without  loss  of  pacing  artifact,  mentions 
threshold  elevation  as  the  most  common 
cause.  Other  common  causes  include  battery 
depletion  and  electrode  insulation  breaks 
with  current  diversion.  Lown^  lists  many 
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Fig.  3.  The  downward  pointing  arrows  indicate 
pacemaker  impulses,  the  middle  impulse  not  being 
followed  by  a myocardial  response.  The  respira- 
tory pattern  that  was  noted  during  this  contin- 
uously repeated  phenomenon  is  roughly  repre- 
sented below.  Blood  gases  were  drawn  at  A and 
at  B. 

factors  that  effect  the  pacing  threshold,  but 
does  not  mention  myocardial  oxygenation. 
Zoll,®  however,  in  a discussion  of  external 
pacing,  pointed  out  that  contractility  of  the 
heart  is  reduced  markedly  in  the  presence  of 
prolonged  anoxia,  and  that  a stimulus,  under 
ordinary  conditions  effective,  will  not  be  so 
in  the  setting  of  anoxia. 

This  same  principle  should  reasonably 
apply  to  internal  stimulation  as  well.  The 
case  presented  suggests  the  possible  deleter- 
ious effect  of  hypoxia  and  acidosis  to  myo- 
cardial excitability  and  points  out  the  need 
for  adequate  myocardial  oxygenation.  The 
fortuitous  presence  of  Cheyne-Stokes  respira- 
tions in  this  patient,  accompanied  by  a steady 
recurrent  pattern  of  loss  of  effective  myo- 
cardial stimulation  allowed  for  the  study  of 
the  effects  of  hypoxia  on  the  myocardial 
responsiveness  to  electrical  stimuli  with  the 
exclusion  of  many  of  the  variables  which  are 
known  to  interfere  with  adequate  pacing. 
Slight  changes  in  electrode  position,  which 
could  occur  with  major  changes  in  respira- 
tion, can  affect  pacemaker  threshold.  In  this 
case,  however,  the  loss  of  myocardial  stimula- 
tion came  after  the  most  depressed  phase  of 
respiratory  activity  and  during  the  stable 
apneic  period.  There  were  no  outward  sug- 
gestions that  the  respiratory  efforts  were 


contributing  to  improved  catheter  placement. 
An  intracardiac  EKG  during  the  unrespon- 
sive period,  to  more  completely  rule  out  the 
chance  of  electrode  displacement,  would  not 
have  been  helpful  as  there  was  no  intrinsic 
ventricular  response  from  the  unstimulated 
myocardium  that  could  show  the  confirma- 
tory pattern  as  in  Fig.  2B. 

The  rapid  response  to  improved  ventilation 
with  the  resulting  increase  in  the  oxygena- 
tion of  the  blood  perfusing  the  myocardium 
should  point  to  the  need  for  close  monitoring 
of  the  respiratory  status  and  arterial  blood 
gases  of  all  patients  whose  pacemaker  is  not 
functioning  properly.  This  applies  most  cer- 
tainly to  those  whose  ventilation  and/or  per- 
fusion may  already  be  embarrassed  by  a 
pneumonic  process  or  congestive  heart  fail- 
ure. Even  in  the  absence  of  such  complicat- 
ing processes,  the  observation  that  the  patient 
with  a myocardial  infarction  often  has  a 
pOo  in  the  range  of  60  mmHg.,®  reinforces  the 
need  for  careful  monitoring  of  the  arterial 
blood  gases. 

Summary 

A patient  is  described  who  developed 
Cheyne-Stokes  respirations  following  a myo- 
cardial infarction  with  complete  heart  block. 
Following  the  insertion  of  a bipolar,  perven- 
ous,  semi-floater  pacemaker  catheter,  inter- 
mittent failure  to  capture  the  ventricle  was 
noted  during  the  hypoxic  phase  of  a Cheyne- 
Stokes  respiratory  pattern,  but  proper 
function  was  noted  during  the  improved 
oxygenation  phase,  as  shown  by  blood  gas 
measurements.  The  need  for  close  monitor- 
ing of  respiratory  function  and  arterial  blood 
gases  in  those  patients  undergoing  emer- 
gency pacing  in  the  setting  of  coronary  care 
units  should  be  emphasized.  • 
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To  Hall  of  Fame 


A woman  who  was  instrumental  in  changing 
Colorado’s  archaic  public  health  laws  and  prac- 
tices and  for  whom  the  Florence  R.  Sabin  Memo- 
rial Auditorium  and  Research  Wing  at  the  Uni- 
versity of  Colorado  Medical  Center  are  named 
has  been  inducted  posthumously  into  the  Women’s 
Hall  of  Fame  in  Seneca  Falls,  N.Y. 

Dr.  Florence  Rena  Sabin  was  one  of  20  women 
- — 16  posthumously — who  recently  received  the 
honor.  Born  in  Central  City,  Colorado,  in  1871, 
Dr.  Sabin  achieved  many  “firsts”  during  her  life. 
In  1900,  she  was  the  first  woman  to  receive  an 
M.D.  from  the  Johns  Hopkins  Medical  School. 
After  an  internship  at  the  Johns  Hopkins  Hos- 
pital, she  remained  in  the  Department  of  Anatomy 
and,  in  1917,  was  appointed  professor  of  histology, 
the  first  woman  to  obtain  full  professorship  at  the 
medical  school. 

Dr.  Sabin  also  was  the  first  woman  president 
of  the  American  Association  of  Anatomists  (1924); 
the  first  woman  elected  to  the  National  Academy 
of  Sciences  (1925),  and  the  first  woman  depart- 
ment head  of  the  Rockefeller  Institute  for  Medical 
Research  in  New  York  (1925). 


PRIVATE  JET  AROUND  the  WORLD 
Jan.  19  - Feb.  10,  1974 

^ 


• Canary  Islands 
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• South  Africa 

• Mozambique 
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• Tanzania 
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• Afghanistan 
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• Nepal 

• Burma 

• Hong  Kong 

• Japan 

• Hawaii 


Iwenty-three  memorable  days  in  legendary  lands  and  cities 
of  ineffable  enchantment  — a sight-seer’s  and 
photographer's  dream.  Only  rarely  will  the  active  doctor's 
schedule  allow  for  a Trip  Around  the  World,  but  with 
exclusive  use  of  a TWA  Boeing  707  Jet  and  the  expert 
guidance  of  Cliff  Gotaas  of  Chicago,  direcfor  of  five  such 
previous  World  Tours,  there  are  no  airport  waits  for  regular 
flights,  no  maximum  weight  allowances.  Deluxe 
accommodations  with  table  d’hote  or  a la  carte  meals. 


$2,790.00  from  Chicago— All  fees  included 
Tour  quofa  is  already  two-thirds  filled. 


Please  rush  your  requests  to: 

MONTANA  TRAVEL,  INC. 


P.O.  Box  459,  Bozeman,  MT  59715 
(406)  587-4448 


Her  research  centered  around  the  cellular  ele- 
ments of  blood  and  the  mechanisms  of  phagocyto- 
sis (the  process  of  ingestion  and  digestion  by 
cells).  She  spent  many  years  delving  into  the 
origin  of  antibodies  and  the  significance  of  hyper- 
sensitivity to  infection  in  general  and  to  tuber- 
culosis in  particular.  Her  contributions  are  an 
important  part  of  the  fabric  of  medicine  as  it  is 
known  today,  and,  during  the  1930s,  she  was  con- 
sidered the  greatest  living  woman  scientist. 

In  1938,  Dr.  Sabin,  then  67,  returned  to  Denver 
where  she  served  on  the  boards  of  the  Guggen- 
heim Foundation  and  Children’s  Hospital. 

She  received  15  honorary  degrees,  including 
one  from  the  University  of  Colorado  in  1935.  She 
also  received  UC’s  Distinguished  Service  Award 
in  1953,  shortly  before  her  death  that  fall. 


New  President 

James  B.  Gillespie,  M.D.,  F.A.A.P.,  clinical  pro- 
fessor of  pediatrics.  School  of  Medicine,  University 
of  New  Mexico,  Albuquerque,  will  be  installed  as 
the  44th  president  of  the  American  Academy  of 
Pediatrics  (AAP)  during  the  Academy’s  annual 
business  meeting  in  Chicago.  The  14,500  member 
Academy  is  the  Pan-American  association  of  phy- 
sicians certified  in  the  care  of  infants,  children, 
and  adolescents. 

Dr.  Gillespie  served  as  a member  of  the  Acad- 
emy’s central  office  staff  as  director  of  the  De- 
partment of  Chapters  from  1965-72.  He  served  as 
AAP  treasurer  from  1967-72.  He  joined  the  Acad- 
emy in  1965  after  retiring  from  practice  in  Ur- 
bana.  111.  Dr.  Gillespie  retired  from  the  AAP  staff 
on  May  1,  1972. 

He  also  served  the  Academy  in  other  capacities. 
He  was  chairman  of  the  Nominating  Committee 
in  1954,  and  from  1957-64,  served  on  the  Commit- 
tee on  Youth.  Dr.  Gillespie  was  Illinois  Chapter 
Chairman  from  1958-62. 

Dr.  Gillespie  received  his  B.S.  and  M.D.  de- 
grees from  the  University  of  Iowa  in  1929,  and 
obtained  his  M.S.  in  pediatrics  from  the  Univer- 
sity of  Minnesota  College  of  Medicine. 

Dr.  Gillespie  became  professor  of  pediatrics, 
School  of  Medicine,  University  of  New  Mexico  in 
1972.  He  also  joined  the  staff  of  St.  Joseph’s  Hos- 
pital in  Albuquerque  in  1972. 

Dr.  Gillespie  is  a member  of  the  Chicago  Med- 
ical Society,  Chicago  Pediatric  Society,  the  Illi- 
nois State  Medical  Society  and  the  American  Med- 
ical Association.  He  has  published  more  than  50 
articles  in  scientific  journals. 
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Library  Notes 


The  Denver  Medical  Society  Library  maintains  a collection  of 
over  five-hundred  medical  journals  and  many  important  new  texts 
in  the  basic  biomedical  sciences  and  the  clinical  specialties.  The 
Library  staff  will  do  research  on  topics  in  clinical  medicine  and 
surgery,  and  will  mail  reading  lists  or  photocopy  of  needed  litera- 
ture to  readers  of  the  Rocky  Mountain  Medical  JournaL  Library 
policy  is  to  provide  a fifteen  title  literature  search  within  twenty- 
four  hours  of  request. 

The  Rocky  Mountain  Medical  Journal  will  publish  a list  of  the 
DMS  Library’s  journal  holdings,  classified  by  specialty,  during  the 
next  several  months,  and  a list  of  new  books  received  from  time 
to  time. 

The  Library  charges  lOc  per  page  for  photocopy,  and  will  mail 
at  fourth-class  rates  unless  sufficient  postage  accompanies  a re- 
quest to  allow  for  first-class  mailing.  The  Library  will  open  a 
monthly  billing  account  for  any  physician  who  may  require  more 
than  $10.00  (100  pages)  of  photocopy  per  month. 

Kindly  address  all  inquiries  to: 

Denver  Medical  Society  Library 
1601  East  19th  Avenue 
Denver.  Colorado  80218 
Telephone:  303--534-8580 


SERIAL  HOLDINGS 
OF  THE 

DENVER  MEDICAL  SOCIETY  LIBRARY 

Beginning  volume  and  beginning  year  are  shown  in  the  columns 
following  the  names  of  'the  holdings,  and  where  the  title  is  no 
longer  available  ending  volume  and  year  are  indicated.  The  hold- 
ings are  generally  complete  for  the  period  shown  but  in  some 

cases  the  holdings  may  be  scattered. 


SPECIALTY 

Allergy  and  Immunology 


Volume 

Title  Nos. 

Annals  of  Allergy  7- 

Journal  of  Allergy  I- 

Journai  of  Immunology  I- 

Progress  in  Allergy  7- 

Anesthesiology 

Acta  Anaesthesiologica  Scandinavica  3- 

Acta  Anaesthesiologica  Scandinavica 

Supplements  3- 

Anesthesia  and  Analgesia  1- 

Anesthesiology  1- 

Canadian  Anaesthesiologists  Journal  I- 

Clinical  Anesthesia 

Survey  of  Anesthesia  I- 

Yearbook  of  Anesthesia 

British  Journal  of  Anaesthesia  29- 

Dermatology 

Acta  Dermato-Venereologica  36- 

Acta  Dermato-Venereologica 

Supplements  34- 

Archlves  of  Dermatology  I- 

British  Journal  of  Dermatology  21- 

Cutis  I- 

Yearbook  of  Dermatology  1- 

Family  Practice 

American  Family  Physician  I- 

Coiorado  SP  3- 


Years 

1949- 

1929- 

1916- 

1963- 


1959- 

1959- 
1922- 
1940- 
1954- 
1963- 
1 957- 

current  10  yrs. 
1957- 


1956- 

1955- 
1920- 
1 909- 
1965- 

current  10  yrs. 


1970- 

1961- 


United  Nations 

Children's  Fund 
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for  October  1973 


Utah 

Joseph  Russell  Wherritt,  MD,  retired  Salt  Lake 
City  obstetrician  and  gynecologist,  died  of  natural 
causes  on  Thursday,  August  16,  1973. 

Born  June  8,  1901  in  Heber  City,  Utah,  Doctor 
Wherritt  was  the  son  of  Emma  and  Dr.  William 
Russell  Wherritt,  a general  practitioner  in  Heber 
City.  He  married  Lucille  Raddatz  on  September 
12,  1930. 

Doctor  Wherritt  received  his  premedical  ed- 
ucation from  the  University  of  California  at 
Berkeley,  and  obtained  his  MD  from  the  Univer- 
sity of  Pennsylvania  in  1926.  He  served  his  in- 
ternship at  Episcopal  Hospital  in  Philadelphia  and 
his  residency  at  the  New  York  Lying-In-Hospital. 

Doctor  Wherritt  has  been  a member  of  the  Salt 
Lake  County  Medical  Society  and  the  Utah  State 
and  American  Medical  Association  since  1930.  He 
has  also  held  membership  in  the  American  Col- 
lege of  Surgeons  and  the  American  Board  of  Ob- 
stetrics and  Gynecology. 

Doctor  Wherritt  is  survived  by  his  widow,  a 
son,  John  Russell  of  San  Francisco,  and  Mrs. 
Stewart  (Joyce)  Bowers,  Orinda,  California.  Also 
surviving  are  a sister  and  two  grandsons. 


Wyoming 

D.  R.  Stiteler,  MD  of  Cody,  Wyoming,  died 
July  26,  1973.  The  following  “Tribute  to  a Fine 
Doc”  has  been  sent  to  us  by  Dr.  Millard  J.  Smith 
of  Cody  for  publication; 

The  entire  staff  of  the  West  Park  County  Hos- 
pital is  extremely  grateful  and  privileged  to  have 
worked  with  Dr.  D.  R.  Stiteler.  Darrell,  as  we 
knew  him,  provided  each  of  his  patients  with  the 
best  care  that  medicine  could  offer  along  with 
genuine  sincerity  and  empathy. 

A native  of  Wyoming,  he  was  born  in  Rock 
Springs  and  lived  his  entire  formative  years 
there.  After  his  graduation  from  high  school  and 
prior  to  World  War  H,  he  joined  the  Wyoming 
National  Guard.  His  unit  was  one  of  the  first  to 
be  called  up  prior  to  Pearl  Harbor. 

Following  his  service  years  he  returned  to  the 
University  of  Wyoming  and  received  a BS  degree, 
with  honors,  in  Education  in  1948.  His  first  en- 
deavors were  in  teaching  math  and  sciences,  along 
with  coaching  football,  basketball,  and  track  at 
Green  River,  Wyoming.  He  loved  young  people 
and  loved  working  with  them. 

While  teaching  at  Green  River  he  met  a fellow 
teacher,  Sheila  Kelly,  and  they  were  married  in 
1949.  They  were  blessed  with  five  fine  children, 
three  daughters  and  two  sons. 


In  1950  Darrell  returned  to  the  University  of 
Wyoming,  feeling  that  he  could  make  a greater 
contribution  to  society  by  studying  medicine.  Five 
years  later  he  graduated  from  the  University  of 
Colorado  School  of  Medicine.  After  a year  of  in- 
ternship and  a residency  in  the  Family  Practice 
Program  at  Colorado,  he  set  up  practice  in  Cody, 
Wyoming  in  1957. 

His  practice  in  Cody  was  a busy  one  and  he 
gave  much  of  himself  to  it.  Again,  he  particularly 
enjoyed  working  with  young  people  and  served 
as  an  inspiration  to  many  of  them.  Those  people 
who  worked  closest  to  Doctor  Stiteler  were  also 
inspired  by  him  and  realize  that  he  has  left  a 
vacuum  that  will  never  be  completely  filled.  It 
is  also  notable  that  the  medical  staff  at  the  Cody 
Hospital  looked  upon  their  colleague  as  a Doc- 
tor’s Doctor. 


Colorado 

Mr.  Julius  Herbert,  a pioneer  distributor  of 
medical  equipment,  and  the  oldest  regular  exhib- 
itor at  Colorado  Medical  Society  meetings,  died 
September  2,  1973,  at  Sunny  Acres  Valley  Nursing 
Home  in  Denver. 

Mr.  Berber!  was  born  February  10,  1884,  in 
Jersey  City  Heights,  New  Jersey,  and  came  to 
Denver  in  1903.  He  was  married  to  Pearl  Heim  in 
that  year,  and  founded  the  surgical  instrument 
company,  George  Berber!  and  Sons,  Inc.,  honor- 
ing his  father’s  name.  Mrs.  Berber!  died  in  May 
1970. 

The  Colorado  Medical  Society  and  the  entire 
Rocky  Mountain  area  sustained  loss  of  a good 
friend  in  Julius  Berber!,  who  assisted  many  of 
our  Colorado  doctors  in  setting  up  new  practices 
with  his  generous  policy  of  no-interest  on  instal- 
ment buying  of  medical  equipment.  In  1970,  the 
Colorado  Medical  Society  presented  him  with  a 
Certificate  of  Service  in  recognition  of  his  demon- 
strated concern  and  respect  for  the  medical  pro- 
fession. His  loyalty  to  the  Colorado  Medical  So- 
ciety was  also  expressed  by  advertising  in  our 
Rocky  Mountain  Medical  Journal  for  many  years. 

Survivors  include  a son,  J.  Paul,  who  is  active 
in  the  business  established  by  his  father. 


Montana 

Larry  W.  Lassinger,  MD,  Bozeman,  Montana, 
died  in  a motorcycle  accident  on  August  12,  1973. 

Doctor  Lassinger  was  born  in  Saxonburg, 
Pennsylvania,  January  21,  1937.  He  received  his 
pre-medical  education  at  the  Massachusetts  Insti- 
tute of  Technology,  and  his  M.D.  degree  in  1962 
from  the  University  of  Pittsburgh  School  of  Med- 
icine. 

He  was  a member  of  the  Gallatin  County  Med- 
ical Society,  the  Montana  Medical  Association  and 
the  American  Medical  Association. 
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Here  is  the  famous  Hamilton  Premiere  examining  suite.  Versatility 
of  style,  size,  and  cabinetry  make  it  possible  to  combine  those  “just 
right”  components  for  your  particular  office.  Large  or  standard  table 
. . . full  complement  of  treatment  and  utility  cabinets  or  modular  . . . 
whatever  your  needs  demand,  Hamilton  physicians’  furniture  will 
provide. 


GEO.  BERBERT  & SONS,  INC. 

1717  Logan  Street,  DENVER,  COLORADO  80203  • Tel.  255-0408 
1903-1973 — Our  70th  Anniversary 
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New  Dimensions 
in  Continuing 
Education 
Anaheim,  Cai. 
December  1-4 


It's  the  practicing  physician’s  clinic 
for  continuing  education. . .offering 
a uniquely  personalized  educational 
experience:  30  postgraduate  courses 
covering  new  treatments  and  tech- 
niques in  most  major  specialties. 
With  6 scientific  sessions,  film 
symposia,  scientific  and  industrial 
exhibits. . .all  designed  to  help 
provide  new  solutions  to  those 
everyday  health-care  problems.  Plus 
a conference  on  the  current  status 
of  Professional  Standards  Review 
Organizations.  Altogether,  AMA 
Clinical  '73  promises  to  be  the 
practicing  physician's  prescription 
for  better  patient  care. 


This  form  must  be  returned  before  November  5,  1973.  Your  Advance  Registration 
Card  and  tickets  will  be  sent  to  you  on  November  12,  unless  you  request  an 
earlier  mailing  date.  (If  you  do  not  receive  your  Postgraduate  Course  Tickets, 
stop  at  the  special  Course  Registration  Desk  at  the  Anaheim  Convention  Center. 
If  the  course(s)  of  your  choice  has  been  filled,  your  check  will  be  returned  im- 
mediately after  the  convention.) 


^ Advance  Registration 

Please  return  to: 

Circulation  and  Records  Department 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 

General  Registration 

__  AMA  members  and  their  guests:  no  fee 

Non-member  physicians:  $25 

Guests  of  non-members:  $5 

Medical  students,  interns  and  residents:  no  fee 

I am  a member  of  the  AMA  through  the 

State  Medical  Association  or  in  the  following  government 
service 

Postgraduate  Course  Registration 

Registration  fee.'  S25/4''2  hr.  course 
$40/9  hr.  course 

'All  medical  students,  interns  and  residents: 

$12.50/4'/2  hr,  course 
$20/9  hr.  course 

All  courses  meet  Sunday,  Monday,  Tuesday/Dec.  2-4. 

Please  indicate  1st,  2nd  and  3rd  choice  for  each  time. 
(Minimum  course  registration  is  25  physicians.  If  this 
number  is  not  attained,  your  2nd  or  3rd  choice  will  be 
substituted.) 

7:30-9:00  a.m.  (AVj  hr.  course) 

— Asthma-Causes,  Pathogenesis,  Treatment 
Diagnostic  Ultrasound 

— Efficient  Task  Allocation  in  Medical  Practice 

Four  Million  Epileptics-Outlook  1974 

— Heart  Sounds  and  Their  Interpretation 
— Impact  of  Welfare  Policies  on  the  Delivery  of  Health 
Care 

— Industrial  Medicine  in  the  Small  Manufacturing  Plant 
^ Tumors  of  the  Breast 


9:30  a.m. -12:30  p.m.  (9  hr.  course)  S ' 

Advanced  Electrocardiography 

Appraisal  of  New  Pulmonary  Diagnostic  Techniques 

Coronary  Risk  Factors 

Epidemiology  and  Management  of  the  Acutely  Injured 

Patient 

Factors  Affecting  Fetal  Development  and  Neonatal 

Adaptation 

High-Risk  Obstetrics  and  Fetal  Monitoring 

Immunology  1974 

Infectious  Diseases 

New  Clinical  Practice  from  the  Basic  Sciences 

Pulmonary  Function  and  Blood  Gases-Assessment 

and  Diagnosis 

Vascular  Disease  of  the  Head  and  Neck 

2:00-5:00  p.m.  (9  hr.  course) 

The  Anatomy  of  Surgical  Procedures 

Basic  Electrocardiography 

Clinical  Impact  of  Recent  Alcoholism  Research 

Critical  Patients-Critical  Decisions 

Diagnostic  Cardiology 

Liver  Diseases 

Managing  the  Diabetic  in  Trouble 

Cffice  Evaluation  of  Cervical  Lesions 

Problems  in  Child  Development 

Salt,  Water  and  Acid  Balance  and  Imbalance 

Vascular  Surgery 

My  remittance  of  $ is  enclosed. 

(Make  check  payable  to  American  Medical  Association.) 

Check  must  accompany  registration. 

Please  print 

Name 

(each  physician  must  register  in  his  own  name) 

Cffice  Address 

City/State/Zip 4 


The  Department  of  Otolaryngology  of  the 

University  of  Illinois 

COURSE  IN  LARYNGOLOGY  AND 

BRONCHOESOPHAGOLOGY 

Eye  and  Ear  Infimary 

University  of  Illinois  Hospital,  Chicago  Illinois 
November  12-17,  1973 

Contact:  Department  of  Otolaryngology,  Eye 
and  Ear  Infirmary,  1855  West  Taylor  Street,  Chi- 
cago, Illinois  60612. 

:js 

CONFERENCE  ON  RADIOLOGY  IN 
OTOLARYNGOLOGY  AND 
OPHTHALMOLOGY 
November  23-24,  1973 

Contact:  Galdino  E.  Valvassori,  MD,  Radiology 
Department,  Abraham  Lincoln  School  of  Medicine, 
P.O.  Box  6998,  Chicago,  Illinois  60680. 

American  College  of  Physicians 
UTAH  REGIONAL  MEETING 
Tri-Arc  Travelodge,  Salt  Lake  City 
October  26,  1973 

Contact:  Donald  E.  Smith,  MD,  2914  Millicent 
Drive,  Salt  Lake  City,  Utah  84108. 

Kidney  Foundation  of 
Rocky  Mountain  Region,  Inc. 

TENTH  ANNUAL  SYMPOSIUM  ON 

KIDNEY  DISEASE 

Hilton  Hotel,  Denver 

November  9,  1973 

Credit:  7 hours  AAFP 

Contact:  Kidney  Foundation  of  Rocky  Moun- 
tain Region,  Inc.,  230  Metropolitan  Building,  1612 
Court  Place,  Denver,  Colorado  80202.  (303) 

534-7998. 

American  College  of  Physicians 
COLORADO  REGIONAL  MEETING 
The  Broadmoor,  Colorado  Springs 
November  2-3,  1973 

Contact:  Robert  V.  Elliott,  MD,  St.  Luke’s  Hos- 
pital, 601  E.  19th  Avenue,  Denver,  Colorado  80203. 

The  Penrose  Cancer  Hospital 
CANCER  SEMINAR-CANCER  OF  THE  BREAST 
The  Broadmoor,  Colorado  Springs 
November  2-3,  1973 

Credit:  10  hours  AAFP 

Contact:  J.  Frank  Wilson,  MD,  Penrose  Cancer 
Hospital,  2215  N.  Cascade  Ave.,  Colorado  Springs, 
Colorado  80907. 


Institute  of  Clinical  Toxicology 
ADVANCES  IN  ANALYTICAL  TOXICOLOGY 
White  Hall  Hotel,  Houston,  Texas 
December  3-5,  1973 

Fee:  $75,  prior  to  November  19;  $100  after  No- 
vember 19 

Contact:  Registrar,  Institute  of  Clinical  Toxi- 
cology, P.O.  Box  2565,  Houston,  Texas  77001. 


The  Institute  for  Comprehensive  Medicine 
MANAGEMENT  OF  SEXUAL  AND 
MARITAL  INADEQUACY 
Caesar’s  Palace,  Las  Vegas,  Nevada 
December  4-5,  1973 

Los  Angeles  Hilton,  Los  Angeles,  California 
December  8-9,  1973 

Contact:  M.  K.  Starrett,  Registrar;  10840 
Queensland  Street,  Los  Angeles,  California  90034. 

Ilniversity  of  Colorado  School  of  Medicine, 

Department  of  Surgery,  and 

American  College  of  Surgeons 

CARE  OF  THE  CRITICALLY  INJURED 

Brown  Palace  Hotel,  Denver 

December  12-14,  1973 

Fee:  $75;  Credit:  27  hours  AAFP 

Contact:  John  A.  Boswick,  MD,  University  of 
Colorado  Medical  Center,  4200  East  Ninth  Avenue, 
Denver,  Colorado  80220. 


Colorado  Academy  of  Family  Physicians 

ANNUAL  SYMPOSIUM 

Humphreys  Postgraduate  Center 

University  of  Colorado  Medical  Center 

4200  East  Ninth  Avenue,  Denver 

Jan.  20,  1974,  Lederle  Laboratories  presentations 

January  21-26,  1974 

(Repeat  sessions  will  be  held  February  18-23  in 
Denver,  and  June  10-15  in  Estes  Park) 

Fee:  $125;  Credit:  42  hours  AAFP 

Contact:  Office  of  Postgraduate  Medical  Ed- 
ucation, University  of  Colorado  School  of  Med- 
icine, 4200  East  Ninth  Avenue,  Denver  80220. 

1974  SOUTHWEST  ALLERGY  FORUM 
Camelback  Inn,  Phoenix,  Arizona 
January  14-16,  1974 

Contact:  E.  G.  Barnet,  MD,  Suite  233D,  550  W. 
Thomas  Road,  Phoenix,  Arizona  85013. 


General  Rose  Memorial  Hospital 
NASAL  SYMPOSIUM 
Denver  Inn,  Denver  Colorado  and 
The  Lodge  at  Vail,  Vail,  Colorado 
February  21-24,  1974 

Contact:  Division  of  Continuing  Medical  Ed- 
ucation, General  Rose  Memorial  Hospital,  1050 
Clermont,  Denver,  Colorado  80220. 
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MEDICAL 
SCHOOL  NOTES 


University  of  Colorado  Medical  Center 

Dr.  Edgar  L.  Makowski,  professor  of  obstetrics 
and  gynecology,  University  of  Colorado  Medical 
Center,  has  been  awarded  a $42,734  March  of 
Dimes  research  grant  for  one  year,  it  was  an- 
nounced recently  by  university  officers  and 
Joseph  F.  Nee,  president  of  The  National  Founda- 
tion-March of  Dimes. 

Congenital  brain  damage  in  humans  is  closely 
linked  with  fetal  distress  in  various  complications 
of  pregnancy,  but  little  is  known  about  specific 
factors  responsible.  Dr.  Makowski  will  study  brain 
metabolism  in  unborn  sheep  to  determine  the  ef- 
fects of  adverse  maternal  conditions  such  as  low 
blood  sugar,  low  blood  pressure,  low  oxygen  and 
starvation. 

A new  technique  makes  it  possible  to  measure 
precisely  the  total  flow  and  distribution  of  blood 
in  the  fetal  brain.  Blood  levels  of  certain  nutrients 
and  waste  products  will  be  monitored  continu- 
ously in  cerebral  arteries  and  veins.  By  measuring 
the  input  and  output  of  these  substances  and  com- 
paring the  findings  with  changes  in  total  blood 
supply.  Dr.  Makowski  will  obtain  an  overall  pic- 
ture of  metabolic  activity  in  the  fetal  and  new- 
born brain  under  various  conditions  of  maternal 
stress. 

His  findings  may  supply  important  clues  to 
prevention  of  neurologl'c  damage  in  children  born 
of  pregnancies  complicated  by  toxemia,  diabetes, 
malnutrition  and  other  abnormalities. 

***** 

Dr.  Anne  S.  Yeager,  assistant  director  of 
pediatrics,  Denver  General  Hospital,  and  assistant 
professor  of  pediatrics.  University  of  Colorado 
Medical  Center,  has  been  awarded  a March  of 
Dimes  research  grant  renewal  of  $17,000  for  one 
year,  it  was  announced  recently  by  university  and 
hospital  officers  and  Joseph  F.  Nee,  president  of 
The  National  Foundation-March  of  Dimes. 

Dr.  Yeager  is  studying  one  of  the  most  com- 
mon serious  infections  of  newborn  infants,  cyto- 
megalovirus (CMV).  CMV  affects  an  estimated 
40,000  infants  annually  in  the  United  States. 
About  10  per  cent  of  these  suffer  permanent  brain 
damage,  including  epilepsy,  spastic  paralysis, 
deafness,  blindness,  microcephaly  and  mental  rer 
tardation.  The  virus  also  attacks  the  lungs  and 
liver. 

Dr.  Yeager’s  goal  is  to  learn  how  CMV  is  trans- 
mitted and  what  factors  determine  the  extent  of 
damage  to  an  infant.  She  will  try  to  identify  dif- 
ferent strains  of  CMV  and  correlate  them  with 
the  timing  and  various  routes  of  infection  before 
or  after  birth,  the  severity  of  the  disease,  and 
risk  of  infection  in  subsequent  pregnancies. 


She  will  explore  the  possibility  that  CMV  in- 
fection early  in  gestation  may  cause  structural 
birth  defects,  prematurity  or  intrauterine  growth 
retardation.  Special  emphasis  will  be  given  to  the 
possibility,  suggested  by  Dr.  Yeager’s  preliminary 
findings,  that  neonatal  transfusions  are  an  im- 
portant source  of  infection. 

These  studies  may  clarify  important  questions 
about  CMV  and  may  provide  information  which 
can  be  applied  to  detection  and  prevention  of  the 
disease. 


University  of  Utah  Medical  Center 

The  chairman  of  the  Department  of  Internal 
Medicine  at  the  University  of  Utah  Medical  Cen- 
ter has  been  named  to  head  the  National  Institutes 
of  Health’s  (NIH)  hematology  study  section.  Dr. 
George  E.  Cartwright,  who  has  been  on  the  col- 
lege of  medicine  faculty  since  1947,  will  oversee 
the  disbursal  of  NIH  grants  to  hematology  re- 
search. 

Hematology,  Dr.  Cartwright’s  area  of  sub- 
specialization, is  the  study  of  blood  diseases.  He 
has  served  on  the  national  hematology  study 
group  for  four  years  prior  to  his  appointment  to 
a two-year  term  as  chairman.  The  study  section 
is  one  of  several  the  NIH  maintains  in  the  vari- 
ous fields  of  medical  investigation.  Dr.  Cartwright 
said  such  groups  provide  peer  review  of  research 
fund  applications  from  the  scientific  community. 
This  allows  experts  in  the  various  medical  dis- 
ciplines to  determine  funding  priorities.  The  new 
chairman  will  meet  three  times  yearly  in  Wash- 
ington, D.C.,  with  the  hematology  group’s  20  mem- 
bers to  review  applications. 

Dr.  Cartwright  became  chairman  of  Utah’s  De- 
partment of  Internal  Medicine  in  1967  and  holds 
the  rank  of  full  professor  in  the  college  of  med- 
icine. He  served  his  residency  at  the  former  Salt 
Lake  County  General  Hospital,  the  forerunner  of 
University  Hospital,  in  1944-1945,  following  his 
internship  at  Johns  Hopkins  Hospital.  He  received 
his  M.D.  in  1943  from  Johns  Hopkins  Medical 
School,  Baltimore,  Md. 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  1 6th  Street 

Denver  80202 


Telephone 

534-8714 
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Now-there’s  a Jobst 
Service  Center  in  your  area 


Jobst 


We  have  opened  this  Service  Center  to  make  it  easier  for  your 
■patients  to  be  measured  and  fitted  with  the  JOBST  supports. 

Our  Service  Center  is  staffed  with  experts  who  will  measure 
and  fit  your  patients  only  on  your  prescription.  (There  is  no 
charge  for  this  service.)  The  exacting  measurements  will  be 
engineered  to  provide  the  correct  counterpressures  required 
for  each  patient  and  his  specific  condition.  Each  support  is 
completely  guaranteed  for  results,  material  and  workmanship. 

To  maintain  the  personal  care  and  manufacturing  precision 
that  become  a part  of  each  JOBST  support,  v<ie  supply  the 
physician  and  his  patient  on  a direct  basis.  This  JOBST 
standard  of  excellence  and  service  is  provided  through 
our  Service  Centers,  now  located  in  major  cities. 

For  further  details  and  JOBST  prescription  order  forms, 
phone  or  drop  us  a card.  © jobst  1968 


Suite  600,  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
Phone  (303)  572-3989 
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DOES  YOUR 
INCOME 
STOP 

IF  YOU’RE  SICK 
OR  HURT 
AND  CAN’T 
WORK? 


Colorado  Medical  Society  Insurance  Program 

Please  rush  full  details  on  the  Income  Protection  Plan  available 
to  me  as  a member. 


If  so,  how  would  you  pay  those  everyday  household  bills?  Would  you 
have  to  dip  into  your  savings  account  or  even  worse,  apply  for  a 
second  mortgage  on  your  home? 

Instead,  find  out  about  the  Colorado  Medical  Society  Income  Protection 
Plan  — insurance  coverage  that  pays  you  emergency  benefits  when  a 
covered  sickness  or  disability  keeps  you  from  working.  As  a Colorado 
Medical  Society  member,  you  can  purchase  plans  that  pay  from  $100.00 
to  $1,000.00  a month,  depending  on  the  plan  you  choose  and  qualify  for. 
The  emergency  benefits  are  paid  directly  to  you,  to  use  as  you  see  fit. 

ACT  NOW!  Fill  out  and  mail  the  coupon  for  full  information  on  the 
Colorado  Medical  Society  Income  Protection  Plan.  There's  no  obligation. 
Hurry! 

UNDERWRITTEN  BV 

Mutual 

^mahaS^ 

p&ofjip  wtio 

Life  Insurance  Affiliate:  United  of  Omaha 


NAME. 


ADDRESS. 
CITY- 


STATE. 


ZIP. 


MUTUAL  OF  OMAHA  INSURANCE  COMPANV 
HOME  OFFICE'  OMAHA,  NEBRASKA 

Moil  Coupon  to  Your  Nearest  Representative: 


CON  LITZ 

4800  Wadsworth  Plaza 
Suite  300 

Wheat  Ridge,  Colorado  80033 


CARL  RODERICK 
2627  West  10th  Street 
Greeley,  Colorado  80631 


TONY  OCCHIUTO 
1702  North  Circle  Drive 
P.O.  Bok  9226,  Stotion  A 
Colorado  Springs,  Colorado  80932 


MAIL  TODAY! 


CENTRALLY  LOCATED 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Build- 
ing is  the  best-known  Medical- 
Dental  Center  in  the  Rocky 
Mountain  West,  complete  with 
24-hour  operation.  X-ray;  patho- 
logical and  dental  laboratories, 
pharmacy,  drug  and  supply 
stores. 

With  the  completion  of  the 
new  500-car,  self-service  parking 
facility,  the  Republic  Building — 
designed  and  operated  for  the 
medical  and  dental  professions — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 
Space  is  available.  Ask  for 

REPUBLIC  BUILDING  CORPORA! ION  illustrated  brochure. 


306  REPUBLIC  BUILDING,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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Colorado  Medical  Society 

OFFICERS — 1!)73-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President;  Kenneth  A.  Kahn,  Boulder. 

President-elect:  Howard  T.  Robertson,  Denver. 

Vice  President:  Harlan  B.  Huskey,  Fruita. 

Treasurer;  Dwight  C.  Dawson,  Colorado  Springs. 
Constitutional  Secretary:  Stanley  J.  Sontag,  Lakewood. 
Delegates  to  the  A.M.A.:  Ray  G.  Witham,  Craig,  Dec.  31, 
1974;  John  M.  Wood,  Englewood,  Dec.  31,  1975;  Robert  E, 
McCurdy,  Denver,  Dec.  31,  1975. 

Alternate  Delegates  to  the  A.M.A.:  Clyde  E.  Stanfield,  Dec. 
31,  1974;  William  Y.  Takahashi,  Boulder,  Dec.  31,  1975; 
Kenneth  A,  Platt,  Westminster,  Dec.  31,  1975. 

Speaker,  House  of  Delegates;  Joseph  L.  Kovarik,  Denver. 
Vice  Speaker,  House  of  Delegates:  Robert  S,  Brittain,  Engle- 
wood. 

Foundation  Advocate:  H.  Sol  Cersonsky,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Carl  H.  McLauthlin, 
Denver. 

Scientific  Editor  Emeritus,  Rocky  Mountain  Medical  Journal: 
Douglas  W,  Macomber,  Denver. 

Executive  Director:  Mr.  Donald  G.  Derry,  1601  E.  19th  Ave., 
Denver  80218.  Telephone  (303)  534-8580. 


Montana  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Meeting  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Meeting. 

President:  Hollis  K.  Lefever,  Lewistown. 

President-elect:  John  R.  Burgess,  Jr.,  Helena. 

Vice  President:  John  R.  Halseth,  Great  Falls. 
Secretary-Treasurer:  Robert  P.  Yost,  Missoula. 

Assistant  Secretary-Treasurer:  David  Gregory,  Glasgow. 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings. 
Alternate  Delegate  to  the  A.M.A.:  Mark  B.  Llsterud,  Wolf 
Point. 

Executive  Committee:  Hollis  K.  Lefever,  Lewistown;  John  R. 
Burgess,  Jr.,  Helena;  John  R,  Halseth,  Great  Falls;  Robert  P. 
Yost,  Missoula;  David  Gregory,  Glasgow;  Herbert  T.  Cara- 
way, Billings;  Mark  B.  Listerud,  Wolf  Point;  John  Pfaff,  Jr., 
Great  Falls;  Edward  L.  King,  Manhattan. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical 
Journal;  Gerald  A.  Diettert,  Missoula, 

Associate  Editor,  Rocky  Mountain  Medicai  Journai:  Mr.  G. 
Brian  Zins,  Helena. 

Executive  Director:  Mr.  G.  Brian  Zins,  2021  11th  Avenue, 
Suite  12,  Helena,  Montana  59601.  Telephone  (406)  443-4000. 


Nevada  State  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1973  Annual  Session. 

President:  John  P.  Sande,  Reno. 

President-elect:  Thomas  K.  Hood,  Elko. 

Secretary-Treasurer:  John  W.  Callister,  Reno. 

Immediate  Past  President:  William  D.  O'Gorman,  Las  Vegas. 
Delegate  to  A.M.A.:  Hugh  C.  Follmer,  Las  Vegas. 

Alternate  Delegate  to  A.M.A.:  G.  Norman  Christensen,  East 
Ely. 

Scientific  Editor  for  Nevada.  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Med- 
ical Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Richard 
G.  Pugh,  Reno. 

Executive  Director:  Mr.  Richard  G.  Pugh,  3660  Baker  Lane, 
Reno  89502.  Telephone  (702)  825-6788. 


New  Mexico  Medical  Society 

OFFICERS — 1973-74 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1974  Annual  Session. 

President;  Armin  T.  Keil,  Raton. 

President-elect:  U.  G.  Hodgin.  Jr.,  Albuquerque. 

Vice  President;  Robert  E.  Cutler,  Espanola. 

Secretary-Treasurer:  Ronald  V,  Dorn,  Jr.,  Albuquerque. 
Immediate  Past  President;  Don  R.  Clark,  Roswell. 

Speaker,  House  of  Delegates;  William  J.  Hossley,  Deming. 

Vice  Speaker,  House  of  Delegates;  John  D.  Abrums, 
Albuquerque. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis. 

Alternate  Delegate  to  A.M.A.:  Emmit  M.  Jennings,  Roswell. 
Councilors  for  Three  Years:  William  C.  Gorman,  Albuquerque; 
Jerome  P.  Pucelick,  Las  Cruces. 

Councilors  for  Two  Years;  Samuel  E.  Neff,  Clovis;  Walter  J. 
Hopkins,  Lovington;  Jack  L.  Coats,  Farmington. 

Councilors  for  One  Year:  Adrian  H.  Bodelson,  Santa  Fe;  John 
J.  Smoker,  Raton. 

Scientific  Editor  for  New  Mexico,  Rooky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Assistant  Scientific  Editor  for  New  Mexico,  Rocky  Mountain 
Medical  Journal:  William  S.  Curran.  Albuquerque. 

Associate  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal;  Mr.  Ralph  R.  Marshall,  Albuquerque. 

Executive  Director:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vista 
Boulevard  NE,  Albuquerque  87106.  Telephone  (505)  265-8494. 
Assistant  Executive  Director;  Mr.  Thomas  A.  Bodnar, 
Albuquerque. 


Utah  State  Medical  Association 

OFFICERS — 1972-73 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1973  Annual  Session. 

President;  William  R.  Christensen,  Granger. 

President-elect:  J.  Louis  Schricker,  Jr.,  Salt  Lake  City. 

Past  President;  Merrill  C.  Daines,  Logan. 

Honorary  President:  Stanley  M.  Clark,  Provo. 

Secretary:  Howard  G.  McQuarrie,  Salt  Lake  City. 

Treasurer:  Scott  M.  Smith,  Salt  Lake  City. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden. 

Alternate  Delegate  to  A.M.A.:  Alan  R.  Nelson,  Salt  Lake  City. 
Speaker,  House  of  Delegates:  William  Knox  Fitzpatrick,  Salt 
Lake  City. 

Vice  Speaker,  House  of  Delegates:  John  W.  Emmett,  Logan. 
Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal; 

Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Hoyt 
W.  Brewster,  Salt  Lake  City. 

Executive  Director:  Mr.  Hoyt  W.  Brewster,  42  South  Fifth  East 
Street,  Salt  Lake  City  84102.  Telephone  (801)  355-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1973 — Terms  of  Officers  and  Committeemen  ex- 
pire December  31,  1973.  Terms  of  office  (with  the  exception 
of  Delegate  and  Alternate  Delegate  to  AMAl  expire  at  the 
end  of  the  calendar  year  rather  than  at  the  Annual  Session. 
President:  Donald  F.  Mahnke,  Casper. 

President-elect:  Paul  R.  Yedinak,  Rock  Springs. 

Vice  President:  Donald  B.  Hunton,  Cheyenne. 

Secretary:  Patrick  D.  Nolan,  Buffalo. 

Treasurer:  Goode  R.  Cheatham,  Jr.,  Casper. 

Delegate  to  A.M.A.:  Fenworth  M.  Downing,  Sheridan. 
Alternate  Delegate  to  A.M.A.:  John  J,  Corbett,  Casper. 
Speaker  of  the  House:  Theodore  L.  Johnston,  Cheyenne. 

Vice  Speaker  of  the  House:  David  F.  Cook,  Jackson. 
Immediate  Past  President:  William  G.  Erickson,  Lander. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Mr.  Robert  Smith,  Cheyenne. 

Executive  Secretary;  Mr.  Robert  Smith,  P.O.  Box  1387, 
Cheyenne,  Wyoming  82001.  Telephone  (307  ) 634-7305. 
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WANT  ADS 


CHOICE  LAKEWOOD,  COLORADO  LOCATION  for  medical 
and  dental  offices.  Completed  in  February  1973.  Call  (303) 
455-7545.  1172-6-TFB 


FOR  SALE  — Private  practice  of  Diagnostic  Roentgenology 
in  rapidly  growing  Denver  metropolitan  area.  Excellent  op- 
portunity for  group  or  young  man.  Reply  to  Box  873-9-3, 
Rocky  Mountain  Medical  Journal,  1601  E.  19th  Avenue,  Den- 
ver, Colorado  80218.  873-9-3 


INTERNIST  AND  OTORHINOLARYNGOLOGIST  NEEDED 
for  solo  practice  in  choice  medical  location.  Work  with  7 
GPs,  18  other  medical  doctors  in  various  subspecialties,  plus 
11  other  doctors  with  specialties.  At  this  moment  NO  IN- 
TERNIST OR  OTORHINOLARYNGOLOGIST.  Work  with 
owner  and  design  own  suite.  West  Alameda  Medical  Plaza, 
Lakewood,  Colorado  (southwest  Denver).  (303)  922-3525. 

873-5-TFB 


ALLERGIST  NEEDED  in  choice  Lakewood  area.  Excellent 
opportunity.  Solo  practice — over  35  doctors  already  in  prac- 
tice at  this  location.  At  the  moment  no  ALLERGIST.  Phone: 
13031  922-3525  (Southwest  Denver).  873-6-TFB 


BOULDER,  COLORADO  OFFERS  AN  OUTSTANDING  PO- 
SITION for  full  range  Family  Practice  with  a congenial 
group  of  four.  Family  Practice  eligible  or  equivalent  experi- 
ence necessary.  Please  inquire:  Dakota  Ridge  Medical  Center, 
P.C.,  2505  4th  Street,  Boulder,  Colorado  80302,  or  call  443-4411. 

773-2-TF 


EMERGENCY  ROOM  PHYSICIAN  to  join  4-man  group.  157- 
bed  hospital.  Construction  underway  for  increase  to  225-bed 
hospital  with  13  room  trauma  center.  Send  curriculum  vitae 
to  G.  K.  Langstaff,  M.D.,  St.  Francis  Hospital,  Pikes  Peak  and 
Prospect  Sts.,  Colorado  Springs,  Colorado  80901.  973-4-2B 


GENERAL  PRACTICE  OPENING  IN  family  practice  medical 
clinic.  Need  certified  or  board  eligible  family  practitioner 
to  join  five-man  group.  Wadsworth  Medical  Clinic,  1661 
Wadsworth  Blvd.,  Lakewood,  Colorado  80215.  Tel:  (303) 
238-4371.  973-7-3 


VALLEY  WEST  MEDICAL  CENTER  now  ready  for  occu- 
pancy. Office  layout  to  your  choosing.  Located  on  property 
of  the  Valley  West  Hospital,  in  Granger.  Excellent  opportu- 
nity in  80,000-plus  population.  New  40-bed  expansion  ready 
to  start  construction  on  hospital.  Contact  Gordon  Jenkins, 
Administrator.  4160  W.  3400  South,  Granger,  Utah  84120. 
Phone  (801)  298-9061.  973-9-4B 


INTERNIST  TO  ASSOCIATE  WITH  FAMILY  PRACTITIONER. 

Salary  first  year  $30,000,  then  partnership.  Harold  E.  Gil- 
man, M.D.,  3405  Downing  Street,  Denver,  Colorado  80205. 
(303)  623-6171.  1073-1-2B 


NEED  EIGHT  MDs  IN  SOUTH  DAKOTA  AREAS.  $60,000  per 
year  and  new  home  furnished.  Free  use  of  clinics  and 
paid  expenses.  Fee  paid  by  company.  Professional  and  Med- 
ical Employment,  6900  W.  Alameda  Ave.,  Suite  1,  Lakewood, 
Colorado  80215.  (303)  934-2255.  1073-2-lB 


Has  apartment  ownership  been  (disappointing? 
As  cash  flow  decreases  so  does  your  equity. 

We  can  help  you  realize  larger  after-tax 
profits  by  converting  your  apartment  to  a 
condominium. 


Condominium  Concepts 

PHONE  (3031  758-6633 


CLINIC  MANAGER:  Assume  management  of  10-man  multi- 
secialty  group  in  Western  Montana.  New  Clinic  Building. 
Reply  to  Box  1073-3-1,  Rocky  Mountain  Medical  Journal, 
1601  East  19th  Avenue,  Denver,  Colorado  80218.  1073-3-1 


FOR  SALE.  Choice  Mountain  Valley  26.5  Acres  with  small 
stream.  Small  adjudicated  water  rights.  Pond  site.  Year 
’round  road.  10  min.  nearest  town.  2 miles  National  Forest. 
REA  power.  1 hour  six  major  ski  areas.  Close  to  major  fish- 
ing and  big  game  hunting.  Excellent  building  sites  with 
view.  Horse  pasture.  Suitable  small  select  professional  group. 
Down  payment.  Terms — will  carry.  By  letter  only.  $4000/ A. 
Write:  E.  G.  Ceriani,  MD,  Kremmling,  Colorado  80459. 

1073-4-2B 


PHYSICIAN  ASSISTANT  IN  RADIOLOGY  graduating  from 
University  of  Kentucky  Medical  Center,  June  1974.  A.R.R.T. 
Registered.  Diagnostic  Radiology  and  Nuclear  Medicine.  Pre- 
fer rural  area.  Edward  J.  Huber,  R.T.,  3616  King  Arthur 
Drive,  Lexington,  Kentucky  40503.  1073-5-3B 


DIRECTOR  OF  CONTINUING  EDUCATION  for  a community 
hospital  working  with  University  of  Colorado  to  establish 
a Family  Practice  Residency  and  Regional  Medical  Education 
Program.  Send  curriculum  vitae  to:  Administrator,  Weld 
County  General  Hospital,  Greeley,  Colorado  80g31.  1073-6-2B 


MEDICAL  TRANSCRIPTION  done  in  your  office  or  mine. 

7 years’  experience  in  various  fields  of  medical  transcrip- 
tion including  hospitals.  References  upon  request.  Satisfaction 
guaranteed  or  no  charge.  For  more  information  call  Mrs. 
Rhue,  (303)  756-1175.  1073-7-lB 


FOR  SALE:  OFFICE  EQUIPMENT,  including  misc.  medical 
instruments;  sectional  desk;  2 steno.  chairs;  settee;  3 lounge 
chairs;  coffee  table;  end  table;  table  lamp;  plain  exam, 
table;  2 reg.  exam,  tables;  EKG  machine;  side  cabinet;  table 
desk  w/3  drawers;  elec,  typewriter;  L-shaped  exec,  desk 
w/bookcase;  misc.  chairs;  centrifuge;  filing  cabinets;  micro- 
scope; vital  capacity  apparatus;  small  refrig.  Write;  E.  Bruce 
Badger,  M.D,,  3535  Cherry  Creek  North  Drive,  # 404,  Den- 
ver, Colorado  80206.  1073-9-1 


INTERNIST  with  subspecialty  wanted  for  eleven-man  multi- 
specialty  group  with  three  internists.  Guaranteed  income 
with  incentive  plan.  Liberal  vacation  and  meeting  time  al- 
lowances. Life  style  similar  to  that  of  Colorado  with  hunt- 
ing, fishing,  camping,  hiking,  and  skiing  in  the  Black  Hills. 
Contact:  R.  E.  Chleborad,  Administrator,  Rapid  City  Medical 
Center,  Rapid  City,  South  Dakota,  (605)  342-3280.  1073-10-3B 


GENERAL  PRACTITIONER  wanted  for  eleven-man  multi- 
specialty group  with  one  GP  in  the  Department  of  Im- 
mediate Care.  Office  practice  only,  with  guaranteed  income 
and  incentive  plan.  Population  40,000  with  drawing  area  of 
200,000.  Life  style  similar  to  that  of  Colorado.  Variety  of  out- 
side activity  in  hunting,  fishing,  camping,  skiing,  in  the 
Black  Hills.  Contact:  R.  E.  Chleborad,  Administrator,  Rapid 
City  Medical  Center.  Rapid  City,  South  Dakota,  (605) 
342-3280.  1073-11-3B 


PHYSICIAN/ FAMILY  PRACTITIONER  needed  as  partner- 
ship in  beautiful,  rapidly  growing  middle  class  community 
midway  between  Denver  and  Boulder.  New,  modern  hospital 
10  min.  away.  Excellent  schools,  no  smog,  traffic,  or  crime. 
Office  centrally  located,  with  complete  laboratory  1 block 
away.  Existing  facility  has  adequate  X-ray  and  laboratory 
equipment  for  busy  Family  Practice.  M.U.  Burvant,  M.D., 
#14  Garden  Office  Center,  Broomfield,  Colorado  80020. 

1073-12-1 


INERNIST.  Colorado-licensed,  seeks  practice  opportunity  in 
Colorado  western  slope  region.  Reply  to  Box  1073-13-lB, 
Rocky  Mountain  Medical  Journal,  1601  East  19th  Avenue, 
Denver,  Colorado  80218.  1073-13-lB 


GENERAL  PRACTITIONER,  Internist,  Pediatrician  needed 
as  staff  physician  in  institution  for  retarded,  Boulder 
River  School  and  Hospital,  Boulder,  Montana.  Eastern 
slope  Continental  Divide,  heart  of  big  game  hunting  and 
fishing  areas;  institution  population  about  600,  community 
population  about  1,000;  starting  salary  $20,000  to  $24,000 
depending  upon  experience  and  training.  Foreign  medical 
graduates  must  have  EGFMG.  Direct  inquiries  to  P.  D. 
Pallister,  M.D.,  Clinical  Director,  Boulder  River  School 
and  Hospital,  BouWer,  Montana  59632.  1073-14-lB 
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ARTIFICIAL  EYES 

Plasfle  eyes  and  glass  eyes 
specially  made  to  fit  !tie  most 
difficult  cases.  An  espert  eye- 
maker  is  in  our  office  at  all 
times  !o  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  « 825-0229 
Denver,  Colorade  80202 
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irritations  oi 
day  are  often 

ted  in  his  gut. 


The  causes  of  mitaBIecoldlBt  an  dthe  diarrheal 
symptoms  that  often  accompany  it  can  be  as  di- 
verse as  the  systemic  and  emotional  irritation^ 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  with 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
colon  must  often  be  diagnosed  by  exclusion. 
1^|ch  diagnostic  exploration  takes  time.  Discov- 
ciw  of  the  nature  of  any  emotional  problems  may 
rajpe  more.  During  that  time,  Lomotil®  is  an  ideal 
agjent  for  controlling  diarrheal  symptoihs. 

r Lomotil  tablets  are  small,  easy  to  carry  and 
easy  to  take.  They  act  promptly  apd  effectively. 
Secondary  effects  are  relatively  ii^ifrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 
as  one  fourth  of  the  initial  dosagfe. 

These  same  characteristics  Wake  Lomotil 


useful  in  controlling  the  diarrhea  associated  with  \ 
gastroenteritis,  antibiotic  therapy  and  acute 
infections.  i 


j 


TABLETS/LIQUIS 

Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning;  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  tor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormai  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCi  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, iactation  or  in  women  of  chiidbearing  age. 
Diphenoxylate  HCi  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoreticaiiy  possibie  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deiiberate  overdosage;  strictly 
observe  contraindications, warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, maiaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


takes  care  of  the  ^ut  issue 
in  irritable  colon 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 
Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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The  defunct  defecation  reflex 


Inhibited  too  often  becauae  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  of  the 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex: 

■ Provides  rapid  relief  of 
constipation,  usually  within  2 to 
5 minutes 

■ Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  laxatives  or  the  burning 
that  may  be  associated  with 
suppositories 

■ Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■ Unique  construction  regu- 
lates flow— prevents  leakage 
and  reflux 

■ Anatomically  correct,  pre- 
lubricated rectal  tip  helps 
avoid  injury  to  bowel  wall 

■ Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications:  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is 
present.  Warnings:  Frequent  or  prolonged 
use  of  enemas  may  result  in  dependence 
Take  only  when  needed  or  when  pre- 
scribed by  a physician.  Precautions:  Do 
not  administer  to  children  under  two  years 
of  age  unless  directed  by  a physiciaB 
FREE  BOOKLET.  A supply  of  the  patient 
booklet.  The  Prolessional  Treatment  of 
Constipation,  is  available,  tree  of  charge, 
on  request  to  C 8,  FLEET  CO  , INC. 

P.  O.  Box  1100,  Lynchburg,  Va.  24505. 

=leef  Enema 

■ ’he  professional  aid 
to  constipation  relief 
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What  the  Sleep  Research 
Laboratory  recorded 
about  DALMANE'sleep...^ 

Cflurazepam  HCI) 

□ reduced  sleep  latency 

□ decreased  time  awake  after  sleep  onset 

□ increased  total  sleep  time 

The  polygraphic  techniques  of  the  sleep  research  laboratory  have 
objectively  documented  the  value  of  Dalmane  (flurazepam  HCI)  for 
patients  with  difficulty  falling  asleep  or  staying  asleep. 

Hundreds  of  hours  of  monitored  sleep ^ ^ have  shown  that  one 
30-mg  capsule  of  Dalmane  at  bedtime  generally  induced  sleep 
within  17  minutes,  significantly  reduced  time  awake  after  sleep  onset 
and  provided  7 to  8 hours  of  sleep.  Dalmane  effectiveness  was  main- 
tained even  over  14  consecutive  nights  of  administration,  demon- 
strating the  consistent  effectiveness  of  Dalmane, 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of 
insomnia  characterized  by  difficulty  in 
falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning 
awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia 
is  often  transient  and  intermittent,  pro- 
longed administration  is  generally  not 
necessary  or  recommended. 

Contraindications:  Known  hypersen- 
sitivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  [e.g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when . 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15 
years  of  age.  Though  physical  and 


psychological  dependence  have  not 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  those  who 
might  increase  dosage. . 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg 
to  preclude  oversedation,  dizziness  and/ 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive 
effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tend- 
encies. Periodic  blood  counts  and  liver 
and  kidney  function  tests  are  advised 
during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drows- 
iness, lightheadedness,  staggering, 
ataxia  and  falling  have  occurred,  partic- 
ularly in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache. 


heartburn,  upset  stomach,  nausea,  vomit- 
ing, diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpita- 
tions, chest  pains,  body  and  joint  pains 
and  GU  complaints.  There  have  also 
been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  exces- 
sive salivation,  anorexia,  euphoria,  de- 
pression, slurred  speech,  confusion, 
restlessness,  hallucinations, and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical 
reactions,  e.g.,  excitement,  stimulation 
and  hyperactivity,  have  also  been  re- 
ported in  rare  instances. 

Oosage:  Individualize  for  maximum 
beneficial  effect.  Adu/fs.-  30  mg  usual 
dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients: 

15  mg  initially  until  response  is 
determined. 

Supplied:  Capsules  containing  15  mg 
or  30  mg  flurazepam  HCI. 


What  the 
patients  reported 
when  they  awoke^ 


□ more  rapid  sleep  induction 

□ increased  duration  of  sleep 


The  utility  of  any  sleep  medication  depends,  ultimately,  on  patient 
acceptance.  For  this  reason,  sleep  laboratories  evaluating  Dalmane 
(flurazepam  HCI]  have  obtained  the  patients'  own  estimates  of  their 
sleep  immediately  on  awakening  in  the  morning.  These  subjective 
evaluations  have  been  in  strong  agreement  with  the  polygraphic 
records,  confirming  polygraphic  evidence  of  Dalmane  effectiveness 
compared  to  placebo. 
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DALMANE 


(flurazepam  HQ) 

When  restful  sleep  is  indicated 


One  30-mg  capsule  /i.s— usual  adult  dosage 
[15  mg  may  suffice  in  some  patients). 

One15-mg  capsule  ^.s.— initial  dosage  for  elderly 
or  debilitated  patients. 


\ ROCHE  LABORATORIES 
nOCHE  y Division  of  Hoffmann-La  Roche  Inc. 
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OUR  COVER 

Sooner  or  later  all  aspiring  artists  in 
the  later  19th  century  came  to  Paris, 
and  many  ended  up  in  groups  like 
this,  finishing  off  a Ten-Cent  Breakfast. 
All  of  the  young  men  here  represented 
went  on  to  some  glory.  When  Willard 
Ueroy  Metcalf  U858-1925)  painted  them 
they  were  struggling  Bohemians.  This 
real-life  cast  turned  out  three  out- 
standing American  impressionist  paint- 
ers, from  left  to  right,  John  Henry 
Twachtman.  Childe  Hassam,  and 
Theodore  Robinson.  The  other  was  a 
young  Scotsman  named  Robert  Louis 
Stevenson,  caught  shortly  before  the 
Spanish  journey  that  produced  "Travels 
With  a Donkey.”  Painter  Metcalf  was 
a highly  regarded  watercolorist  and 
nature  painter  from  New  England.  His 
works  may  be  seen  in  many  galleries 
Including  the  Corcoran  and  National 
galleries  in  Washington,  D.C.  This 
hangs  in  the  Edward  and  Tullah  Han- 
ley Collection  at  the  Denver  Art  Mu- 
seum which  we  would  like  to  credit  for 
the  use  of  the  reproduction. 
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To  the  Editor: 

In  the  Rocky  Mountain  Medical  Journal,  April 
1972,  two  of  us  reported  a number  of  cases  of  per- 
foration of  the  uterus  by  I.U.D.’s.  Since  that  time, 
a number  of  patients  have  presented  with  preg- 
nancies which  developed  while  an  I.U.D.  was  in 
place,  and  more  patients  with  I.U.D.’s  imbedded 
in  the  uterine  wall  have  been  seen.  We  are  re- 
porting these  as  follows: 

Case  #1.  N.  D.  Age  24.  Grav.  1 Para.  1.  Lippes 
loop  in  for  five  months.  Pregnant  six  weeks  when 
seen.  D&C  and  loop  removed. 

Case  #2.  A.  P.  Age  23.  Grav.  2 Para.  2.  Daikon 
shield  inserted  seven  months  prior.  Now  pregnant 
twelve  weeks.  Removed  with  D&C  without  com- 
plications. 

Case  #3.  M.  M.  Age  26.  Grav.  2 Para.  2.  Daikon 
shield  inserted  October  14,  1972  without  problems. 
Retroverted  uterus.  On  February  26,  1973,  spon- 
taneous abortion  at  28  weeks  pregnancy.  Removed 
without  complications. 

Case  #4.  A.  W.  Age  31.  Grav.  4 Para.  4.  Lippes 
loop  in  two  years.  Daikon  shield,  three  years.  Par- 
tial perforation  and  penetration  of  uterus  with 
heavy  bleeding.  D&C  and  shield  removed  without 
complications. 

Case  #5.  F.  M.  Age  29.  Grav.  4 Para.  3.  Lippes 
loop  in  for  two  years.  Spontaneous  abortion  at 
14  weeks.  D&C  without  complications. 

Case  #6.  M.  C.  Age  41.  Grav.  10  Para.  10.  Lippes 
loop  in  for  three  months.  Six  to  eight  weeks  preg- 
nant. Removed  with  D&C  without  complications. 


16th  & PARK  AVE. 
DENVER,  COLO. 

This  property,  located  in  the 
immediate  vicinity  of  Children’s 
Hospital,  St.  Joseph’s  Hospital,  and 
Presbyterian  Medical  Center  is 
ideal  for  one  or  two  practitioners 
who  wish  to  establish  in  this  area. 
Existing  building,  containing  over 
1,600  square  feet  of  space,  can  be 
readily  remodeled  to  suit  the  needs 
and  desires  of  a committed  tenant. 
Parking  adequate.  Lease  terms  ne- 
gotiable. For  more  information, 
call : 

Thomas  J.  Gallegos 
(303)  761-3372 


Case  #8.  V.  L.  Age  26.  Grav.  3 Para.  2 Ab.  1. 
I.U.D.  (Lippes  loop)  in  for  four  years.  Attempted 
removal  three  months  prior  to  being  seen  here, 
but  string  broke.  Parametritis.  Removed  under 
general  anesthesia  without  problems.  Loop  was 
partially  imbedded  in  uterine  wall. 


Case  #9.  K.  K.  Age  20.  Grav.  1 Para.  0.  Daikon 
shield  in  place  ten  months.  Two  months  pregnant 
when  seen.  Shield  removed  without  problems. 

Case  #10.  J.  B.  Age  26.  Grav.  2 Para.  2.  Daikon 
shield  in  three  years.  Shield  imbedded  with  re- 
moval accomplished  by  D&C. 

We  believe  it  is  of  interest  that  in  a small 
practice  in  a small,  mostly  Catholic  community, 
where  I.U.D.’s  are  not  commonly  used,  a relatively 
large  number  of  pregnancies  have  been  found  to 
occur  with  an  I.U.D.  in  place.  Further  reports  of 
these  should  be  collected  in  the  literature. 


Case  #7.  J.  H.  Age  24.  Grav.  3 Para.  0.  Ab.  2. 
Daikon  shield  in  one  year.  Pregnant  eight  weeks 
when  seen.  String  in  place.  Removed  with  D&C 
without  complications. 


Robert  Knudson,  MD 
Albert  M.  Rosen,  MD 
Ashley  Pond,  MD 
Taos,  New  Mexico 


Reader  commentaries  are  always  enlivening.  The  Journal  welcomes  your 
thoughts,  criticisms,  and  observations. 
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Bronkotabs’ 


Each  tablet  contains  ephedrina  sulfate  24  mg;  theophylline  1O0  mg 
giyceryl  guaiacolate  100  mg;  phenobarbital  8 mg 
(warning:  may  be  habit-forming). 


Why  day  to  day  maintenance  therapy  with 
Bronkotabs  helps  control  asthmatic  attacks: 

Bronkotabs  relieves  bronchospasm  to 
open  airways  and  help  keep  them  open. 

Bronkotabs  thins  mucus  to  help  clear 
the  tracheobronchial  tree.  Bronkotabs 
decongests  bronchiolar  ^ 

mucosa  to  improve  the 
passage  of  air. 

Economical  long- 
term therapy. 


PRECAUTIONS  AND  ADVERSE 
EFFECTS:  Sympathomimetic  side 
effects  are  minimal,  and  there  are  none 
of  the  dangers  or  side  effects  associ- 
ated with  steroid  therapy.  However, 
frequent  or  prolonged  use  may  cause 
nervousness,  restlessness  or  sleepless- 
ness. Should  be  used  with  caution  in 
the  presence  of  hypertension,  heart 
disease  or  hyperthyroidism.  Drowsi- 
ness may  occur.  Ephedrine  may  cause 
urinary  retention,  especially  in  the 
presence  of  partial  obstruction,  as  in 
prostatism. 

DOSAGE:  Adults,  one  tablet  every 
three  or  four  hours,  four  or  five  times 
daily.  Children  over  six,  one-half  the 
adult  dose.  Children  under  six,  as 
directed. 

SUPPLIED:  Bottles  of  100  and  1,000 
tablets. 
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BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


Ree  and  Clear! 


of  the  Bio-Science  Handbook 


Send  for  your  free  copy  of  the  new  10th  edition  of  the  Bio- 
Science  Laboratories  Handbook  of  Specialized  Diagnostic 
Laboratory  Tests.  Written  in  clear,  concise  language,  this  handy 
200-page  reference  guide  objectively  discusses  both  advantages 
and  limitations  of  important  specialized  diagnostic  tests. 

Used  by  many  teaching  institutions  for  training  of  medical  and 
laboratory  personnel,  it  is  a valuable  and  handy  reference  full 
of  information  hard  to  find  else- 
where. This  is  a one  of  a kind 
offer  and  is  available  only  from 
Bio-Science  Laboratories,  with- 
out charge,  to  physicians  and 
laboratory  personnel.  Branches: 

Philadelphia  • New  York 
Beverly  Hills  • Century  City 


BioScience 

Laboratories 

Van  Nuvs.  California 


llllll  Bio-Science  Laboratories 


Main  Laboratory,  Dept.  D 

7600  Tyrone  Avenue,  Van  Nuys,  California  91405 


□ Please  send  me  your  complimentary  I I I may  have  need  for  your  services. 

Handbook  of  Specialized  Diagnostic  I I Send  me  a fee  schedule  and  a small  supply  of  postage- 

Laboratory  Tests.  paid  mailing  containers. 
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A topical  steroid 
that  has  clinically 
succeeded 

in  study. ..after  study. ..after  study ' ‘ 


( 150  of  1 77  patients f 


(231  of  251  patients f 


w:-  ' 


brand  of 


betamethasiMie 
valerate  (o.i%) 

Cream/Ointment 

Plus  economy  dosage  often  found  effective} 
Available  in  5, 15,  and  45  Gm.  tubes. 


-^0/  in  contact  dermatitis 

/ U (81  of  84  patients)^ 


'§ 


CLINICAL  CONSIDERATIONS: 
Description  VALISONE  products  contain 
betamethasone  valerate  (9-fluoro-iis  ,17,21- 
lrihydroxy-i63-methylpregna-i,4-diene-3,20- 
dione  17-valerate).  Each  gram  of  VALISONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (eqtiivalent  to  i.o  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  watei; 
mineral  oO,  petrolatum,  polyethylene  glycol  1000 
monocetyl  ethei;  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Each 
gram  of  VALISONE  Ointment  0.1%  contains 
1.2  n^.  betamethasone  valerate  (equivalent  to 
r.o  ng.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALISONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dern^toses. 

Contraindications  VALI SONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  tlK  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pr^nant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensiwly  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itchir^, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopi^nentation.  The 
following  may  occur  more  frequendy  with 
occlusive  dressings  than  widx>ut  such  therapy: 
maceration  of  the  skin,  second^  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALISONE  Cream  or  Ointment  to  the 
affeaed  skin  areas  one  to  three  times  a day. 
Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  conqilete  details,  consult  Schering 
literature  available  from  your  Schetii^ 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kei^worth,  New  Jersey  07033. 

References:  ( 1)  Files  of  Headquarters  Aledical  Research 
Divisiopi,  Schering  Corporation.  (2)  Carter,  V.  H.,  and 
Noojin,  R.  O.:  Cure.  Therap.  Res.  9:253,  1967.  (3 J Falk,  Af.  S.: 

Cutis  2:78S,  1966.  (4)  Goldblum,  R.  W..  Pennsylvania  Med. 

69:50,  1966.  (5)  Nierman,  M.  M.:  J.  Indiana  M.  A.  \Q:}184, 

1966.  (6)  Zimmerman,  E.  H.:Arch.  Dermal.  95:514,  1967. 
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Ifs  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution.  | 


These  professionaf  and  trade  organizations  are  united  B 
in  supporting  antisubstitution  statutes  and  regulations:  ii| 


The  American  Academy  of  Dermatolog; 

The  Board  of  Directors  of  the 
American  Academy  of  Family  | 

Physicians  ! 

The  Executive  Board  of  the  * 

American  Academy  of  Neurology  ! 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associatio] 

The  Executive  Committee  of  the 
» National  Association  of  Retail 
7 Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat- 
ing organizations  for  the  laws,  regula- 
(tionsand  professional  traditions  which 
prohibitthe  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
ibf  patient  welfare. 

The  antisubstitution  laws  have 
I not  obstructed  enhancement  of  the 
: orofessional  status  of  pharmacy  any 
I more  than  they  have  in  and  of  them- 
; selves  guaranteed  absolute  protec- 
I ion  from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
! Tom  their  responsibilities  to  patients, 
i ^sa  practical  matter,  however,  such 
' awsand  regulations  encourage  inter- 
I Drofessional  communications  regard- 
ng  drug  product  selection  and  assure 
! sach  profession  the  opportunity  to 
■ sxercise  fully  its  expertise  in  drug 
! Jsage,  to  the  advantage  of  patients. 

' Physicians  and  dentists  should 
)e  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
Pharmacists  in  selection  of  quality 
irug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  m.aking  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


CMS  Members! 


It's  called  the  Colorado  Medical  Society  Income 
Protection  Plan. 


The  Plan  is  vital  insurance  coverage  that  pays  you 
emergency  income  benefits  when  a covered  sickness 
or  accident  keeps  you  from  working. 

As  a Colorado  Medical  Society  member,  you  can 
purchase  plans  that  pay  from  $100.00  to  $1,000.00 
a month,  depending  on  the  plan  you  choose  and 
qualify  for.  The  emergency  income  benefits  are  paid 
directly  to  you  — to  use  os  you  see  fit. 

-ACT  NOW!  FILL  OUT  AND  MAIL  THE  COUPON  for 
full  details  on  your  Colorado  Medical  Society  Income 
Protection  Plan.  Discover  how  it  can  help  provide 
that  extra  measure  of  financial  security  you  and 
your  family  need.  There's  no  obligation. 


j ^ 

I Colorado  Medical  Society  Insurance  Program  | 

I Please  send  me  full  details  on  the  Income  Protection  | 
, Plan  available  to  me  as  a member.  ■ 

I I 

I namf  I 

I ADDRESS I 


I CITY I 

! STATE ZIP I 

L I 


Mail  Coupon  to  Your  Nearest  Representative: 


CON  LITZ 

4800  Wadsworth  Plaza 
Suite  300 

Wheot  Ridge,  Colorodo  80033 


TONY  OCCHIUTO 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorado  Springs,  Colorado  80932 


CARL  RODERICK 
2627  West  10th  Street 
Greeley,  Colorado  80631 


UNOERWRJTTEN  BY 

Mutual 

sTOmahavL/ 

The  people  who  pay . . . 

Life  Insurance  Affiliate:  United  of  Omaha 
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(methacvciine  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  In  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS;  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity;  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  fora  total  of  5.4 grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Belore  prescribing,  consult  package  circular  or  latest  PDR  information. 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomvcin  300.g 

[menhacffcline  HCI] 

Delivers  from  the  very  first  dose: 

tudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


ROCHE  announces 

new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections-  primarily  pyelonephritis,  pyelitis  and  cystitis— 
when  due  to  susceptible  organisms.  This  efficacy  is 
related  to  the  unique  mode  of  action  against  bacteria  (see 
illustration),  an  action  that,  in  effect,  makes  Bactrim  a new 
type  of  antibacterial. 


Bactrim  interrupts  the 

susceptible 

bacteria 


Unique  mode  of  action  interrupts  the  life  cycle 
at  two  important  points,  thereby  impeding 
the  production  of  nucleic  acids  and  proteins 
essential  to  these  bacteria.  These  consecutive 


interruptions  occur  because  sulfamethoxazole 
and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement 
of  these  substrates,  they  Inhibit  further 
synthesis. 


"‘BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic  urinary  tract 
infections  even  with 
obstructive  complications 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  471'  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim, 
compared  with  81.2%  (of  144  patients)  to  tri- 
methoprim and  64.5%  (of  155  patients)  to  sulfa- 
methoxazole. More  than  half  of  these  patients  had 
obstructive  complications. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintain- 
ing this  bacteriological  response.  In  the  above  study, 
after  a ten-day  course  of  therapy  with  Bactrim, 
68.4%  of  patients  with  chronic  urinary  tract  infec- 
tions maintained  response  for  up  to  42  consecu- 
tive days,  compared  with  59.7%  with  trimethoprim 
and  44.4%  with  sulfamethoxazole.  These  results 
are  particularly  noteworthy  considering  the  number 
of  patients  with  obstructive  complications  — cases 
regarded  as  being  notoriously  difficult  to  treat. 


Prescribing  considerations 

Clinical  Limitations:  Currently,  the  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of  the 
usefulness  of  all  antibacterial  agents,  especially 
in  the  treatment  of  chronic  and  recurrent  urinary 
tract  infections.  Not  recommended  for  children 
under  twelve. 

Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides.  Pregnancy  and  during  the  nurs-  ‘ 
ing  period. 

Warnings  and  Precautions:  Both  sulfamethoxazole 
and  trimethoprim  have  been  reported  to  interfere  ' 
with  hematopoiesis.  Complete  blood  counts  should  ; 
be  done  frequently.  If  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  Bactrim 
should  be  discontinued.  Bactrim  should  be  given 
with  caution  to  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  severe  ; 
allergy  or  bronchial  asthma.  Maintain  adequate 
fluid  intake.  Urinalyses  with  careful  microscopic 
examination  and  renal  function  tests  should  be  ; 
performed  during  therapy,  particularly  for  those 
patients  with  impaired  renal  function.  | 

Adverse  Effects:  Among  the  most  common  side  • 
effects  are  nausea,  vomiting,  rash,  leukopenia  and 
elevations  in  SCOT  and  creatinine.  i 

Usual  adult  dosage:  two  tablets  every  twelve  hours 
for  10  to  14  days;  no  loading  dose  required.  < 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07110  | 

^4  patients  not  available  for  evaluation  at  day  10.  I 


BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole.  ' 

for  chronic  urinary  tract  infections 

I 

} 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 
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Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


Complete  Product  Information: 

Description:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
uct, available  in  scored  light-green  tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole. 

Trimethoprim  is  2, 4-diamino- 5-(3,4,5-trimethoxybenzyl)  pyrimidine. 
It  is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ular weight  of  290.3. 

Sulfamethoxazole  is  /\/'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
an  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lecular weight  of  253.28. 

Actions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
of  dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid. 
Trimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
hydrofolic acid  by  binding  to  and  reversibly  inhibiting  the  required 
enzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
secutive steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
essential  to  many  bacteria. 

In  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
slowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
alone. 

In  vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
bacterial activity  of  Bactrim  includes  the  common  urinary  tract 
pathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
siella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
species. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— meg/  ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

Bacteria 

alone 

alone 

TMP 

SMX 

Escherichia 

coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

Proteus  spp. 
indole  positive 

0.5  -5.0. 

7.35  -300 

0.05-1.5 

0.95-28.5 

Proteus 

mirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Kiebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

Human  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
administration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
zole are  similar  to  those  achieved  when  each  component  is  given 
alone.  Peak  blood  levels  for  the  individual  components  occur  one 
to  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
tively the  same  regardless  of  whether  these  compounds  are  admin- 
istered as  individual  components  or  as  Bactrim.  Detectable 
amounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
blood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
and  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
On  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
to  sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
tein-bound forms;  trimethoprim  is  present  as  free,  protein-bound 
and  metabolized  forms.  The  free  forms  are  considered  to  be  the 
therapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
oprim and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
blood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
decreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
degree;  trimethoprim  does  not  influence  the  protein  binding  of 
sulfamethoxazole. 

Excretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ular filtration  and  tubular  secretion.  Urine  concentrations  of  both 
sulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
are  the  concentrations  in  the  blood.  When  administered  together 
as  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
the  urinary  excretion  pattern  of  the  other. 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
tis, pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
£.  coli,  Kiebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
quently, indole-positive  proteus  species). 

Important  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
cially in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Pregnancy  and  during  the  nursing  period  (see  Reproduction 
Studies). 

Warnings:  Deaths  associated  with  the  administration  of  sulfonamides 
have  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
trimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
to  interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
patients  concurrently  receiving  certain  diuretics,  primarily  thia- 
zides, an  increased  incidence  of  thrombopenia  with  purpura  has 
been  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose@  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/ kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg  sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/ kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  N J 07110 


THE  C»BA  COLLECTION 


MEDICAL  ILLUSTRATIONS 


SELECTED  METABOLIC  DISEASES 


COaECTlON 


Vl^thoiit, 

equal 


ENDOCRINE  SYSTEM 


IHf  CI8A  CClUC7IO\ 
MEOICAI  IHUSrSAJIOAS 

Reproductive  system 


Order  your  set  of  the  CIBA  COLLECTION  now  and 
we  ll  show  you  another  side  of  Dr.  Netter's  art. 
To  commemorate  the  25th 
anniversary  of  the  CIBA  COLLECTION 
publication,  we'll  send  you.  free, 
four  full-color,  18x24-inch, 
suitable-for-framing  reproductions 
of  nonmedical  Netter  paintings. 


CIBA  PHARMACEUTICAL  COMPANY 
POST  OFHCE  BOX  1340 
( NEWARK,  NEW  JERSEY  07101* 

Send  me sets  of 


THE  CIBA  COLLECTION  OF  MEDICAL 


Enclosed  find  my  check 
(money  order)  in  the  amount  of 

(Make  checks  or 


money  orders  payable  to  CIBA, 


P/5139-SJW  I 


/ 1 
f f 

/Address 

I 

I _ 

/City 

! State 

Zip 

# "For  U.S.  residents  only. 
j in  other  countries,  please  direct  inquiries 


to  the  nearest  CIBA  office. 


Without  THE  CIBA  COLLECTION  OF  MEDICAL 
ILLUSTRATIONS  your  reference  library  is  incomplete 

Because  the  CIBA  COLLECTION  contains 
1,584  definitive  illustrations  by 
Frank  H.  Netter,  M.D. 

Because  the  CIBA  COLLECTION 
systematically  portrays  human  anatomy, 
pathophysiology,  and  clinical  medicine 

Because  the  CIBA  COLLECTION 
utilizes  a highly  visual  approach  to 
make  complex  subjects  easily 
understood  and  readily  committed 
to  memory 

Isn’t  it  time  you  completed 
your  reference  library? 


Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  be  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tal)let  every  12  hours. 
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Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
Indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICA I IONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  ihe 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  etfects  with  CNS  depressants 

Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  E.xtentabs  may  include 
hypersensiiivity  reactions  such  as  rash, 
urticaria,  leulropenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  ol  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequencv and  dysuria.  nrilpitation,  hypo- 
tension/hypsrtension,  headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
■■'=sua'  disturbances,  mydriasis,  CNS- 
depressant  and  (less  oftenj  stimulant 
"'•'feet,  anorexia,  nausea,  vomiting,  diar- 
rhea. constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  1 00  and  500. 
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when  pain  goes  on...  and  on...  and  on- 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow's  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree.  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
urith  Codeine 


Phenaphen  with  Codeine  No  2,  3.  or  4 contains-  Phenobarbital  (’4  gr).  16  2 mg.  (warning: 
may  be  habit  forming):  Aspirin  (214  gr,),  162  0 mg.:  Phenacetin  (3  gr  ),  194  0 mg,:  Codeine 
phosphate,  ’4  gr  (No  2),  Vi  gr,  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  tp  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No.  2 and  No,  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature. 

1^,  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III.  Controlled  Sub- 
stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 
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Hair  styles  come  and  go, 

but  Selsun  ^SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2Vi  %,  w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume  302412R 
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^ Additional  information  available 

lo  the  profession  on  request. 

Eli  Lilly  and'^Bpany  • Indianapolis,  Indiana  46206 
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H AVE  YOU  SAT  WITH  the  Utilization  Com- 
mittee of  your  hospital  lately?  Conscientious 
doctors,  nurses,  administrators,  and  social 
workers  meet  weekly  to  monitor  utilization. 
Their  primary  assignment  is  to  review  the 

hospital  stay  of  the  pa- 
ISo  Room  ■ tient  and  to  attempt  to 

for  determine  if  he  has 

Humanity  exceeded  a reasonable 

length  of  hospitaliza- 
tion for  his  specific  problems  — a tough  and 
thankless  job. 

No  one  argues  the  necessity  for  efficient 
utilization  of  limited  and  expensive  facilities. 
There  are  obvious  advantages  to  everyone 
to  prevent  over  utilization  because  it  is  un- 
fair to  the  insurance  carrier,  private  or  gov- 
ernment, who  foots  the  bill  — actually  it  is 
you  and  I,  of  course.  For  the  most  par  the 
activities  improve  hospital  care  and  per- 
formance. 

But,  something  bad  is  happening.  The 
system  is  forcing  kindness  and  charity  out 
of  medicine! 

Time  and  time  again,  there  is  the  prob- 
lem of  the  elderly  patient  who  has  recov- 
ered enough  to  not  require  continuous  direct 
medical  supervision,  but  who  has  no  one  at 
home  to  take  care  of  him.  He  lives  alone;  his 
old  or  invalid  spouse  has  all  she  can  do  to 
care  for  herself;  one  of  the  children  will  be 
able  to  help  out  when  the  weekend  comes 
but  must  stay  on  the  job  until  then.  He  can’t 


afford  a nursing  home;  there  is  no  point  in 
going  to  a nursing  home  for  a few  days;  it 
will  take  several  days  to  make  arrangements 
for  a home;  and  he  doesn’t  want  to  go  to  a 
home  in  any  event.  Sometimes  it  is  just  un- 
reasonable to  send  the  patient  out  of  the 
hospital  for  one  of  a number  of  non-medical 
considerations.  You  know  these  kinds  of 
problems,  and  so  does  the  committee.  But 
there  is  no  way  to  present  these  reasons  to 
the  review  authority.  The  system  doesn’t 
recognize  them. 

And  now  with  PSRO  and  CAP  the  pres- 
sures on  the  committee  are  even  greater. 
Most  physicians  appreciate  that  we  are  under 
the  gun  to  make  PSRO  work.  Control  of 
utilization,  i.e.,  getting  the  most  in  medical 
care  for  what  the  government  pays,  is  the 
basic  aim  of  health  care  legislation.  Senator 
Kennedy  sees  his  proposal  for  socialization 
of  medicine  as  the  most  efficient  way  to  con- 
trol costs  and  services,  although  he  talks 
mostly  about  better  care  for  more  people.  If 
PSRO  fails,  the  Kennedy  plans  take  over. 

Probably  the  pressures  are  a necessary 
product  of  bureaucracy,  and  bureaucracy  is 
perhaps  a necessity  for  management  of  the 
exploding  population.  Regardless,  the  fact 
remains  that  the  hospital  can  no  longer  af- 
ford old  fashioned  charity  and  humanity  un- 
less it  is  willing  to  take  the  risk  of  picking 
up  the  tab  for  “over  utilization”  of  this  pa- 
tient who  has  no  place  to  go  for  a few  days. 
Many  hospitals  are  barely  surviving  finan- 
cially and  cannot  afford  to  carry  a patient 
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who  cannot  pay,  even  if  they  wished.  Maybe 
a modern  day  in  the  hospital  is  just  too  ex- 
pensive to  expect  charity. 

But  there’s  more  to  it  than  the  high  cost 
of  medical  care.  Let’s  keep  the  record 
straight.  It  is  not  that  the  hospital  is  less 
anxious  to  practice  love  and  charity  — it  is 
not  able.  The  government  was  assigned  the 
cost  for  medical  care,  and  thus  the  respon- 
sibility for  seeing  that  there  was  treatment 
for  this  cost.  When  it  was  decided  that  med- 
ical care  was  to  be  a governmental  charity 
for  all,  then  charity  became  primarily  the 
option  of  this  great  benefactor.  When  we 
lost  our  right  to  be  responsible,  we  lost  the 
privilege  to  be  charitable. 

There  may  be  no  alternatives  for  the  com- 
mittee, or  the  hospital,  or  the  system.  But 
when  the  hospital  cannot  practice  charity 
and  humanity,  its  foundation  and  hallmark, 
our  civilization  has  taken  a giant  step  back- 
ward. An  administrator  friend  of  mine  sug- 
gests that  in  the  guidelines  of  PSRO  there 
should  be  a category  for  allowable  extension 
of  hospital  stay — “five  days  for  being  a 
human.” 


T 

A HE  ACCOUNT  IN  Saints  and  Strangers,  by 
George  F.  Willison,  is  no  doubt  as  accurate 
as  can  be  found. 

“Indian  summer  soon  came  in  a blaze  of 
glory,  and  it  was  time  to  bring  in  the  crops. 

All  in  all,  their  first 
harvest  was  a dis- 
appointment. Their 
twenty  acres  of  corn, 
thanks  to  Squanto, 
had  done  well  enough.  But  the  Pilgrims 
failed  miserably  with  more  familiar  crops. 
. . . Still,  it  was  possible  to  make  a substan- 
tial increase  in  the  individual  weekly  food 


ration,  ...  a peck  of  meal  from  the  stores 
brought  on  the  Mayflower.  This  was  now 
doubled  by  adding  a peck  of  maize  a week, 
and  the  company  decreed  a holiday  so  that 
all  might,  ‘after  a more  special  manner,  re- 
joy ce  together.’ 

“The  pilgrims  had  other  things  to  be 
thankful  for.  They  had  made  peace  with  the 
Indians.  ...  A start  had  been  made  in  the 
beaver  trade.  There  had  been  no  sickness  for 
months.  Eleven  houses  now  lined  the  street. 
. . . There  had  been  no  recurrence  of  mutiny 
and  dissension.  . . . 

“The  celebration  was  a great  success, 
warmly  satisfying  to  body  and  soul  alike, 
and  the  Pilgrims  held  another  the  next  year, 
repeating  it  more  or  less  regularly  for  gen- 
erations. In  time  it  became  traditional 
throughout  New  England  to  enjoy  the  har- 
vest feast  with  Pilgrim  trimmings,  a tradi- 
tion carried  to  other  parts  of  the  country  as 
restless  Yankees  moved  westward.  But  it 
remained  a regional  or  local  holiday  until 
1863  when  President  Lincoln,  in  the  midst 
of  the  Civil  War,  proclaimed  the  first  na- 
tional Thanksgiving,  setting  aside  the  last 
Thursday  in  November  for  the  purpose.” 

This  Indian  Summer,  we  are  bombarded 
by  the  news  media  with  pollution,  corrup- 
tion, shortages,  war,  and  crisis  after  crisis. 
We  are  saturated  by  advertising  promotions 
with  a myriad  of  needs  and  desires.  But 
surely  our  problems  and  needs  are  not 
greater  than  those  of  the  Pilgrims  or  of 
President  Lincoln.  Although  bad  news  and 
unmet  wants  are  all  we  seem  to  hear  about, 
we  surely  have  more  for  which  to  be  thank- 
ful than  did  these  forebears,  if  we  think 
about  it.  Maybe  the  real  reason  for  a Thanks- 
giving Day  is  just  that  a day  to  stop,  to 
think,  and  then  to  realize  our  many  bless- 
ings. 

Saints  and  Strangers,  George  F.  Willison,  Reynal  and 
Hitchcock,  New  York,  1945,  P.  189. 
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Rocky  Mountain  Medical  Journal 


On  death  and  dying* 


Jess  T.  Sehwidde,  MD,  Billings,  Montana 


Modern  drugs,  a defibrillator,  and  a pace- 
maker helped  Dwight  Eisenhower  survive  a 
series  of  crises  before  he  died  at  78.  To  some, 
the  year  long  struggle  was  a tribute  to  med- 
icine’s technical  virtuosity.  Others  considered 
it  a dreadful  example  of  “medicated  sur- 
vival.” Study  of  the  record**  shows  that  the 
terminal  illness  of  the  general  was  managed 
with  great  skill,  excellent  judgment,  in  re- 
markable balance  with  compassion  and 
courage.  However,  this  management  drew 
criticism  because  many  of  us,  physician  and 
non-physician,  are  now  painfully  aware  of 
the  problem  of  dying  in  a society  which 
philosophically  denies  death  and  has  fantas- 
tic medical  capabilities. 

Marantology  is  a new  medical  specialty. 
The  name  is  from  the  Greek,  meaning 
“withered.”  The  marantologist  cares  for  the 
old,  the  incontinent  and  the  incurable.  He 
does  not  advocate  euthanasia,  but  feels  there 
is  a limit  to  what  should  be  done  to  prolong 
life  in  a hopeless  situation.  The  marantol- 
ogist recognizes  these  limits  and  helps  the 
public  do  so  as  well.  The  results — peace, 
comfort  and  relief  for  the  medically  hope- 
less— should  benefit  patient,  family,  and 
physician.  Time  magazine  reported  the  sub- 
ject under  the  headline,  “Specialty  for 
Losers,”  March  1972.  In  a reply  to  the  editor 
in  the  3 April  1972  issue,  The  Reverend 
Frank  Atkinson  wrote:  “I  am  87,  and  old 
enough  to  figure  how  I’d  like  to  be  treated. 
I feel  that  I am  a winner  and  that  my  vic- 
tory would  be  marred  by  any  inappropriate 

*From  an  Address  presented  at  the  Rotary  Club  of 
Billings,  Feb.,  1973. 

**Hughes,  C.  W.,  Baugh,  J.  H.,  Molonge,  L.  A.,  and  Heaton, 
L.  D.:  A Review  of  the  Late  General  Eisenhower's  Opera- 
tions. Ann.  Surg.,  173:793-799,  May  1971. 


delay  in  presenting  the  award.”  Why  has 
this  issue  of  death  and  dying  taken  such  a 
long  time  to  come  into  public  awareness? 
Dying  and  dignity  have  been  with  us  for  as 
long  as  there  has  been  mankind.  Apparently 
it  has  taken  several  decades  to  begin  to 
admit  that  we  are  finite  and  to  realize  that 
we  have  to  treat  dying  patients  and  grieving 
relatives. 

Since  our  subject  is  a somber  one,  let  us 
digress  a little  and  enter  our  topic  by  way 
of  a somewhat  more  sunny  lane.  Most 
epitaphs  are  serious  memorials  which 
prompted  essayist  Charles  Lamb  to  ask  in 
despair,  “But  where  are  all  the  had  people 
buried?”  In  England  and  America,  in  the 
past,  humorous  verses  often  appeared  to  dec- 
orate the  graves  of  kith  and  kin.  Sometimes, 
the  humor  was  deliberate  as  in  this  inscrip- 
tion on  the  stone  of  a dentist:  “View  this 
gravestone  with  gravity  . . . He  is  filling  his 
last  cavity.”  Or  George  Bernard  Shaw  wrote, 
“I  knew  this  would  happen  if  I hung  around 
long  enough.”  Sometimes  the  humor  was  un- 
intentional when  a stone  carver  omitted  the 
final  “E”  of  one  important  word:  “Lord,  she 
is  Thin.”  In  our  West,  the  art  was  not  un- 
appreciated, and  there  are  moving  tributes 
to  the  departed  which  testify  to  the  vitality 
and  good  spirits  of  our  long  suffering  pio- 
neers— for  these  were  people  who  laughed 
easily,  loved  courageously,  and  had  long 
memories:  “Here  lies  . . . Lester  Moore  . . . 
4 slugs  from  a 44  ...  no  Les  ...  no  more.” 

Death  is  the  permanent  cessation  of  the 
vital  functions  in  the  bodies  of  animals  and 
plants.  The  fact  of  dying  is  a confluence  of 
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biological,  social,  and  psychological  factors 
intersecting  only  at  a fateful  moment.  To  the 
savage,  death  from  natural  causes  is  inex- 
plicable and  considered  to  be  the  work  of 
sorcerers,  spirits,  and  enemies.  In  the  Middle 
Ages,  the  hazards  of  being  alive  were  so 
great  that  death  and  salvation  were  almost 
synonymous.  Civilized  man  has  tried  to  solve 
this  problem  of  the  end  of  the  life  cycle  by 
crowding  it  out  of  his  consciousness.  Various 
single-celled  organisms  may  in  a sense  be 
considered  immortal,  reproducing  by  simple 
fission — leaving  behind  no  corpse.  The  germ 
cells  of  all  sexually  differentiated  organisms 
may  be  similarly  immortal.  The  fertilized 
ovum  produces  germ  cells  and  a soma  (or 
body) , the  latter  eventually  perishes.  It  is 
highly  probable  that  all  of  the  essential  tis- 
sues of  the  metazoan  body  are  potentially 
immortal  when  placed  separately  under  such 
conditions  as  to  supply  appropriate  nutrition 
and  remove  the  deleterious  products  of  me- 
tabolism. Carrel  kept  alive  and  healthy, 
chick  embryo  heart  tissue  for  more  than  25 
years.  Higher  multicellular  animals  are  vic- 
tims of  progressive  senescence  and  death. 
They  do  not  live  forever  because  of  differ- 
entiation and  specialization  of  function  of 
cells  and  tissues  in  the  body  as  a whole.  In 
our  bodies,  any  part  is  totally  dependent  for 
its  existence  upon  other  parts.  Avery  D. 
Weisman  in  his  book  On  Dying  and  Denying 
writes:  “To  the  mystery  of  why  we  are  born 
to  die  there  appears  to  be  two  possible  solu- 
tions (A)  Death  is  an  idealized  extension  of 
terrestrial  life  as  we  know  it  or  (B)  It  is  sim- 
ply complete  unambiguous  extinction.” 

People  used  to  be  born  at  home  and  die 
at  home.  In  my  generation,  as  children,  we 
were  familiar  with  birth  and  death  as  part 
of  life.  We  now  have  a generation  of  Amer- 
icans who  have  never  been  nearby  during 
the  birth  of  a baby  and  have  never  closely 
experienced  the  death  of  a beloved  family 
member,  or  the  pleasant  warmth  of  the  fam- 
ilies meeting  together  for  the  funeral  wake. 
Wh}?-  is  dying  different  now?  People  have 
the  s-ume  unconscious  thoughts  and  fanta- 
sies. Wi.  t has  changed  in  our  society?  Why 
has  it  bee.  'e  increasingly  a death-denying 
society?  Now-a-days  when  people  grow  old, 
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we  send  them  to  nursing  homes.  Half  of  our 
patients  now  die  in  hospitals,  surrounded  by  I 
physicians,  nurses,  technicians,  aides,  trans-  ' 
fusions,  infusions,  and  various  pieces  of  mon-  j 
itoring  equipment.  Fifty  years  ago,  they  died  i 
in  a familiar  environment  with  their  loved 
ones  around  “with  a little  bit  of  chicken  :j 
soup.”^  Children  are  often  forbidden  to  visit 
terminally  ill  patients,  and  they  are  deprived 
of  an  experience  of  death,  which  is  an  im- 
portant learning  opportunity.  | 

i 

Ceremonies  and  rituals  are  strategies  that 
are  intended  to  mute,  explain,  or  redirect 
the  elemental  threat  implied  by  our  death. 

We  have  a society  where  we  deepfreeze  peo-  ' 
pie  and  promise  at  high  cost  to  defrost  them 
in  50  or  100  years.  At  the  cemetery  the  good 
raw  earth  is  concealed  under  simulated 
grass,  as  if  nothing  were  going  on  there. 
American  culture  has  attempted  to  cope  with  | 
death  by  disguising  it,  pretending  it  is  not  a 
basic  condition  of  all  life.  The  health  profes-  ; 

sionals  have  been  captured  by  this  orienta-  | 

tion.  All  of  this  is  an  attempt  to  deny  that  * 

people  die.  We  live  in  the  illusion  that  since  i 

we  have  mastered  so  many  things,  we  shall  ' 

be  able  to  master  death,  too.  Doctors  are  nat- 
urally defensive  when  it  comes  to  talking  j 
about  death.  We  are  trained  to  regard  death 
as  our  adversary.  Most  people  are  reluctant  j 

to  discuss  or  face  the  reality  of  death.  There  j 

is  a parallel  between  our  apprehension  about  ; 

a menacing  situation  and  our  conciliatory 
euphemisms.  The  life  insurance  salesman  j 
employs  phrases  such  as  “taken  out  of  the  j 
picture.” 

t 

! 

Open  communication  concerning  dying  is  j 

beginning  to  brush  aside  existing  curtains  of  I 

silence.  We  are  indebted  to  Doctor  Elizabeth  ^ 

Kubler  Ross^  for  her  efforts  to  bring  to  our  | 

attention  the  need  to  revise  and  improve  our  | 

care  and  understanding  of  dying  patients  I 

and  their  relatives.  I have  had  the  reward- 
ing experience  of  appearing  with  her  re- 
cently in  a seminar  on  this  subject.  The  con-  j 

cepts  she  champions  are  so  warm,  so  human  J 

and  natural,  so  common  sense  “golden  rule”  ' 

that  it  is  surprising  they  have  to  be  retaught.  ‘ < 

She  was  born  in  Switzerland,  is  a psychia-  • 
trist  and  medical  director.  South  Cook  J 

i 
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County  Mental  Health  and  Family  Services, 
Chicago  Heights,  Illinois.  Her  book  On 
Death  and  Dying  grew  out  of  a University 
of  Chicago  interdisciplinary  seminar  com- 
posed of  students  of  medicine,  sociology, 
psychology,  and  theology. 

With  considerable  difficulty.  Doctor  Ross 
overcame  hospital  administrator,  staff,  and 
family  resistance  and  invited  dying  patients 
to  share  their  wants,  anxieties,  and  fears 
with  those  professionally  involved  with  the 
terminally  ill.  Investigators  have  measured 
the  response  time  between  patients  ringing 
for  the  nurse  and  the  nurse  actually  appear- 
ing in  the  room.  These  studies  showed  that 
terminally  ill  patients  had  to  wait  twice  as 
long  for  the  nurse  to  respond.  This  behavior 
should  not  be  judged;  it  must  be  under- 
stood. Members  of  the  helping  professions 
have  a difficult  job  coming  into  the  dying 
patient’s  room.  The  dying  patient  is  often 
left  to  die  emotionally  and  spiritually  alone. 
Doctor  Ross  found  the  patients  anxious  to 
talk  and  to  share  their  thoughts  and  fears 
with  another  human  being.  The  staff  became 
not  only  more  sensitive  to  the  patient,  but 
to  themselves  and  others  in  the  group.  They 
discovered  that  even  those  patients  who 
were  not  told  of  their  serious  illness  were 
quite  aware  of  its  potential  outcome.  The  pa- 
tient felt  a strong  desire  to  be  informed.  Pa- 
tients who  were  dealt  with  openly  and 
frankly  were  better  able  to  cope  with  the 
imminence  of  death. 

From  nearly  500  recorded  experiences. 
Doctor  Ross  learned  that  patients  (and  rela- 
tives) go  through  five  stages  between  their 
awareness  of  serious  illness  and  their  death. 
This  first  is  denial,  shock,  and  isolation.  Most 
patients  respond  with  “Oh  no,  not  me.”  The 
family  comes  in,  is  embarrassed,  does  not 
know  what  to  talk  about,  and  becomes 
estranged.  There  is  a tendency  to  talk  about 
trivialities  and  for  all  to  deny  the  reality  of 
the  situation.  The  patient  feels  deserted  and 
isolated  and  is  unable  to  communicate  what 
he  needs  so  desperately  to  share.  This  period 
may  be  brief  or  last  several  months.  When 
the  patient  cannot  maintain  his  denial  any 
longer,  he  becomes  difficult,  nasty,  demand- 


ing, criticizing — the  stage  of  anger.  “Why 
me?”  They  look  with  envy  at  others  who  are 
young,  healthy,  and  full  of  life.  They  are  not 
angry  at  the  individuals,  but  what  they  rep- 
resent— health,  pep,  and  energy.  Without 
being  judgmental,  we  must  allow  these  pa- 
tients to  express  their  dismay  and  anger. 

The  patient  then  arrives  at  the  bargaining 
stage.  “Yes,  it’s  happening  to  me — but.”  Most 
patients  promise  something  in  exchange  for 
prolongation  of  life.  “If  I could  just  live  long 
enough  for  my  children  to  go  through  high 
school,”  and  then  they  add  college,  a son-in- 
law,  and  the  grandchildren,  and  so  on.  The 
patient  begins  to  acknowledge  that  his  time 
is  limited.  In  the  fourth  stage,  the  patient 
omits  the  “but”  and  says  “yes,  me”  and  be- 
comes very  depressed.  We  can  imagine  how 
we  would  feel  to  lose  one  beloved  person. 
Who  has  the  courage  to  face  the  loss  of 
everything  and  everybody  he  has  ever 
known  or  loved?  We  must  help  the  patient 
express  this  preparatory  grief — a mourning 
for  impending  loss.  He  should  not  suppress 
his  tears.  The  patient  is  beginning  to  sep- 
arate himself  from  those  he  has  to  leave  in 
the  near  future.  He  may  want  the  compan- 
ionship of  a single,  devoted  person  who  is 
comfortable  and  can  sit  and  hold  his  hand. 
Eventually  most  patients  will  reach  the  fifth 
stage  of  acceptance.  He  simply  says  “My 
time  is  very  close  now  and  it’s  all  right.” 
This  is  not  joyous,  of  course,  but  the  patient 
exhibits  little  fear,  bitterness,  anguish,  or 
concern  over  unfinished  business.  Working 
with  patients  who  achieve  the  beautiful  feel- 
ing of  inner  peace  can  be  an  inspiring  ex- 
perience. 

The  death  of  a young  child  is  especially 
sad  and  difficult  to  accept  or  understand. 
Very  small  children  are  only  afraid  of  sep- 
aration or  mutilation.  After  the  age  of  nine 
years,  they  see  death  as  a biological  force 
almost  like  adults.  The  most  forgotten  peo- 
ple in  the  environment  of  the  dying  patient 
may  be  the  siblings  of  dying  children  who 
may  be  terribly  neglected.  A special  prob- 
lem may  arise  when  children  may  have 
wished  for  a sibling  to  “drop  dead”  (which 
all  children  may  have  at  times,  for  a 
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brother,  sister,  or  parent) . When  such  a 
sibling  dies,  they  may  feel  responsible  and 
harbor  abnormal  guilt  and  fears  of  death 
with  unresolved  conflicts  and  future  emo- 
tional illness.  So  much  depends  on  the  way 
we  rear  our  children.  If  we  help  them  to  face 
fear  through  strength  and  sharing,  they  can 
be  better  prepared  to  face  any  kind  of  crisis 
including  the  ultimate  reality  of  death. 

You  may  be  interested  to  know  that  Dr. 
Ross  has  found  that  physicians  maintain 
their  denial  a bit  longer,  and  the  ordeal  for 
them  is  much  more  difficult.  Individuals 
with  a deep  intrinsic  religious  faith  and  ori- 
entation adjust  rather  easily.  The  same  is 
true,  she  discovered,  for  atheists. 

It  is  hoped  and  planned  to  train  physi- 
cians, nurses,  social  workers,  morticians,  and 
members  of  the  clergy  to  work  together  as 
a team  to  develop  a humane  approach  to  re- 
lieve the  psychologic  suffering  of  the  term- 
inally ill,  and  their  families,  in  a world 


where  advanced  technology  and  science  often 
work  to  depersonalize  the  patient.  The 
dying  must  be  helped  to  meet  their  death  in 
peace  and  dignity.  In  a word  my  theme  is: 
“Do  not  shy  away  from  the  hopelessly  sick, 
but  yet  be  closer  to  them.”  Those  who  can, 
will  discover  that  it  will  be  a mutually 
gratifying  experience.  They  will  emerge 
from  it  enriched  and  perhaps  with  fewer 
anxieties  about  their  own  finality.  The  poets 
have  written  of  death,  and  movies  and 
novels  have  presented  the  subject  as  enter- 
tainment. Death  has  been  one  of  our  strong- 
est tribal  taboos.  It  has  been  said  that  one 
may  not  look  too  long  at  death — or  the  sun. 

Bryant  wrote  his  best  poem,  Thanatopsis 
in  1811  at  the  age  of  sixteen.  In  the  final 
lines  he  charges  the  reader  when  the  sum- 
mons comes:  “Go  sustained  and  soothed  by 
an  unfaltering  trust,  approach  the  grave  like 
one  who  wraps  the  drapery  of  his  cloak 
about  him,  and  lies  down  to  pleasant 
dreams.”  Is  that  not  death  with  dignity?  • 
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Pesticides  and  U.S. 
farm  labor  families* 


H.  Peter  Chase,  MD,  Stephen  E.  Barnett,  MD,  N.  Noreen  Welch,  BS, 
Franklin  W.  Briese,  PhD,  and  Michael  L.  Krassner,  JD,  Denver 


Informaton  is  not  currently  available  con- 
cerning pesticide  levels  in  migrant  farm 
laborers  and  their  families  or  correlations  be- 
tween pesticide  levels  and  medical  problems 
in  migrant  families.  A previous  study  of  155 
farmers  showed  significant  differences  be- 
tween “high”  and  “low”  pesticide  use  groups 
with  respect  to  hematocrit,  hemoglobin,  and 
prothrombin  time  values,  and  also  showed 
correlations  between  the  use  of  specific  pes- 
ticides and  other  laboratory  determinations.^ 
In  many  farming  situations  seasonal  farm 
laborers  have  a greater  occupational  ex- 
posure to  pesticides  than  do  farm  owners. 
Migrant  farm  laborers  are  currently  used  in 
all  states  and  approximately  50,000  workers 
are  employed  each  year  in  Colorado.^  Most 
farm  workers  now  travel  with  their  families, 
and  it  is  also  possible  that  their  children  have 
unduly  high  exposure  to  pesticides. 

Previous  studies  of  pesticide  toxicity  have 
dealt  primarily  with  acute  organic  phosphate 
toxicity  in  pesticide  formulators  and  appli- 
cators.®'® The  present  study  is  concerned  pri- 
marily with  chlorinated  hydrocarbons,  which 
accumulate  in  the  body  and  may  be  a greater 
public  health  concern  in  conditions  of  chronic 
exposure.  Direct  correlations  have  been 
shown  between  blood  levels  of  chlorinated 
hydrocarbons  and  tissue  accumulation.®-’’  The 
blood  levels  of  four  chlorinated  hydrocar- 
bons, p,p’  DDT,  p,p’  DDE,  q!-BHC,  and 
/3-BHC  have  been  determined  in  migrant 
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men  and  women  and  their  children.  The  in- 
fluences of  age  and  varying  time  periods  of 
occupational  exposure  on  blood  levels  have 
been  evaluated  in  adult  workers.  Compari- 
sons of  blood  pesticide  levels  with  medical 
complaints  or  illnesses  common  to  migrant 
health  clinics  have  been  made  to  determine 
if  possible  relationships  exist. 

Methods 

Medical  histories,  physical  examinations,  and 
blood  pesticide  levels  were  done  on  114  adult  farm 
laborers  and  76  of  their  children  as  well  as  on  21 
control  urban  adults,  who  had  never  worked  at 
farm  labor,  and  eight  of  their  children.  The  urban 
control  population  was  chosen  at  random  from 
willing  individuals  seeking  health  care  for  them- 
selves or  their  children  in  an  out-patient  clinic. 
All  control  and  test  individuals  studied  were  of 
Mexican-American  descent.  The  test  population 
was  studied  at  four  locations  in  Colorado  (Table 
1)  and  92  people  were  from  Colorado,  55  from 
Texas,  17  from  Arizona,  12  from  Mexico,  and  the 
remainder  from  several  other  U.S.  states.  The 
crops  being  worked  at  the  time  of  evaluation  are 
shown  in  Table  2,  although  most  laborers  had 
worked  many  different  types  of  crops  in  the  pre- 
vious year. 

Serum  samples  were  analyzed  for  four  chlor- 
inated hydrocarbons:  p,p’  DDT,  p,p’  DDE,  (y-BHC, 
and  ^-BHC,  by  a modified  version  of  the  Dale- 
Cueto  method  involving  extraction  of  2 ml  of 
serum  for  2 hours  in  an  automatic  shaker  with 
6 ml  of  redistilled  hexane.®  Samples  were  analyzed 
at  two  different  concentrations  using  a Barber- 
Coleman  gas  chromatograph  with  an  electron  cap- 
ture detector.  The  four  pesticides  were  identified 
by  comparing  retention  times  with  those  of  known 
standards,!  and  were  quantitated  by  comparison 
of  peak  heights.  Results  are  reported  in  parts  per 
billion  (ppb)  of  serum.  Statistical  analyses  were 
done  utilizing  the  Student  t-test. 

tStandards  were  received  from  Mr.  Larry  Mounce,  Com- 
munity Pesticide  Study  Project.  Greeley,  Colorado. 


for  November  1973 


27 


TABLE  ) 


TABLE2:  ADULT  MEAN  SERUM  PESTICIDE  LEVELS* 


ADULT  MEAN  SERUM  PESTICIDE  LEVELS  VS.  CROP  WORKED* 


Locotloo 

Numbar 

Burlington 

Sugar  beet) 

33 

Center 

Pototoei 

39 

Rocky  Ford 

Mixed  vegetobles 

10 

Son  Lui) 

Lettuce 

34 

p,p'  DDT 

4.55 

1.15 

3.00 

9,68 

(1.47) 

(0.61) 

(1.49) 

(1.67) 

p,  p'  DDE 

37.42 

24.00 

23.90 

45.26 

(4. 16) 

(2.21) 

(4.72) 

(3.83) 

»-BHC 

1.00 

0.8) 

0. 55 

1.07 

(0.26) 

(0.14) 

(0.16) 

(0.15) 

^BHC 

1.58 

1.33 

1.10 

1.97 

(0.49) 

(0.31) 

(0.48) 

(0.42) 

*Resulh  are 

expretsed  in  ppb  of  senj 

m or)d  represent  the  meo 

n ± SEM  below  in  porenthese) 

Results 

The  mean  serum  levels  of  DDE,  a-BHC  and 
yS-BHC  were  statistically  higher  (p^.Ol)  for  all 
adult  farm  workers  than  for  adult  controls 
(Table  2).  Although  not  statistically  different 
(p>.05),  DDT  levels  were  also  2.7  fold  higher  in 
all  farm  workers  than  in  controls  (p<;.10).  Test 
adult  males  had  statistically  higher  (p<^.05)  mean 
serum  levels  of  the  four  pesticides  compared  to 
test  adult  females  (Table  1).  In  contrast,  in  con- 
trol adults,  mean  levels  of  the  four  pesticides  were 
not  statistically  different  (p>.05)  between  men 
and  women.  Other  chlorinated  hydrocarbons 
which  were  looked  for  and  not  found  included 
dieldrin,  lindane  (y-BHC),  aldrin,  heptachlor,  hep- 
tachlor  epoxide,  o,p’  DDT  and  o,p’  DDE. 

Serum  pesticide  levels  varied  with  the  location 
where  the  farm  workers  were  working  when  the 
samples  were  collected  (Table  2).  The  workers 
from  Burlington  and  San  Luis  had  the  highest 
levels  of  DDT  of  the  four  groups,  the  levels  of  the 
San  Luis  workers  being  over  five  times  control 
levels  shown  in  Table  1.  The  levels  of  DDE  were 
also  highest  in  the  sera  of  the  workers  from  Bur- 
lington and  San  Luis,  being  approximately  twice 
those  of  control  values.  Levels  of  a and  yS-BHC 
were  similar  in  the  sera  of  the  farm  workers  from 
the  four  areas  (Table  2).  DDT  and  DDE  levels  in 
San  Luis,  the  area  of  highest  values,  were  prob- 
ably influenced  by  the  fact  that  more  workers 
were  men,  and  in  Center,  where  more  workers 
were  women.  Workers  in  Burlington  and  Rocky 
Ford  were  evenly  divided  between  men  and 
women.  Attempts  were  made  to  determine  the 
type,  amount  and  frequency  of  pesticide  usage  in 
each  of  the  four  areas,  but  this  information  was 
difficult  to  obtain. 

All  test  adults  were  asked  to  estimate  the  num- 
ber of  months  worked  in  the  fields  during  the 
previous  year.  The  number  of  months  worked  for 
the  males  was  7.3,  compared  to  5.4  for  the  fe- 
males. Thus  duration  of  work  and  resulting  ex- 
posure may  explain  the  differences  in  serum  pes- 
ticide levels  between  the  two  sexes.  The  number 
of  months  worked  in  the  fields  in  the  previous 
year  also  influenced  the  results  in  the  four  areas 
(Table  2).  The  mean  number  of  months  worked 
in  farm  labor  in  the  previous  year  for  the  San 


Group 

All  controls 

All  test 

Test  Moles 

Test  Femoles 

Numb., 

(21) 

(116) 

(») 

(55) 

DDT(p,p') 

1.76 

4.78 

7.37 

2.02* 

(0.74) 

(0.75) 

(1.25) 

(0.67) 

DDE(p,p') 

19.43 

34.04  + 

42.76 

24.45* 

(2.82) 

(2.01) 

(3.13) 

(1.87) 

o-BHC 

0.00 

0.92  + 

1.10 

0.65+ 

(0.10) 

(0.14) 

(0.13) 

P-BHC 

0.00 

i.57r 

1.98 

1.04* 

(0.22) 

(0.36) 

(0. 22) 

‘Results  are  ex 

pressed  in  parts  per 

billion  (ppb)  of  sei 

'um  and  represent  the 

meon  with  the  sfondord 

error  shown  bel 

low  in  parentheses. 

Meon  levels  of  O’- 

•BHC  ond  &-BHC  were 

< .005  in  control  odults. 

t = p<  .01  (in 

comparison  of  all  ' 

test  odults  with  all 

control  adults) 

^ - p < . 05  ( in  cocnporboo  of  levels  for  oil  *est  moles  with  oil  >esr  femoles) 


Luis  workers,  where  pesticide  levels  were  high- 
est, was  8.1,  compared  to  6.4  for  the  workers  from 
Center,  5.9  months  for  the  workers  from  Burling- 
ton, and  2.3  months  for  the  workers  from  Rocky 
Ford,  where  serum  levels  of  three  of  the  four  pes- 
ticides were  the  lowest.  The  crop  being  worked 
(Table  2)  did  not  have  as  great  an  influence  on 
serum  pesticide  levels  as  did  the  number  of 
months  worked. 

Serum  levels  of  the  four  pesticides  increased 
with  advancing  age  (Fig.  1).  Results  are  shown 
only  for  males,  as  changes  were  more  apparent 
than  for  females.  The  largest  increment  in  DDT 
and  DDE  levels  occurred  between  the  age  group 
15  to  19  years  and  the  age  group  20  to  29  years, 
when  differences  between  the  two  age  groups 
were  significant  at  p<.01  for  both  DDT  and  DDE. 
The  a and  ^-BHC  levels  showed  more  gradual 
increases  with  age.  The  level  of  jS-BHC  in  40-  to 
49-year-old  men  was  greater  than  10  fold  the 
y3-BHC  level  prior  to  age  15  years.  As  the  differ- 
ences in  pesticide  values  for  age  were  not  ap- 
preciated until  after  data  analyses,  the  adult  con- 
trols were  poorly  matched  for  age.  All  controls 
were  between  20  and  29  years  old  and  the  mean 
age  of  the  fourteen  males  was  25  years  and  of 
the  seven  females,  23  years.  Control  data  would 
thus  best  be  compared  with  group  C in  the  figure. 
When  this  was  done,  the  levels  of  DDE,  q;-BHC, 
and  ^-BHC  continued  to  be  statistically  (p<;.05) 
higher  than  in  controls,  and  the  level  of  DDT  was 
not  statistically  different  (p<;.10).  There  were  no 
differences  in  levels  of  any  of  the  four  pesticides 
for  control  men  compared  to  women.  The  mean 
age  of  the  adult  test  males  was  34.3  years  com- 
pared to  34.8  years  for  adult  test  females,  so  that 
the  previously  described  differences  in  mean  pes- 
ticide levels  of  test  males  versus  females  were 
not  due  to  age.  The  mean  age  of  the  workers  was 
similar  in  Center,  Bimlington,  and  San  Luis  (34, 
39,  and  34  years  respectively),  but  was  lower  in 
Rocky  Ford  (24  years),  which  may  have  resulted 
in  some  reduction  in  the  levels  in  that  area. 

The  mean  serum  pesticide  levels  in  the  test 
children  (ages  5-15  years)  were  statistically 
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higher  (p<;;.05)  for  the  BHC  derivatives  than  in 
the  control  children  (Table  3).  Levels  of  DDT  and 
DDE  were  not  statistically  different  between  test 
and  control  children.  All  four  pesticide  levels 
were  considerably  lower  in  the  test  children  than 
in  the  older  test  subjects.  Statistically  significant 
differences  in  pesticide  levels  were  not  found  be- 
tween sexes  in  the  test  children. 


TABLE  3 

SERUM  PESTICIDE  LEVELS  IN  CHILDREN* 


Nymber 

p,p'  DDT 

p,p'  DDE 

-r-BHC 

P-BHC 

AM  ControU 

S 

2.50 

13.62 

<0.005 

<0.005 

(1.55) 

(2.60) 

All  UH 

76 

1.70 

20.50 

0.70 

0. 33 

(0.43) 

(1.67) 

(0.11) 

(0.09) 

>.05 

>.05 

<.05 

<.05 

•Children  were 

between  Ihe 

oges  of  5 and  14 

yeof^.  Results  ore 

expressed  i 

n ppb  of  serum  and 

represent  the  meof'  * SEM  (in  poreniKeses). 

The  mean  level  of  each  of  the  four  pesticides 
was  compared  for  positive  and  negative  answers 
when  a complaint  in  the  medical  history  was 
found  to  occur  in  over  20%  of  the  adult  workers 
questioned.  There  were  no  items  in  the  medical 
history  that  correlated  statistically  (p<;.05)  with 
higher  serum  pesticide  levels.  Items  showing  a 
trend  for  differences  are  shown  in  Table  4,  so  that 

TABLE  4 

BLOOD  PESTICIDE  LEVELS  VS. MEDICAL  COMPLAINTS* 


Question  or  Comploint 

Pesticide 

Pesticide  Le 

vel  (ppb) 

"No'Answer 

" Yes'Answer 

Any  known  pesticide  exposure? 

DDT 

3.41 

5.26 

r»-BHC 

0.59 

0,94 

P-BHC 

1.01 

i.74 

Any  previous  illness  resulting 

DDT 

3.32 

7.  12 

from  pesticide  exposure? 

DDE 

29.59 

36.36 

o-BHC 

0.59 

0.86 

P-BHC 

0.86 

2.36 

Blurred  vision: 

»-6HC 

1.05 

0.64 

Dizziness: 

DDT 

3.96 

5.54 

Inobilify  to  sleep: 

DDT 

3.85 

5.35 

Muscle  week  ness: 

DDT 

3.50 

6.49 

DDE 

29.48 

37.46 

A^nstruol  irregulorities: 

DDT 

1.57 

3.00 

Shortness  of  breoth: 

DDT 

3.48 

6.72 

ODE 

29.56 

37.  16 

•There  were  no  stotistical  differences  (p  > 

. 05)  in  mean  pesti< 

:ide  levels  for  o positi 

ve  or  negotive  onswer 

for  ony  items  on  the  medico!  history.  Lev* 

:1s  ore  from  test  me 

n ond  women  ond  do  n 

■of  include  the  control 

population. 

future  studies  dealing  with  larger  numbers  of  in- 
dividuals might  focus  in  these  areas.  The  higher 
mean  pesticide  levels  in  workers  who  stated  they 
had  been  exposed  to  pesticides  suggests  that  they, 
the  workers,  were  correct.  Although  a large  num- 
ber of  adults  complained  of  eye  redness,  water- 
ing and  burning,  there  were  no  differences  be- 
tween any  of  the  four  pesticide  levels  in  adults 
who  had  these  complaints  versus  those  who  did 
not.  There  were  also  no  differences  in  the  levels 
of  any  of  the  four  pesticides  in  adults  who  stated 
that  they  had  frequent  headaches,  or  that  they 
had  been  recently  depressed  or  very  anxious. 
Mean  DDT  levels  were  twice  as  high  in  women 
who  complained  of  menstrual  irregularities,  al- 
though this  difference  was  not  statistically  sig- 


DDT  DDE  BHC 


Fig.  1.  Serum  levels  of  four  chlorinated  hydrocar- 
bons related  to  age  of  the  subjects.  Results  are  ex- 
pressed in  ppb  and  represent  the  mean  ± SEM 
for  test  males.  Ages  are  represented  by  letters 
A to  E.  A = 5-14  years;  B = 15-19  years;  C = 
20-29  years;  D = 30-39  years;  E = 40-49  years. 

nificant  (p>.05).  There  were  no  differences  in 
mean  pesticide  levels  in  adults  who  complained 
of  back  pain  compared  to  those  who  did  not  have 
this  complaint.  Other  questions  on  the  history 
showed  no  differences  in  mean  pesticide  levels  for 
positive  or  negative  answers. 

Mean  DDT  levels  (±  SEM)  were  significantly 
(p<;.05)  higher  (7.57  ± 1.60  vs  3.34  ± 1.13)  in 
35  test  adults  who  had  either  a systolic  or  a 
diastolic  blood  pressure  above  120  and  90  respec- 
tively, than  in  adults  having  both  blood  pressures 
below  these  two  values.  Other  pesticide  levels  also 
tended  to  be  higher  in  adults  with  high  blood 
pressure,  but  these  differences  were  not  statis- 
tically significant  (p>.05).  Other  factors  in  the 
physical  examination  did  not  show  any  correla- 
tion with  mean  pesticide  levels. 

Discussion 

This  study  showed  the  serum  levels  of 
four  chlorinated  hydrocarbon  pesticides  to 
be  related  to  the  duration  of  time  farm  labor- 
ers worked  in  the  fields.  Serum  levels  grad- 
ually increased  from  childhood  to  age  50,  ap- 
parently also  related  to  the  longer  duration 
of  exposure.  Males  had  higher  serum  values 
than  did  females  (Table  1),  but  the  time 
spent  working  in  the  fields  per  year  was  also 
longer  for  males.  Three  of  the  four  chlori- 
nated hydrocarbon  levels  were  statistically 
higher  in  adult  farm  workers  than  in  adults 
living  in  an  urban  setting  (Table  1).  This  is 
most  likely  due  to  chronic  occupational  ex- 
posure, but  could  also  be  due  to  such  factors 
as  eating  more  vegetables  and  fruits  prior  to 
commercial  washing  procedures.  It  was  ini- 
tially believed  that  serum  pesticide  levels 
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varied  with  the  location  of  the  workers  and 
the  type  of  crop  worked  (Table  2).  Closer 
analyses  revealed  that  these  differences  were 
more  likely  due  to  differences  in  age  and  sex 
of  the  workers  in  the  four  areas,  as  well  as 
differences  in  duration  of  working  in  the 
fields  in  the  previous  year.  The  blood  pesti- 
cide levels  found  in  this  study  are  not  di- 
rectly comparable  with  other  values  reported 
in  the  literature  due  to  slight  differences  in 
methodology,  and  of  greater  importance,  due 
to  previous  failure  to  report  values  by  age 
groups,  and  in  some  cases,  to  separate  values 
for  males  from  females.  In  general,  however, 
the  levels  of  DDT,  DDE,  and  related  com- 
pounds were  not  elevated  in  the  sera  of  the 
farm  laborers  to  the  extent  found  in  work- 
ers involved  in  the  manufacture  of  DDT.^ 

Test  children  under  age  15  did  not  have 
high  serum  pesticide  levels  (Table  3) . Be- 
cause the  children  frequently  play  near 
sprayed  fields  and  have  bodily  contact  with 
parents  coming  home  from  working  in  the 
fields,  this  was  considered  an  important  find- 
ing. It  had  been  considered  possible  that  the 
high  incidence  of  medical  and  nutritional 
problems  of  preschool  migrant  children^ 
might  even  be  related  to  pesticide  exposure. 
A previous  study  has  described  interrelations 
between  organophosphate  toxicity  and  vita- 
min A levels,®  and  it  is  known  that  one-third 
to  one-half  of  Mexican-American  migrant 
children  are  deficient  in  vitamin  Serum 
vitamin  A levels  were  not  done  in  the  pres- 
ent study.  However,  as  the  serum  levels  of 
the  four  pesticides  were  not  high,  it  is  un- 
likely that  they  are  a cause  of  the  high  inci- 
dence of  vitamin  A deficiency  in  the  chil- 
dren. 

A review  of  the  literature  did  not  reveal 
other  studies  dealing  with  serum  levels  of 
chlorinated  hydrocarbons  in  migrant  farm 
workers  or  their  children.  Most  of  the  litera- 
ture deals  with  acute  pesticide  poisonings  as 
were  described  in  fourteen  individuals,  one 
of  whom  was  a farm  laborer,  in  rural  Colo- 
rado in  1969.“  In  1968  acute  pesticide  poison- 
ings were  associated  with  5.4%  of  poisonings 
in  children  reported  to  a poison  control  cen- 
ter, and  with  \\.1%  of  the  mortality  in  these 
children. “ A survey  of  occupational  diseases 
in  California  in  1957  found  that  of  749  reports 


related  to  pesticide  toxicity,  60%  involved 
agricultural  workers.^®  No  cases  of  acute  pes- 
ticide poisoning  in  migrant  adults  or  their, 
children  were  identified  during  our  study. 
A previous  study  dealing  primarily  with 
white  housewives  was  unable  to  correlate 
DDT  levels  in  tissues  or  blood  with  environ- 
mental factors,  including  rural  or  urban  resi- 
dence.® The  present  study  was  concerned 
primarily  with  long-term  exposure  to  chlori- 
nated hydrocarbons  rather  than  acute  or- 
ganophosphate toxicity.  Some  organophos- 
phates,  including  malathion  and  parathion, 
were  included  in  the  daily  analyses  of  stand- 
ards, and  should  have  been  detected  if  pres- 
ent. 

Pesticide  poisonings  have  been  associated 
with  almost  every  medical  history  item  pos- 
sible, making  a study  of  the  long-term  af- 
fects of  chlorinated  hydrocarbons  difficult. 
Our  history  consisted  of  63  items,  with  five 
further  questions  (When,  How  often.  Dura- 
tion, Other  diseases  at  same  time,  and  Crop 
worked  at  time  of  complaint)  for  any  item 
having  a positive  response.  Questions  were 
primarily  related  to  the  skin,  eyes,  head, 
muscles,  tongue  and  lips,  intestine,  genitour- 
inary tract,  and  signs  of  allergy.  Although 
we  did  not  show  a statistically  significant  re- 
lationship between  pesticide  levels  and  com- 
plaints in  the  medical  history,  several  items 
showed  trends  (Table  4) . Future  studies 
dealing  with  larger  study  populations  should 
focus  in  these  areas.  The  most  frequent  med- 
ical complaint  of  women  in  our  migrant 
clinics  over  the  past  four  summers  has  been 
menstrual  irregularities.  Women  with  this 
complaint  had  mean  serum  DDT  levels 
which  were  twice  the  level  found  in  women 
who  did  not  have  this  complaint.  Alterations 
in  menses  and  cystic  changes  in  ovaries  have 
previously  been  described  in  laboratory  ani- 
mals given  DDT.“  Back  pain  is  the  most  fre- 
quent complaint  of  men  in  the  migrant  clin- 
ics, but  pesticide  levels  were  similar  in  men 
who  did  or  did  not  have  this  complaint.  De- 
pression and  anxiety  are  also  frequent  com- 
plaints in  the  clinics,  but  the  presence  or  ab- 
sence of  these  symptoms  did  not  result  in 
differences  in  any  of  the  four  serum  pesti- 
cide levels. 


30 


Rocky  Mountain  Medical  Journal 


Elevated  blood  pressure  is  a common 
finding  in  adults  in  the  migrant  clinics,  and 
this  finding  correlated  statistically  (p<.05) 
with  the  presence  of  higher  DDT  levels.  This 
does  not  mean,  however,  that  the  DDT 
caused  the  higher  blood  pressure.  Older 
males  are  more  likely  to  have  elevated  blood 
pressures,  presumably  due  to  atherosclerosis, 
and  older  males  also  have  higher  serum  pes- 
ticide levels,  apparently  related  to  a longer 
duration  of  working  in  the  fields.  Thus  the 
relationship  between  blood  pressure  and 
serum  pesticide  levels  could  be  coincidental. 
Five  of  35  individuals  working  in  a DDT 
manufacturing  plant  also  had  high  blood 
pressure,  although  the  finding  apparently 
preceded  exposure  in  two  individuals.’'  Fu- 
ture studies  dealing  with  more  individuals 
in  a given  narrow  age  bracket  would  appear 
indicated. 

Further  evaluations  of  the  effects  of  pes- 
ticides on  farm  laborers  are  needed.  The 
Center  for  Disease  Control  Regional  Pesti- 
cide Laboratories  are  now  doing  serial  serum 
pesticide  determinations  in  pesticide  formu- 


lators,  applicators,  spray  pilots,  and  farmers, 
and  should  include  farm  laborers  in  their 
studies.  It  also  became  apparent  in  this  study 
that  better  education  of  all  individuals  work- 
ing in  the  presence  of  pesticides  is  needed. 
Reports  of  spraying  while  workers  were  in 
or  near  fields  were  heard,  and  we  have  ob- 
served children  playing  near  fields  during 
airplane  spraying.  Some  farm  laborers  stated 
they  actually  believed  the  pesticides  were 
good  for  their  bodies,  and  illusions  and 
myths  concerning  pesticides  could  be  cor- 
rected through  education.  A comic  book  ed- 
ucational tool  in  Spanish  and  English  was 
developed  in  cooperation  with  the  Colorado 
Migrant  Council  during  the  course  of  this 
study.*  Our  difficulty  in  determining  the 
type,  amount  and  frequency  of  pesticide 
spraying  in  the  four  areas  attests  to  the  need 
for  better  regional  controls  and  records  con- 
cerning pesticide  usage.  • 
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Drug  abuse  referrals  to  a 
child  diagnostic  center* 

A six-year  period 


Anna  M.  Jackson,  PhD,  Denver 


The  Children’s  Diagnostic  Center  (CDC), 
located  at  the  University  of  Colorado  Med- 
ical Center  in  Denver,  Colorado,  is  a special 
clinic  established  by  the  State  legislature  to 
help  County  Welfare  Departments,  District 
Courts,  and  agencies  of  the  Department  of 
Institutions  by  providing  comprehensive  psy- 
chiatric, psychologic,  and  medical  evalua- 
tions for  children  and  the  families  whom 
they  serve.  Referrals  are  made  throughout 
the  state  by  these  agencies.  The  Diagnostic 
Center  has  been  in  operation  since  1955. 
Children  with  many  different  types  of  prob- 
lems have  been  referred  to  CDC  over  the 
years,  but  the  presenting  problems  during 
any  time  span  appear  to  reflect  in  part  the 
current  social  concerns.  Drug  abuse  is  illus- 
trative of  such  problems.  The  following  rep- 
resents an  analysis  of  drug  abuse  referrals 
to  CDC  during  the  period  1967  through  1972. 

Within  the  period  indicated,  31  adoles- 
cents were  referred  to  the  Center  for  drug 
abuse.  A total  of  768  children  were  referred 
for  evaluation  during  this  time  span.  While 
the  drug  abuse  referrals  represent  a small 
per  cent  of  the  total  referrals,  interesting 
patterns  emerge  when  these  cases  are  an- 
alyzed. 

First  of  all,  considerable  fluctuation 
existed  in  the  number  of  referrals  during 
this  period  with  the  bulk  of  requests  occur- 
ring in  1969  when  concern  about  drug  abuse 
was  at  a high  point  (Table  1).  Only  one  re- 
ferral was  received  in  1967,  but  the  number 
increased  in  1968  and  1969  and  then  began 

‘Children’s  Diagnostic  Center,  University  of  Colorado 
Medical  Center,  Denver.  Dr.  Jackson  is  Chief,  Children’s 
Diagnostic  Center. 


to  decline,  culminating  with  three  referrals 
in  1972. 

The  age  range  of  the  adolescents  referred 
was  13  to  17  years,  with  a Mean  Age  of  15.6. 
From  the  Mean  Age,  it  is  evident  that  older 
adolescents  were  referred  for  evaluation 
more  frequently  for  drug  abuse  than  younger 
ones.  Females  were  seen  at  younger  ages 
than  males,  however,  making  up  all  of  the 
referrals  in  the  13-  to  14-year  category.  Males 
were  referred  more  frequently  in  the  upper 
age  groups.  Overall  the  sex  ratio  was  almost 
evenly  divided  between  the  two  groups. 

As  might  be  hypothesized,  most  of  the 
referrals  were  made  by  Courts — 28  of  the  31 
requests.  Welfare  Departments  made  the  re- 
maining requests  for  evaluation.  Almost  all 
of  the  adolescents  evaluated  were  Anglo 
with  the  exception  of  two  patients.  The  ab- 
sence of  black  adolescent  referrals  is  strik- 
ing in  that  the  Diagnostic  Center  is  located 
in  a relatively  heavily  populated  black  com- 
munity. 

The  types  of  diagnoses  of  these  patients 
varied  a great  deal.  Diagnostic  categories 
ranged  from  reactive  disorders  to  psychotic 
conditions  (Table  2) . Most  of  the  classifica- 
tions proposed  (50  per  cent)  were  of  the  per- 
sonality disorder  specification,  the  most  fre- 
quent being  tension  discharge  disorder, 
neurotic  personality  type.  Underlying  de- 
pression was  a secondary  specification  in  a 
number  of  instances.  Girls  were  diagnosed 
as  neurotic  more  frequently  than  boys,  while 
boys  were  seen  as  more  severely  disturbed. 
Approximately  20  per  cent  of  the  patients 
were  classified  as  reactive  or  adjustment  dis- 
orders. 
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TABLE  1 


Referrals  Made  During  the  Period 
1967  - 1972  by  Age  and  Sex 


Year 

1967 

1968 

1969 

1970 

1971 

1972 

Total 

Sex 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M F 

Age  13 

0 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 1 

14 

0 

0 

0 

0 

0 

1 

0 

1 

0 

0 

0 

0 

0 2 

15 

0 

0 

0 

1 
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17  14 

The  types  of  recommendations  for  man- 
agement were  numerous  and  extended  from 
suggestions  for  outpatient  psychotherapy  to 
residential  treatment  and/or  hospitalization. 
Correctional  institutions,  probation,  voca- 
tional training,  and  medical  followup 
rounded  out  the  kinds  of  recommendations 
made.  Approximately  35  per  cent  of  the  rec- 
ommendations involved  outpatient  psycho- 
therapy, while  28  per  cent  were  either  for 
residential  treatment  or  hospitalization 
(Table  3).  Recommendations  for  medical 
followup  which  were  directly  related  to  the 
drug  problem  were  made.  Other  suggestions 
for  followup  were  more  indirectly  related, 
although  of  a treatment/training  orientation 
such  as  vocational  education  and  tutoring. 
As  a rule,  ideas  for  treatment  were  exten- 
sive, outlining  detailed  treatment  plans  and 
strategies.  Suggestions  for  psychotherapy  in- 
cluded individual  as  well  as  group  and  fam- 
ily- 

Discussions 

Several  factors  were  apparent  from  the 
information  presented.  These  included  the 
gradual  increase  and  then  gradual  decline  in 
the  number  of  referrals,  sex  differences  re- 
garding age  of  referral,  types  of  diagnoses 
made,  and  sex  differences  in  these  classifica- 
tions, and  the  kinds  of  recommendations  sug- 
gested following  evaluation. 

The  shift  in  the  number  of  referrals  made 
during  the  period  in  question  is  noteworthy. 
There  was  a progressive  increment  in  the 
number  of  requests  for  evaluation  for  drug 
abuse  in  the  first  three  years  once  the  re- 
ferrals started,  and  then  a gradual  tapering 
off  of  evaluations  of  this  specific  problem. 
Possible  explanations  for  this  phenomenon 


may  include  any  of  the  following:  a de- 
crease in  the  number  of  arrests  for  drug 
abuse  for  adolescents  related  either  to  a 
drop  in  usage,  a lessening  in  apprehension 
of  juvenile  offenders,  or  more  precautionary 
measures  by  youth  to  avoid  detection;  an  in- 
crease in  the  number  of  possible  referral  re- 
sources for  the  problem;  or  a change  in  atti- 
tude regarding  the  seriousness  of  the  offense. 
As  drug  abuse  by  youth  still  seems  to  be  con- 
sidered a major  problem  by  mciny  authori- 
ties, the  latter  explanation  is  questionable. 
To  research  the  other  possibilities,  the  num- 
ber of  referrals  to  other  clinics  and  the  inci- 
dence of  abuse  in  this  geographical  area 
would  have  to  be  investigated. 

Sex  differences  regarding  the  age  when 
referrals  are  made  was  another  finding.  Girls 
were  referred  for  evaluation  at  earlier  ages 
than  boys.  This  finding  may  be  related  to 
several  factors.  First,  drug  abuse  by  girls 

TABLE  2 


Diagnostic  Classification  by  Sex 


Diagnostic  Categories  Male 

Female  Total 

Tension  Discharge  Disorder 

4 

3 

7 

Neurotic  Disorder 

1 

4 

5 

Reactive  Disorder 

2 

2 

4 

Adjustment  Reaction 

4 

0 

4 

Hysterical  Personality 

0 

3 

3 

Isolated  Personality 

2 

0 

2 

Overly  Inhibited  Personality 

1 

0 

1 

Overly  Dependent  Personality 

0 

1 

1 

Compulsive  Personality 

1 

0 

1 

Behavior  Disorder  with 
Depression 

0 

1 

1 

Borderline  Psychosis 

1 

0 

1 

Psychosis  with  Mental 
Retardation 

1 

0 

1 

Total 

17 

14 
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may  be  detected  earlier  as  a result  of  closer 
supervision.  Boys  tend  to  have  more  free- 
dom allotted  to  them  in  being  away  from 
home,  and  there  is  generally  a freer  range 
of  activity  permitted.  Second,  girls  may  use 
more  dangerous  types  of  drugs  at  earlier 
ages,  which  lead  to  detection.  Third,  this  of- 
fense may  be  judged  as  a more  serious  one 
for  girls.  Fourth,  drug  abuse  in  boys  may  be 
present  at  a younger  age,  but  detected  after 
more  serious  offenses  are  committed  such 
as  assault,  burglary  or  robbery  as  a number 
of  males  had  also  committed  these  offenses. 
These  factors  could  be  investigated  by  re- 
searching the  amount  of  parental  supervision 
for  female  and  male  drug  offenders,  by  as- 
sessing the  types  of  drugs  used  by  the  two 
groups,  by  measuring  attitudes  regarding 
acting-out  behavior  for  girls,  especially  as 
they  relate  to  drug  use,  and  by  noting  the 
incidence  of  aggressive  behavior  in  conjunc- 
tion with  drug  abuse  by  males. 

Types  of  diagnoses  made  for  drug  of- 
fenders were  found  to  cluster  primarily  in 
character  or  personality  areas.  The  most  fre- 
quent diagnosis  was  tension-discharge  dis- 
order, neurotic  personality  type,  which  im- 
plies that  earlier  conflicts  have  been 
repressed  and  have  become  a fixed  part  of 
the  child’s  behavior.  These  conflicts  might 
have  their  origin  in  reactions  to  stress,  es- 
pecially reactions  and  adjustments  to  loss  of 
significant  people.  Underlying  depression 
was  apparent  in  many  instances,  which  sug- 
gests some  unhappiness  about  life  circum- 
stances. The  relationship  of  later  neurotic 
personality  designations  to  earlier  reactive 
disorders  should  be  assessed  to  determine  if 
in  fact  these  precede  the  former  specifica- 
tion of  character  disorder  and  to  ascertain  if 
loss  of  significant  persons  is  an  important 
factor  in  this  regard.  The  fact  that  girls  were 
perceived  as  neurotic  more  frequently  than 
boys,  and  were  notably  hysterical,  might  be 
related  to  evaluator  sets  or  attitudes  regard- 
ing females.  This  difference  could  be  investi- 
gated by  controlling  the  types  of  descrip- 
tions of  behavior  given  to  clinicians,  by 
randomly  assigning  sex  labels  to  these  and 
noting  the  kind  of  diagnosis  made.  The  desig- 


TABLE  3 

Types  of  Recommendations 


Recommendation 

Frequency 

Outpatient  Psychotherapy 

17 

Hospitalization 

6 

Residential  Treatment  Center 

4 

Foster  or  Group  Home 

4 

Probation 

4 

Medical  Followup 

3 

Correctional  Institution 

2 

Boys’  Ranch 

1 

Vocational  Education 

1 

Tutoring 

1 

Contraceptives 

1 

Total 

44 

nation  of  males  as  more  severely  disturbed 
than  females  could  be  investigated  in  a sim- 
ilar manner. 

Recommendations  made  following  the 
evaluation  centered  mostly  on  treatment  and 
education.  The  majority  of  the  recommenda- 
tions were  for  psychotherapy  or  for  treat- 
ment in  conjunction  with  more  structured 
settings.  Educational  prescriptions  and  med- 
ical followup  were  suggested  infrequently 
but  were  made  within  the  treatment/educa- 
tion orientation  context. 

The  absence  of  black  referrals  is  curious 
in  light  of  the  location  of  the  Center.  Per- 
haps black  adolescents  use  drugs  to  a lesser 
degree  than  white  adolescents,  are  appre- 
hended less  often,  or  use  different  types  of 
drugs.  That  is,  black  adolescents  may  use 
fewer  dangerous  drugs  and  more  addictive 
ones.  Too,  black  adolescents  may  be  referred 
to  different  evaluation  centers  due  to  the  de- 
gree of  addiction  or  severity  of  perceived 
pathology.  These  factors  should  be  re- 
searched, as  well  as  attitudes  of  persons  re- 
ferring black  adolescents  for  evaluation.  It 
could  be,  for  example,  that  black  adolescents 
are  referred  directly  to  detention  centers 
without  evaluations  more  frequently  than 
white  adolescents.  If  different  dispositions 
do  exist  for  black  and  white  adolescents, 
racial  biases  on  the  part  of  referring  persons 
may  be  involved.  • 
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Itchy  urethra 

A case  report 

A.  H.  Franzblau,  MD,  Carlsbad,  New  Mexico 


Teenage  youth  with  an  “‘itchy  urethra” 
inserts  a ladies’  hat  pin  into  the  urethra  and 
loses  same.  Simple  removal  is  described. 

Foreign  bodies  in  the  urethra  are  introduced 
for  a variety  of  reasons.  Masturbation  and 
intoxication  predominate  as  causes  in  sex- 
ually mature  males,  along  with  senility,  ab- 
normal psyche  and  auto-eroticism.  Although 
the  latter  was  believed  to  be  the  cause  in  the 
following  case,  the  patient  maintained  that 
he  was  merely  trying  to  relieve  an  itch. 

CASE  REPORT 

A 15-year-old  sexually  mature  teenager  pre- 
sented in  the  Emergency  Room  with  a history  of 
having  had  severe  itching  in  his  penis  for  two 
weeks,  and  while  scratching  the  urethra  with  an 
old-fashioned  ladies’  hat  pin,  blunt  end  forward, 
in  the  urethral  wall. 

Physical  examination  revealed  a well-devel- 
oped and  nourished  male  youth  in  acute  distress. 
Examination  was  unremarkable  except  for  blood 
oozing  from  the  penile  meatus  and  a palpable 
foreign  body  in  the  penile  portion  of  the  urethra 
commencing  4 cm.  from  the  meatus  and  extend- 
ing 6-7  cm.  proximally  to  beyond  the  peno- 
scrotal junction.  An  x-ray  (Fig.  1)  of  the  penis 
confirmed  a 6-7  cm.  straight  hat  pin  in  the  penile 
urethra  in  the  area  described.  Laboratory  findings 


Fig.  1.  Straight  hat  pin,  6-7  cm.  in  length,  in 
urethra. 


were  normal  with  the  exception  of  urinalysis 
which  showed  2-f-  proteinuria,  9-11  WBCs  per/ 
HPF,  and  100  RBCs  per/HPF. 

The  patient  was  taken  to  the  cystoscopy  suite 
and  under  general  anesthesia  the  genitalia  were 
carefully  prepared  and  draped  so  as  not  to  manip- 
ulate the  foreign  body.  A #24  McCarthy  Panendo- 
scope was  carefully  introduced  into  the  distal 
urethra.  Using  a foreoblique  fiberoptic  telescope 
the  urethra  was  examined  revealing  a pin  im- 
bedded in  the  urethral  wall  4 cm.  proximal  to  the 
external  urinary  meatus  with  the  blrmt  end  ex- 
tending proximally  toward  the  bulb.  Using  a 
straight  hemostat  the  pin  was  grasped,  advanced 
slightly  deeper  into  the  urethral  lumen  so  as  to 
withdraw  the  point  imbedded  in  the  urethral  wall, 
and  then  gently  withdrawn  through  the  urethral 
meatus.  The  panendoscope  was  again  introduced 
and  examination  revealed  a sUght  laceration  at  6 
o’clock,  proximal  to  the  fossa  novicularis  and 
marked  granularity  about  a hypertrophied  veru- 
montanum.  The  bladder  had  one  blood  clot  float- 
ing about,  but  was  otherwise  normal. 

Postoperatively,  the  patient  had  severe  dysuria 
in  the  terminal  urethra  but  voided  without  ob- 
struction. At  the  request  of  the  patient’s  mother, 
psychiatric  consultation  was  obtained.  The  con- 
sultant felt  that  the  insertion  of  the  pin  was  “spon- 
taneous”, that  there  was  evidence  of  depression, 
but  no  evidence  of  psychosis  or  overt  homosexual- 
ity- 

CampbelP  describes  many  methods  of  re- 
moval of  foreign  bodies  and  states  that  famil- 
iarity with  the  many  instruments  at  the  urol- 
ogists’ disposal  and  oftentimes  considerable 
ingenuity,  will  permit  removal  of  elusive  for- 
eign bodies.  It  is  advisable  to  avoid  open  sur- 
gical removal  whenever  possible. 

Summary 

A 15-year-old  youth  had  an  “itchy 
urethra”  which  he  scratched  with  a ladies’ 
hat  pin  down  the  urethra.  The  pin  slipped  out 
of  his  grasp,  necessitating  panendoscopy  and 
subsequent  removal  with  a straight  hemostat 
without  the  need  of  a further  surgical  pro- 
cedure. Recovery  was  uneventful.  • 
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A world  of  their  own 


Aural  rehabilitation  of  the  geriatric  patient 


Bruce  D.  Schachterle,  MS,  Paul  H.  Dragul,  MD, 
and  Gerald  D.  Capoot,  MD,  Englewood,  Colorado 


Hearing  loss  can  have  a devastating  effect 
on  the  social,  emotional,  and  intellectual  life 
of  the  aged.  The  isolation  from  society  re- 
sulting from  such  a loss,  however,  can  be 
halted  if  appropriate  remedial  measures  are 
taken  before  the  patient  has  retreated  com- 
pletely into  his  own  inner  thought  world. 
This  article  details  problems  encountered  in 
the  rehabilitation  of  these  patients,  and  the 
evaluation  and  followup  procedures  vital  to 
their  treatment. 

Due  to  the  tremendous  advances  in  med- 
ical science  in  the  past  century,  the  number 
of  aged  persons  in  our  society  has  greatly  in- 
creased.' The  Department  of  Health,  Educa- 
tion and  Welfare-  estimated  that  in  the 
United  States  the  number  of  people  65  years 
of  age  or  older  exceeds  17  million,  and  will 
approach  24  million  by  1980.  From  data 
drawn  from  the  United  States  National 
Health  Survey,  the  Metropolitan  Life  Insur- 
ance Company^  estimated  that  of  the 
5,822,000  people  in  this  country  with  a hear- 
ing impairment,  2,497,000  are  65  years  of  age 
or  older.  In  other  words,  almost  one  half  of 
the  American  population  with  hearing  im- 
pairment are  over  65  years  of  age. 

Although  it  is  clear  that  this  large  per 
cent  of  people  can  expect  a significantly 
longer  life,  what  can  they  expect  in  terms  of 
quality  of  life?  If  we  consider  the  importance 
of  communication  skills  in  a society  becom- 
ing progressively  more  complex  in  it  social 
aspects  and  the  limited  medical  and  surgical 
treatment  presently  applicable  for  the  pres- 


bycusic  hearing  loss,  it  is  immediately  evi- 
dent that  audiologic  services  must  be  ex- 
panded to  meet  the  rehabilitation  needs  of 
the  geriatric  patient.  Several  factors,  how- 
ever, complicate  the  rehabilitation  of  these 
patients. 

It  is  no  surprise  to  the  practicing  physi- 
cian that  aging  is  accompanied  by  a multi- 
plicity of  problems,  both  physical  and  men- 
tal. In  studying  the  general  physiologic 
effects  of  aging,  many  types  of  changes  have 
been  noted  and  studied.  These  include  an  ab- 
sence of  or  a decrease  in  cell  production, 
extra-cellular  depositions  of  material,  aging 
of  extra-cellular  substances,  over-growth  of 
cells  and  their  products,  intra-cellular  ac- 
cumulations of  substances,  and  intra-ceUular 
aging  changes."*  Very  often  vision  is  im- 
paired, and  the  appearance  of  cataracts  is 
common.  With  the  relative  lack  of  activity 
compared  to  their  younger  years,  appetites 
become  dulled,  resulting  in  a decreased  in- 
gestion of  necessary  nutrients.  The  accom- 
panying lack  of  energy  may  add  to  a gen- 
eral lack  of  motivation.  Neimeyer®  has  sug- 
gested the  use  of  drug  therapy  for  geriatric 
patients  engaging  in  auditory  training.  Barr,* 
furthermore,  indicates  that  drug  therapy  in 
combination  with  auditory  training  can  have 
positive  effects  in  increasing  the  dynamic 
range  of  hearing  . . . i.e.,  the  difference  be- 
tween the  speech  reception  threshold  and 
the  uncomfortable  loudness  level. 

In  addition  to  the  restrictions  in  physical 
activity  placed  on  the  geriatric  person  by 
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physical  disabilities  and  retirement,  either 
voluntary  or  involuntary,  the  aging  individ- 
ual with  a hearing  problem  is  restricted  in 
his  associations  by  communication  problems, 
resulting  in  increased  physical  and  mental 
strain  and  frequent  embarrassment.  If  the 
patient  is  referred  to  an  appropriate  auditory 
rehabilitation  program  soon  after  these  dif- 
ficulties begin,  they  can  very  likely  be  rem- 
edied for  the  most  part.  When  no  help  is 
forthcoming,  however,  this  increased  diffi- 
culty often  is  overwhelming,  and  the  individ- 
ual tends  to  put  forth  less  effort  to  under- 
stand, often  withdrawing  into  his  own 
thought  world.  When  this  has  occurred,  the 
patient’s  resistance  to  rehabilitation  efforts 
is  usually  increased.  Although  such  persons 
have  no  real  interest  of  their  own  to  improve 
their  communication  abilities,  they  are  often 
dragged  to  the  physician  or  audiologist  by 
an  irritated  child  or  spouse. 

Concomitant  with  these  other  difficulties, 
is  a generally  reduced  motivational  complex. 
The  individual  might  ask  “What  would  I do 
even  if  I could  hear?”  Social  activities  often 
become  so  restricted  and  the  habit  of  living 
in  isolation  with  one’s  own  thoughts  so  nat- 
ural, that  there  is  a real  resistance  to  any- 
thing requiring  involvement.  This,  at  the 
same  time,  acts  as  a very  real  defense  mech- 
anism since  it  protects  him  from  risking  re- 
jection or  embarrassment. 

In  addition  to  the  distortion  of  speech 
imposed  by  a loss  of  loudness,  many  presby- 
cusic  hearing  losses  are  characterized  by 
what  has  been  termed  “phonemic  regres- 
sion”^ or  the  inability  to  understand  speech 
even  when  it  is  sufficiently  loud.  Such 
problems  make  the  use  of  a hearing  aid  ex- 
tremely difficult  since  the  individual  is  re- 
quired to  learn  to  make  sense  out  of  initially 
unintelligible  sounds.  A further  problem  is 
often  encountered  due  to  recruitment,  an 
abnormal  increase  in  loudness  growth.  When 
this  is  present,  the  individual  may  find  that 
sounds  are  uncomfortably  loud  even  when 
only  slightly  greater  than  the  threshold  of 
hearing.  This  problem  can  make  adjustment 
to  the  use  of  a hearing  aid  more  difficult. 

Both  the  hearing  aid  and  the  followup 
therapy  require  some  financial  considera- 


tions. In  many  cases  there  is  a real  reluctance 
to  add  this  expense  to  an  already  strained 
budget.  Sometimes  family  or  children  can 
assist,  but  often  this  help  is  resisted  by  the 
patient.  At  the  same  time.  Medicare  benefits 
include  assistance  in  paying  for  the  hearing 
assessment  if  ordered  by  a physician,  but 
offer  no  help  in  financing  hearing  aid  selec- 
tion, hearing  aid  purchase,  or  any  of  the  im- 
portant followup  procedures. 

Aural  Rehabilitation  Process 

It  can  be  seen  that  the  elderly  person 
with  presbycusis  presents  a very  complex 
and  challenging  rehabilitation  problem  for 
the  audiologist,  physician,  and  hearing  aid 
consultant.  As  such,  the  approach  to  rehabili- 
tation must  be  many-faceted. 

The  first  important  step  in  the  rehabilita- 
tion process  is  education.  In  this  respect, 
education  of  the  family  is  often  as  important 
as  is  that  of  the  patient.  A general  under- 
standing of  the  hearing  process  and  the  com- 
plexity of  factors  involved  in  human  com- 
munication lays  the  groundwork  for  the 
appreciation  of  the  problems  imposed  by 
deprivation  of  one’s  sense  of  hearing. 

The  selection  of  a hearing  aid,  by  an 
audiologist,  appropriate  for  the  individual’s 
loss,  important  though  it  is,  is  only  the  initial 
step.  This  selection  should  always  be  fol- 
lowed by  in-depth  counseling  of  the  patient 
and  his  family  regarding  the  use  and  limita- 
tions of  amplification.  This  counseling  is  not 
merely  for  the  purpose  of  informing  the 
client,  but  also  involves  helping  them  to  ex- 
press and  deal  with  their  feelings  regarding 
their  hearing  problems  and  attitudes  towards 
the  use  of  a hearing  aid. 

Very  often  the  success  of  the  patient  in 
the  use  of  amplification  is  dependent  upon  a 
period  of  training  in  which  situations  are 
structured  to  increase  the  patient’s  tolerance 
for  amplified  sound,  and  teach  him  to  make 
use  of  the  new,  often  still-distorted  sounds  he 
is  receiving.  As  mentioned  previously,  a care- 
ful program  of  drug  assistance  can  be  of 
value  augmenting  the  patient’s  motivation 
and  attention. 

Everyone  lip-reads  to  some  extent,  espe- 
cially in  difficult  listening  situations;  but  as 
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hearing  grows  poorer,  one’s  dependence  upon 
the  visual  components  of  speech  necessarily 
become  greater.  Since  the  presbycusic  hear- 
ing loss  is  usually  slow  in  onset  and  progres- 
sion, most  elderly  people  learn  to  lip-read 
very  naturally.  For  this  reason,  a program 
designed  to  teach  specific  lip  formations  as- 
sociated with  speech  sounds  will  often  prove 
tedious.  Few  elderly  individuals,  however, 
utilize  their  lip-reading  ability  maximally. 
Therefore,  a group  lip-reading  instruction 
program  stressing  the  situational  mangement 
(positioning  oneself  so  that  maximal  oppor- 
tunity to  lip-read  is  available) , and  use  of 
contextual  and  facial  clues  is  most  helpful. 
It  is  also  best  if  the  individual’s  spouse  or 
family  attend  these  sessions,  since  this  will 
afford  them  the  opportunity  to  help  the 
hard-of-hearing  person  in  the  home.  Group 
sessions  of  this  type  also  afford  the  additional 
opportunity  for  people  to  compare  their 
various  problems  and  find  that  theirs  is  not 
an  unusual  or  isolated  case. 


Conclusion 

As  can  be  seen  from  the  foregoing  discus- 
sion, hearing  problems  in  the  aged  are  diffi- 
cult management  problems  not  remedied  by 
any  single  approach.  It  is  also  evident  that 
probably  the  most  disabling  effect  imposed 
by  a hearing  loss  is  that  of  isolation,  initially 
imposed  by  society,  finally  voluntarily  and 
habitually  assumed  by  the  patient.  A total 
aural  rehabilitation  approach  must,  there- 
fore, be  initiated  if  the  aged  hearing-impaired 
patient  is  to  be  halted  in  his  retreat  from  his 
friends  and  loved  ones  into  “a  world  of  his 
own”.  Success  in  this  rehabilitation  effort 
can  be  determined  in  great  part  by  early 
detection  and  referral  to  the  otolaryngologist 
or  audiologist.  These  individuals,  located 
primarily  in  private  offices  and  university 
speech  and  hearing  centers,  are  equipped  to 
provide  the  necessary  ongoing  rehabilitation 
services  essential  to  the  geriatric  hard-of- 
hearing  patient. 
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Wherever  it  hurts, 
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Codeine  usually  provides 
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VPVN  PROGRAM  TERMINATED 


All  operations  related  to  the  Volunteer  Physi- 
cians for  Viet  Nam  (VPVN)  program  ceased  in 
Viet  Nam  on  June  30,  1973. 

This  humanitarian  program,  initiated  as  Proj- 
ect Viet  Nam  in  1965,  became  the  responsibility 
of  the  AMA  on  July  1,  1966.  Since  the  inception 
of  the  VPVN  program,  a total  of  774  American 
physicians  have  served  1,029  tours  in  provincial 
hospitals  in  South  Viet  Nam.  One  hundred  thirty- 
six  physician  volunteers  (17%)  returned  to  Viet 


Batdorf,  John  W.,  Las  Vegas,  Nevada 
Benson,  Raymond,  Billings,  Montana^ 

Braun,  Harold  A.,  Missoula,  Montana 
Brittain,  Robert  S.,  Englewood,  Colorado 
Brown,  Merril  W.,  Albuquerque,  New  Mexico^ 
Burgoon,  Edwin  B.,  Big  Piney,  Wyoming^ 

Cammack,  Kirk  V.,  Las  Vegas,  Nevada 
Carey,  Thomas  A.,  Englewood,  Colorado 
Carlson,  Paul  E.,  Bozeman,  Montana^ 

Ceriani,  Ernest  G.,  Kremmling,  Colorado 
Cheever,  Donald  H.,  Bozeman,  Montana 
Creer,  Stephen  M.,  Spanish  Fork,  Utahi 
Curran,  William  S.,  Albuquerque,  New  Mexico 

Fenenga,  Adriana,  Las  Cruces,  New  Mexico 
Fixott,  Richard  S.,  Colorado  Springs,  Colorado^ 
Furman,  George  J.,  Reno,  Nevada 

Ghicadus,  Christie  J.,  Laramie,  Wyoming 
Gillette,  Warren,  Boulder,  Colorado 
Gleichman,  Theodore  K.,  Denver,  Colorado 
Greene,  Mark  H.,  Salt  Lake  City,  Utah 

Hannum,  Thomas  L.,  Brigham  City,  Utah 
Henderson,  James  A.,  Denver,  Colorado 
Hutchins,  Earl  C.,  Greeley,  Colorado 

Jenson,  Mark  B.,  Provo,  Utah 

Kilgore,  William  R.,  Jr.,  Taos,  New  Mexico 

Leake,  James  R.,  Littleton,  Colorado 


Nam  to  serve  multiple  or  extended  tours.  During 
the  past  eight  years,  these  American  physicians 
have  contributed  in  excess  of  150  man-years  of 
voluntary  service  to  the  civilian  population  of 
war-torn  South  Viet  Nam. 

The  VPVN  Newsletter  of  July  31,  1973,  pro- 
vided an  updated  directory  of  physicians  who  par- 
ticipated in  the  program.  This  alphabetical  list 
gives  the  current  address  of  VPVN  as  currently 
known  to  the  AMA.  Listed  below  are  the  physi- 
cians from  our  area  who  served  in  this  program: 


Leeper,  Ben  M.,  Cheyenne,  Wyoming 
Levitan,  Morton  E.,  Harrison,  Montana^ 
Lipinski,  John  J.,  Kalispell,  Montana 
Lowe,  George  H.,  Jr.,  Ogden,  Utah 

Miller,  James  B.,  Colorado  Springs,  Colorado 
Morgan,  Loran,  Torrington,  Wyoming^ 
Murphy,  Joseph  P.,  Casper,  Wyoming 
Murray,  Douglas  M.,  Fort  Collins,  Colorado 

Nelson,  Kenneth  E.,  Broomfield,  Colorado 

Pierce,  Alson  F.,  Colorado  Springs,  Colorado 
Prescott,  Thomas,  Tucumcari,  New  Mexico 
Puls,  Gerald  E.,  Fort  Collins,  Colorado^ 

Raitt,  Grant,  Billings,  Montana 
Rasor,  Robert  W.,  Colorado  Springs,  Colorado^ 
Redman,  Jack  C.,  Albuquerque,  New  Mexico 
Richards,  Robert  B.,  Fort  Morgan,  Colorado 
Rodman,  Charles,  Salt  Lake  City,  Utah 
Rosen,  Albert  M.,  Taos,  Nev/  Mexico 

Schadler,  John  A.,  Las  Cruces,  New  Mexico 
Stark,  Merritt  W.,  Denver,  Colorado 
Stewart,  Robert  J.,  Denver,  Colorado 
Strizich,  John  W.,  Helena,  Montana 

Vincent,  Edward  H.,  Colorado  Springs, 
Colorado^ 

Weaver,  John  L.,  Pueblo,  Colorado^ 

Young,  David  G.,  Las  Vegas,  Nevada 


1 Physicians  who  extended  or  returned  to  Viet  Nam  to  serve  the  equivalent  of  a Second  tour. 

2 Physicians  credited  with  serving  a Third  tour. 

3 Physicians  credited  with  serving  a Fourth  tour. 
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Pathologist  to  S.S.  HOPE 

G.  Robert  Boyer,  MD,  Boulder,  a pathologist 
at  the  Boulder  Community  Hospital,  and  assistant 
professor  of  pathology  at  the  University  of  Colo- 
rado Medical  Center,  has  joined  the  staff  of  the 
S.S.  HOPE,  now  located  off  Maceio,  Brazil,  for  a 
two-month  period. 

The  hospital  ship  is  anchored  offshore  from 
the  northern  Brazil  community  in  an  effort  to  es- 
tablish land-based,  on-going  programs  to  remedy 
the  acute  shortage  of  medical  personnel  and  health 
care  facilities.  Project  HOPE  is  the  principal  ac- 
tivity of  the  People-to-People  Health  Foundation, 
Inc. 


Mount  Airy  Elects 

Warren  H.  Walker,  MD,  has  been  named  pres- 
ident of  the  Mount  Airy  Foundation,  succeeding 
R.  Robert  Cohen,  MD.  Theodore  B.  Washburn  has 
been  elected  Foundation  vice  president,  and  Mrs. 
Walter  C.  Emery  chosen  secretary.  Lawrence 
Long  has  been  re-elected  Foundation  treasurer. 

Mount  Airy  is  administered  as  a non-profit  in- 
stitution by  30  community  leaders,  lay  men  and 
women  and  physicians.  Financing  for  a $3.5  mil- 
lion building  now  is  under  way,  with  construction 
due  to  start  early  in  1974.  It  is  the  only  non- 
sectarian, nonprofit  psychiatric  hospital  between 
Kansas  and  the  west  coast. 


University  of  Colorado  Medical  Center 

The  appointment  of  Robert  L.  Finkelmeier, 
Ed.D.  as  director  of  the  newly  renamed  Office  of 
Personnel  and  Training  Services  at  the  Medical 
Center  has  been  announced  by  Dr.  Robert  A. 
Aldrich,  vice  president  for  Health  affairs. 

Dr.  Finkelmeier  has  served  since  May  11  as 
acting  director  of  Personnel  Services  and  director 
of  training.  He  is  a native  of  Cincinnati,  Ohio,  and 
received  his  bachelor’s  degree  and  a master’s  and 
doctorate  in  education  from  the  university  there. 
Subsequently,  he  was  an  industrial  training  con- 
sultant at  the  University  of  Cincinnati. 


University  of  Utah  Medical  Center 

Dr.  H.  Allan  Bloomer,  head  of  the  division  of 
kidney  diseases  at  the  University  of  Utah  Medical 
Center,  reported  his  studies  indicate  that  6 per 
cent  of  a group  of  128  patients  with  end-stage 
kidney  disease  were  guilty  of  what  he  termed 
“analgesic  abuse.” 

Specifically,  Dr.  Bloomer  pointed  out  phenace- 
tin  as  the  culprit,  an  analgesic  which  over  an  ex- 
tended period  of  time  poisons  the  kidney  tubes, 
and  eventually  can  cause  irreversible  damage  and 
kidney  failure.  Dr.  Bloomer  expressed  concern 
for  persons  suffering  from  anxiety-produced  head- 
aches who  sometimes  “take  handfulls  of  these 
pills.  It  is  not  unusual  for  such  individuals  to  take 
more  than  20  such  pills  daily  for  more  than  15 
years.” 

Most  of  these  analgesics,  he  said,  were  avail- 
able without  prescription  and  contained  aspirin, 
caffeine,  and  phenacetin,  but  drug  manufacturers 
now  have  realized  the  danger  of  phenacetin,  and 
most  have  withdrawn  it  as  an  ingredient  in  such 
preparations. 


♦ ♦ * ♦ 


Two  college  of  medicine  alumni  have  been 
named  to  key  administrative  posts  at  the  Univer- 
sity of  Utah  medical  school. 

Dr.  G.  Richard  Lee,  41,  professor  of  internal 
medicine,  has  been  named  associate  dean  for 
academic  affairs.  A 1956  graduate.  Dr.  Lee  is  to 
be  primarily  concerned  with  the  quality  of  med- 
ical school  graduates,  and  he  will  oversee  develop- 
ment of  the  College’s  curriculum,  working  with 
two  assistant  deans  responsible  for  student  af- 
fairs and  admissions. 

Dr.  Lee  has  researched  and  taught  in  hematol- 
ogy within  the  Department  of  Internal  Medicine 
since  1960. 

Dr.  Cecil  O.  Samuelson,  Jr.,  an  assistant  pro- 
fessor of  internal  medicine,  was  named  assistant 
dean  for  admissions.  Dr.  Samuelson,  31,  a 1970 
graduate,  is  returning  to  Utah  after  three  years 
of  postgraduate  work  at  Duke  University,  Dur- 
ham, North  Carolina.  Admissions  procedures  are 
being  reviewed  by  Dr.  Samuelson. 


♦ * 


♦ 


Intra-Arterial  Drug  Abuse  Studied 

Harrison  M.  Lazarus,  MD,  assistant  professor  of 
surgery,  and  David  G.  Ellertson,  MD,  assistant 
professor  of  surgery,  have  developed  a research 
model  of  a collapsed  vein  as  an  outgrowth  of  their 
studies  of  damage  caused  by  long-time  drug  ad- 
dicts. Both  hold  joint  appointments  with  the  Uni- 
versity of  Utah  Medical  Center  and  the  Salt  Lake 
Veterans  Administration  Hospital. 


for  November  1973 
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Shooting  drugs  into  arteries  rather  than 
healthy  veins,  as  happens  in  many  addicts,  causes 
collapse  of  these  veins  after  repeated  injections, 
and  as  the  addict  seeks  different  areas  for  injec- 
tion he  is  apt  to  accidentally  miss  a vein  and  hit 
an  artery  which  carries  drugs  to  such  extremities 
as  hands  and  feet,  bringing  the  likelihood  of  gan- 
grene. 

Drs.  Lazarus  and  Ellertson  are  studying  effects 
primarily  of  barbiturates.  Rabbits  are  used  in 
their  research.  Injections  of  dyes  combined  with 
barbiturates  into  the  rabbits  are  studied  by  x-rays 
revealing  the  effect  of  the  drug  on  the  tissues. 

This  research  is  jointly  funded  by  the  National 
Institutes  of  Health  and  the  Veterans  Administra- 
tion. 

***** 

A room  housing  the  History  of  Medicine  dis- 
play at  the  University  of  Utah  Eccles  Medical 
Sciences  Library  has  been  dedicated  as  the 
Kenneth  B.  Castleton  Room  by  Dr.  Leonard  Jar- 
cho,  chairman  of  the  Department  of  Neurology  at 
the  University,  and  a long-time  associate  of  Dr. 
Castleton. 

Dr.  Castleton,  who  served  as  dean  and  vice 
president  for  medical  affairs  of  the  university  be- 
tween 1962  and  1969,  helped  direct  the  building 
of  the  library.  He  also  made  numerous  contribu- 
tions to  its  History  of  Medicine  collection. 

Faculty,  friends  and  former  patients  of  Dr. 
Castleton  were  on  hand  for  the  dedication.  Pres- 
ent dean  and  vice  president  for  health  sciences. 
Dr.  John  A.  Dixon,  offered  the  welcome,  followed 
by  a short  talk  by  Medical  Sciences  Librarian 
Priscilla  Mayden. 

***** 

Dr.  John  A.  Dixon,  dean  of  the  University  of 
Utah  College  of  Medicine,  has  been  appointed  vice 
president  for  health  sciences  at  the  university, 
effective  Sept.  1.  His  appointment  was  announced 
by  President  David  P.  Gardner  as  part  of  a major 
reorganization  of  the  institution. 

Dr.  Dixon,  who  was  named  dean  on  July  1, 
1972,  will  continue  to  direct  the  college  of  med- 
icine and  its  clinical  facility.  University  Hospital, 
in  addition  to  his  new  responsibilities. 

As  vice  president  for  health  sciences,  he  will 
coordinate  the  activities  of  the  colleges  of  med- 
icine, health,  nursing  and  pharmacy  in  providing 
for  the  health  manpower  training  needs  of  the 
intermountain  region. 


Lfniversity  of  New  Mexico  School  of  Medicine 
New  Technics  in  Heart  Surgery 

W.  Sterling  Edwards,  MD,  heart  surgeon  at  the 
University  of  New  Mexico  School  of  Medicine,  has 
returned  to  Albuquerque  after  reporting  to  the 
International  Cardiovascular  Society  meeting  in 
Barcelona,  Spain  on  the  technic  he  has  developed 
for  bypassing  obstructed  coronary  arteries.  The 
Society  met  September  27-29. 


The  new  technic  has  been  referred  as  to  “the 
most  exciting  operation  in  the  heart  field  at  the 
present  time,”  and  currently  is  being  used  at  the 
UNM  medical  school’s  two  primary  teaching  hos- 
pitals, Bernalillo  Coimty  Medical  Center  and  the 
Veterans  Administration  Hospital. 

“The  body’s  own  spare  parts  do  the  best  job,” 
said  Dr.  Edwards,  who  is  director  of  thoracic  and 
cardiovascular  surgery  at  the  medical  school.  He 
uses  arterial  grafts  from  the  heart  attack  victim’s 
spleen,  forearm  or  from  the  area  around  his  heart 
(mammary  arteries)  to  form  a bridge  around  the 
obstructed  arteries,  through  which  the  blood  may 
circulate. 

Most  surgeons,  he  explained,  use  grafts  of  the 
patient’s  own  leg  veins  to  bridge  the  obstructed 
arteries.  “But  veins  don’t  tolerate  high  pressure 
as  well  as  arteries  do,”  he  said,  citing  the  sur- 
vival rate  after  one  year  of  venal  grafts  as  75 
per  cent,  compared  to  95  per  cent  for  arterial 
grafts. 

“There  are  several  arteries  around  the  heart 
you  can  remove  and  graft  to  the  coronary  artery 
beyond  the  point  of  coronary  obstructions,”  he 
said,  adding  that  surgeons  from  around  the  nation 
call  him  frequently  at  UNM  to  ask  details  of  this 
technic. 

“The  heart  patient  who  is  the  best  candidate 
for  the  operation”.  Dr.  Edwards  said,  “is  the  man 
who  has  angina — severe  pain  on  exertion. 

“This  pain  can  be  relieved,  vigorous  activity 
can  be  restored,  and  hopefully,  his  life  prolonged,” 
the  professor  said. 

Dr.  Edwards  is  inventor  of  the  first  artficial 
artery,  the  Edwards  teflon  arterial  prosthesis. 

)fc  « )fc  * 

Ground  has  been  broken  at  the  University  of 
New  Mexico  for  a new  four-story  building  to 
house  two  of  the  university’s  fastest  growing 
areas:  the  College  of  Nursing  and  the  College  of 
Pharmacy. 

The  $3. 4-million  structure,  scheduled  for  use 
by  the  spring  semester  of  1975,  will  be  adjacent 
to  the  UNM  School  of  Medicine  and  Bernalillo 
County  Medical  Center,  one  of  the  school’s  major 
teaching  hospitals. 

Pharmacy  has  hit  an  all-time  enrollment  high 
this  semester,  with  230  future  pharmacists  en- 
rolled in  the  final  four  years  of  the  five-year  Col- 
lege of  Pharmacy  program.  The  largest  graduat- 
ing class  in  the  history  of  the  college — 45  students 
— will  become  pharmacists  this  fall.  Pharmacy 
also  admitted  its  largest  class  this  year,  with  80 
new  students.  About  90  per  cent  of  all  students  at 
the  College  of  Pharmacy  are  from  New  Mexico, 
and  roughly  half  of  the  graduates  remain  in  the 
state  to  practice. 
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There  are  more  than  350  nursing  students  en- 
rolled in  the  final  three  years  of  the  four-year 
College  of  Nursing  program  this  year,  with  57 
graduates  expected  this  June.  There  currently  are 
110  students  taking  nursing  courses  during  the 
first  semester  of  their  sophomore  year.  Dr.  Louise 
Murray  is  nursing  dean. 

The  College  of  Nursing  has  more  applications 
for  next  fall  then  they  have  had  total  number  of 
graduates  for  the  past  four  years,  a nursing  ad- 
ministrator said. 

Placing  the  two  colleges  in  the  same  building 
close  to  the  medical  school  provides  practical  re- 
inforcement to  the  University’s  interest  in  devel- 
oping cooperative  programs  in  the  health  sciences. 
Teams  of  student  doctors,  nurses  and  pharmacists 
already  are  working  in  Albuquerque  and  around 
the  state,  bringing  better  health  care  to  New 
Mexicans. 

Construction  funds  from  the  U.S.  Department 
of  Health,  Education  and  Welfare  have  been  ap- 
proved for  the  $3,400,092  contract.  The  building 
will  contain  offices,  classroom  and  laboratory 
space  for  both  colleges. 


The  AMA  supports  the  endorsement  of  drug 
antisubstitution  laws  and  resists  their  repeal,  said 
AMA  President  Russell  B.  Roth,  MD,  in  comment- 
ing on  a wire  service  story  that  originated  in  San 
Francisco  in  August.  Dr.  Roth  was  quoted  in  a 
way  that  implied  his  endorsement  of  generic 
prescribing.  In  his  recent  comment,  he  said  that 
the  physician  should  be  free  to  use  either  generic 
or  brand  names  in  prescribing  drugs  and  that 
“prescribing  is  a medical  decision  and  it  should 
be  the  responsibility  of  those  licensed  to  practice.” 
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□ New  equipment  lease  □ Tax  shelter  investments 

□ New  practice  lease  □ Purchase  leaseback 

Name 


Address 

City 

State 

Zip 

1 

jor  November  1973 
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★ ★ ★ ★ CALL  FOR  PAPERS  ★ ★ ★ ★ 

The  Eleventh  Annual  Rocky  Mountain  Bioengineering  Symposium  and  Eleventh 
International  Instrument  Society  of  America  Biomedical  Sciences  Instrumentation 
Symposium  is  to  be  held  at  the  United  States  Air  Force  Academy  on  April  15-17, 
1974.  Papers  on  any  aspect  of  bioengineering  such  as  the  following  are  being 
sought:  Health  Care  Delivery,  Instrumentation,  Prostheses,  Pattern  Recognition, 
Computers  and  Patient  Monitoring,  Grounding  and  Patient  Safety,  Ecological  Ap- 
plications, Biomedical  Systems  Analysis.  200-word  abstracts  are  due  January  1, 
1974.  Acceptances  will  be  made  on  January  15.  Papers,  6 pages  maximum,  are  due 
March  1.  All  abstracts  should  be  sent  to  Richard  Barnett,  Instrumentation  Labora- 
tory, DFEE,  USAF  Academy,  Colorado  80840.  Phone:  (303)  472-2718. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


A program  to  improve  medical  care  and  health 
services  in  the  nation’s  jails,  prisons  and  juvenile 
detention  facilities  is  being  planned  by  the  AMA. 
With  the  cooperation  of  the  American  Bar  Assn, 
and  state  and  local  medical  societies,  the  AMA 
hopes  to  develop  a national  certification  program. 
A pilot  program  of  four  to  eight  models  will  test 
the  standards  for  facilities,  manpower  and  the 
availability  of  medical  and  dental  care  to  prison- 
ers. Many  medical  societies  and  other  organiza- 
tions have  offered  to  assist  in  the  program.  The 
state  medical  associations  of  Ohio  and  Washing- 
ton have  already  taken  steps  to  encourage  the 
establishment  of  local  committees  on  medical  care 
in  prisons  and  jails. 


ASTHMA-HAYFEVER-ALLERGY  SUFFERERS 

Protect  Yourself  and  Your  Family  Against  Irritating  Pollens,  Bacteria,  Smoke  and  other  Pollutants. 

BREATHE  FRESH.  PURE  AIR... 

Remove  Air  Pollution  in  Your  HOME  With  a . . . 


TAX  DEDUCTIBLE 

When  prescribed  by  your  Doctor 

• Absolute  filter — high  efficiency,  long  life — no  bothersome 
cleaning. 

• No  cracking  or  popping — no  toxic  ozone  emissions. 

• Gentle  oir  flow — no  drafts. 


CLEAN 

AIR 

PURIFIER 

(NON  ELECTROSTATIC) 

Removes  up  to  99%  of  foreign  particles  in 
room  air.  Smoke,  dust,  pollens,  bacteria  and 
other  contaminants  are  eliminated.  Developed 
for  NASA  for  use  in  the  space  program.  Tested 
by  the  National  Bureau  of  Standards. 


CLEANIR  AIR  FOR  BETTER  LIVING 


COMMERCIAL  UNITS 
AVAILABLE 

Master  Charge 


Clean  Air  Disiribulors,  Inc. 

10100  W.  27th  Avenue 
Lakewood,  Co.  80215 
(303)  232-4616 


Clean  Air  Purifiers  are  quality  built, 
using  top  grade  materials  and  the  fin- 
est construction.  Designed  for  long 
life,  they  are  sold  on  a performance 
guaranteed  basis. 

BankAmericard 


u 
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The  defunct  defecation  reflex 


Inhibited  too  often  because  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  of  the 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex: 

■ Provides  rapid  relief  of 
constipation,  usually  within  2 to 
5 minutes 

■ Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  laxatives  or  the  burning 
that  may  be  associated  with 
suppositories 

■ Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■ Unique  construction  regu- 
lates flow— prevents  leakage 
and  reflux 

■ Anatomically  correct,  pre- 
lubricated rectal  tip  helps 
avoid  injury  to  bowel  wall 

■ Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications:  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is 
present.  Warnings:  Frequent  or  prolonged 
use  of  enemas  may  result  in  dependence, 
Take  only  when  needed  or  when  pre- 
scribed by  a physician.  Precautions:  Do 
not  admiinister  to  children  under  two  years 
of  age  unless  directed  by  a physician. 
FREE  BOOKLET.  A supply  of  the  patient 
booklet,  The  Professional  Treatment  of 
Constipation,  is  available,  free  of  charge, 
on  request  to  C.  B.  FLEET  CO.,  INC. 

P.  0.  Box  1100,  Lynchburg,  Va.  24505. 


The  professional  aid 
to  constipation  relief 


This  Scanning  Electron  Micrograph  (7000  X)  is  the  first  3-diniensional  view  of  a cell  in  an  ulcerated  duodenum.  The 
center  is  completely  denuded,  surrounded  by  fairly  well-preserved  microvilli.  This  SEM  photomicrograph  was  taken 
frorn  a scientific  exhibit  which  won  the  Hull  Award  as  the  “best  exhibit  on  original  research  or  instruction  on  a medical 
subject”  at  the  A.M.A.  Clinical  Convention,  November  26-29,  1972,  in  Cincinnati,  Ohio. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 


prone  Individuals  or  those  who  might  increase  dosage;  withdraw  i 
symptoms  (including  convulsions),  following  discontinuation  of'i  || 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been  t ^ 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  c i ^ 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs,  j, 

an  inhibiting  effect  on  lactation  may  occur.  ^ 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedatior  i 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in-  , ^ 
crease  gradually  as  needed  and  tolerated) . Though  generally  not  i 
recommended,  if  combination  therapy  with  other  psychotropics  i ^ 
seems  indicated,  carefully  consider  individual  pharmacologic  ; |j 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO  ^ 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  i 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  : p, 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  bee* 


TheTireless  Man 

whose  duodenal  ulcer  needs  a rest 

Up  early,  home  late,  often  with  a scratch  pad  filled  with  notes,  figures,  plans.  A few  hours’ 
sleep  and  then  another  long  day.  This  is  often  the  routine  of  the  tireless  hard-driver,  one- 
man  committee  with  enough  overwork  and  stress  to  wear  out  several  men.  But  his  duodenal 
ulcer  may  warn  him  with  sharp  discomfort  that  he  had  better  ease  up,  let  some  things  go, 
and  give  himself—and  his  ulcer— a rest. 

The  need  to  reduce  G.I. 
hypermotility  and  hypersecretion 

Overwork  together  with  overanxiety  are  often  principal  factors  in  exacerbating  a duodenal 
ulcer.  To  help  reduce  the  increased  gastric  secretions  and  hypermotility,  therapy  may  need 
to  include  treatment  for  associated  undue  anxiety— which  is  where  dual-action  Librax  can 
be  highly  useful. 

The  dual  nature  of  Librax 

Only  Librax  combines,  in  one  capsule,  the  antianxiety  action  of  Librium®  (chlordiaz- 
epoxide  HCl)  and  the  antisecretory  action  of  Quarzan®  (clidinium  Br) . As  an  adjunct  to  a 
therapeutic  regimen,  Librax  may  help  relieve  both  somatic  and  associated  anxiety  factors 
that  often  contribute  to  the  exacerbation  of  duodenal  ulcer  symptoms. 


Up  to  8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  should  be  adjusted  to  your  patient’s  requirements— 1 or  2 
capsules,  3 or  4 times  daily.  Rx:  Librax  #35  for  initial  evaluation  of  patient  response 
to  therapy.  Rx:  Librax  #100  for  follow-up  therapy-this  prescription  for  2 or  3 weeks’ 
medication  can  help  maintain  patient  gains  while  permitting  less  frequent  visits. 


For  the  anxiety-linked  symptoms 
of  duodenal  ulcer  t • 

adjunctiveLlbraX 


ROCHE 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 

When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation,  extra- 
pyramidal  symptoms,  increased  and  decreased  libido— all  in- 
frequent and  generally  controlled  with  dosage  reduction;  changes 


in  EEG  patterns  (low-voltage  fast  activity)may  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally 
with  chlordiazepoxide  hydrochloride,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy  and  constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  combined  with  other  spas- 
molytics and/or  low  residue  diets. 


Roche  Laboratories 

Division  of  Hoftmann-La  Roche  Inc.- 

Nutley,  N.J.  07110 


Colorado 

Melvin  John  Wirz,  MD,  died  suddenly  of  a 
heart  attack  while  on  duty  in  the  infirmary  of 
the  Climax  Molybdenum  Company  at  Climax, 
Colorado  on  August  21,  1973.  He  had  been  med- 
ical director  of  that  company  for  the  past  two 
years,  prior  to  which  he  had  practiced  in  Engle- 
wood, Loveland,  and  Fort  Collins. 

Born  in  St.  Louis,  Missouri,  March  18,  1916, 
educated  in  the  public  schools  of  that  city  and 
Denver,  he  attended  the  University  of  Colorado 
from  which  he  received  his  MD  degree  in  1941. 
Following  an  internship  at  Swedish  Hospital, 
Seattle,  he  joined  the  Child  Research  Council 
(Department  of  Human  Growth)  at  the  Univer- 
sity of  Colorado. 

Doctor  Wirz  was  a member  of  the  Colorado 
Medical  Society  and  the  American  Medical  Asso- 
ciation. 

He  is  survived  by  three  sisters  living  in  the 
Denver  area. 

***** 

Bradley  Edward  McNamara,  MD,  Health  Di- 
rector of  Park  County,  died  while  on  duty  at  Park 
County  Hospital,  Fairplay,  August  26,  1973. 

Born  October  5,  1916,  Lansing,  Michigan,  ed- 
ucated in  the  public  schools  of  that  city,  and 
Michigan  State  University,  he  received  his  MD 
degree  from  Wayne  State  University  of  Medicine 
in  1942. 

Following  his  stint  in  the  medical  corps  of  the 
United  States  Army  during  World  War  II,  he 
practiced  surgery  in  Lansing.  He  moved  to  Colo- 
rado in  1962,  setting  up  practices  in  Bailey  and 
Fairplay. 

Doctor  McNamara  belonged  to  the  Chaffee 
County  and  the  Colorado  Medical  Societies,  and 
the  American  Medical  Association.  He  maintained 
his  membership  in  the  Ingham  County  Medical 
Society  in  Michigan.  He  was  a member  of  the 
Town  Council  of  Fairplay  and  the  board  of  di- 
rectors of  the  Park  County  Sanitation  District.  He 
belonged  to  the  Lion’s  Club  and  the  South  Park 
Community  Church. 

He  is  survived  by  Jean,  his  wife  of  32  years. 
Also  surviving  are  two  sons,  Patrick  McNamara 
of  Fairplay,  and  Michael  McNamara  of  California, 
and  three  daughters,  Kathryn  McNamara,  Fair- 
play; Becky  Cameron,  Eads,  Colorado,  and  Jean 
Young  of  Michigan. 


Lloyd  W.  Anderson,  MD,  died  September  1, 
1973  in  the  Logan  County  Hospital.  He  had  prac- 
ticed medicine  in  Sterling  since  1945. 

Born  December  17,  1909,  Watertown,  Minne- 
sota, he  was  educated  in  its  public  and  Parochial 
schools,  then  the  University  of  Minnesota  and 
Regis  College,  Denver.  He  attended  Creighton 
University  Medical  School  from  which  he  re- 
ceived his  MD  degree.  He  served  with  the  U.S. 
Army  Medical  Corps  in  England  during  World 
War  II,  following  which  he  set  up  a medical  prac- 
tice in  Sterling. 

He  was  a member  of  the  Northeast  and  Colo- 
rado Medical  Societies,  and  the  American  Medical 
Association.  He  was  on  the  staff  of  Logan  County 
Hospital. 

He  was  a parishioner  of  Saint  Anthony’s  Cath- 
olic Church  in  Sterling,  was  a member  of  the 
Knights  of  Columbus,  the  Elks  Club,  the  Sterling 
Country  Club,  and  the  Veterans  of  Foreign  Wars. 

He  married  Eleanor  Walsh,  September  17, 
1938  in  Omaha,  Nebraska.  Mrs.  Anderson  sur- 
vives him  as  do  two  sons,  Jim  Anderson,  MD, 
Iowa  City,  la.;  Mike  Anderson,  Cherry  Point,  N.C., 
and  three  daughters,  Mrs.  Ginger  Nixt,  Chicago; 
Linda  Anderson,  Sterling,  and  Peggy  Anderson, 
Alameda,  California. 


New  Mexico 

Robert  P.  Beaudette,  MD,  Raton,  New  Mexico 
died  September  12,  1973  of  a coronary.  Doctor 
Beaudette  was  born  in  1919.  He  graduated  from 
the  University  of  Vermont  College  of  Medicine  in 
1944,  whereupon  he  received  certification  from  the 
American  Board.  He  was  licensed  to  practice  oph- 
thalmology in  New  Mexico  in  1947.  During  1965-66 
he  served  as  president  of  the  New  Mexico  Medical 
Society. 


Montana 

Norman  A.  Olsen,  MD,  76,  passed  away  Septem- 
ber 2,  of  a heart  attack  at  his  home  in  Cut  Bank, 
Montana. 

Doctor  Olsen  graduated  from  Jefferson  Med- 
ical College,  Philadelphia,  Pennsylvania  in  May 
1924.  He  started  his  early  practice  in  Burley,  Idaho 
and  came  to  Montana  in  1929  to  practice  in  the 
Shelby-Kevin  area.  In  1934  he  moved  to  Cut  Bank 
where  he  practiced  medicine  for  39  years.  For  the 
past  15  years  he  had  spent  the  winters  in  Morro 
Bay,  California,  but  continued  his  practice  during 
the  summer  months. 

He  was  born  in  Brigham  City,  Utah  on  May 
24,  1897.  He  and  Kerma  Taylor  were  married  in 
Boise,  Idaho  on  November  7,  1928  and  she  sur- 
vives him,  as  do  their  two  children:  Richard 
Norman,  with  the  National  Nuclear  Corporation 
in  Palo  Alto,  California  and  Mrs.  Maxine  Branch 
of  Cut  Bank.  Five  grandchildren  also  survive  him. 
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CONFERENCE  ON  RADIOLOGY  IN 
OTOLARYNGOLOGY  AND 
OPHTHALMOLOGY 

November  23-24,  1973 

Contact:  Galdino  E.  Valvassori,  MD,  Radiology 
Department,  Abraham  Lincoln  School  of  Medicine, 
P.O.  Box  6998,  Chicago,  Illinois  60680. 


American  Academy  of  Dermatology 

32ND  ANNUAL  MEETING 
Palmer  House,  Chicago 

December  1-6,  1973 

Contact:  F.  A.  J.  Kingery,  M.D.,  2250  North- 
west Flanders  St.,  Portland,  Oregon  97210. 


Institute  of  Clinical  Toxicology 
ADVANCES  IN  ANALYTICAL  TOXICOLOGY 
White  Hall  Hotel,  Houston,  Texas 

December  3-5,  1973 

Fee:  $75,  prior  to  November  19;  $100  after  No- 
vember 19 

Contact:  Registrar,  Institute  of  Clinical  Toxi- 
cology, P.O.  Box  2565,  Houston,  Texas  77001. 


American  College  of  Physicians 
COLORADO  REGIONAL  MEETING 
The  Broadmoor,  Colorado  Springs,  Colorado 

January  10-12,  1974 

Contact:  Robert  V.  Elliott,  M.D.,  St.  Luke’s 
Hospital,  601  East  19th  Avenue,  Denver  80203. 


1974  SOUTHWEST  ALLERGY  FORUM 
Camelback  Inn,  Phoenix,  Arizona 
January  14-16,  1974 

Contact:  E.  G.  Barnet,  MD,  Suite  233D,  550  W. 
Thomas  Road,  Phoenix,  Arizona  85013. 


Colorado  Academy  of  Family  Physicians 
ANNUAL  SYMPOSIUM 
Humphreys  Postgraduate  Center 
University  of  Colorado  Medical  Center 
4200  East  Ninth  Avenue,  Denver 

Jan.  20,  1974,  Lederle  Laboratories  presentations 
January  21-26,  1974 

(Repeat  sessions  will  be  held  February  18-23  in 
Denver,  and  June  10-15  in  Estes  Park) 

Fee:  $125;  Credit:  42  hours  AAFP 

Contact:  Office  of  Postgraduate  Medical  Ed- 
ucation, University  of  Colorado  School  of  Med- 
icine, 4200  East  Ninth  Avenue,  Denver  80220. 


American  College  of  Physicians 

NEW  MEXICO  REGIONAL  MEETING 
Airport  Marina  Hotel,  Albuquerque,  New  Mexico 

December  7-8,  1973 

Contact:  Thomas  L.  Carr,  M.D.,  719  Parkland 
Circle,  S.E.,  Albuquerque,  New  Mexico  87108. 


University  of  Colorado  School  of  Medicine, 
Department  of  Surgery,  and 
American  College  of  Surgeons 

CARE  OF  THE  CRITICALLY  INJURED 
Brown  Palace  Hotel,  Denver 

December  12-14,  1973 

Fee:  $75;  Credit:  27  hours  AAFP 

Contact:  John  A.  Boswick,  MD,  University  of 
Colorado  Medical  Center,  4200  East  Ninth  Avenue, 
Denver,  Colorado  80220. 


Colorado  Ophthalmological  Society 


3RD  ANNUAL  MIDWINTER  SEMINAR 


Opticon  Theatre,  Snowmass-at-Aspen,  Colorado 


January  28-31,  1974 


Contact:  Colorado  Ophthalmological  Society, 
1601  East  19th  Avenue,  Denver,  Colorado  80218. 
Phone:  (303)  534-8580. 


Albuquerque  Academy  of  Family  Practice 
TAOS  MEDICAL  SYMPOSIUM 
Taos,  New  Mexico 


February  14-16,  1974 


Fee:  $75 


Contact:  David  R.  Holten,  M.D.,  8517  Osuna 
N.E.,  Albuquerque,  New  Mexico  87110. 


this  way 


to  Skiing 


for  November  1973 
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What  it  meeUis 
to  live  and  work  ir 
Tipton  County, 
'fennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  similar  population,  wherever 
people  work  or  play  out-of-doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


Female  159 

44 

□ Persons  without  solar  keratoses  Hi  Persons  with  solar  keratoses 

•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  of  respcmse 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
I to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

, Cosmetic  results  are  highly  favorable.  Inci- 
' dence  of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
f with  care  near  the  eyes,  nose  and  mouth. 

[ 5%  cream-a  Roche  exclusive 

: Only  Roche  formulates  the  5 % cream . . . 
high  in  patient  acceptability . . .high  in  clinical 
i efficacy,  especially  for  lesions  of  hands  and 
! forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
establisjied. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatappiicationsite  mostfrequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia; 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
ccMiiventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Book  Review 


New  books  received  are  acknowledged  in  this 
section  and  such  acknowledgment  must  be  re- 
garded as  sufficient  return  for  the  courtesy  of  the 
sender.  Selection  will  be  made  for  review  in  the 
interests  of  our  readers  and  as  space  permits. 
Books  are  listed  with  advance  data  supplied  by 
publishers.  Prices  quoted  are  not  guaranteed.  For 
further  information,  address  queries  to  the  pub- 
lishers. Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Recent  Acquisitions 

A Textbook  of  X-Ray  Diagnosis:  By  S.  Cochrane  Shanks 
and  Sir  Peter  Kerley.  Vol.  3,  Respiratory  System.  Philadel- 
phia, Saunders,  1973.  728  p. 

Early  Histological  Diagnosis  of  Cervical  Cancer:  By  Erich 
Burghardt.  Philadelphia,  Saunders,  1973.  404  p. 

Family  Practice:  By  Howard  Conn  et  al.  Philadelphia,  Saun- 
ders, 1973.  1093  p. 

Medical  Parasitology:  By  Edward  Markell  and  Marietta  Voge. 
Philadelphia,  Saunders,  1971.  357  p. 

Pediatric  Orthopedics:  By  Mihran  Tachdjian.  Philadelphia, 
Saunders,  1973.  2 vols.  1769  p. 

Radiation  Therapy  In  Cancer  Management:  By  Franz  Buschke 
and  Robert  Parker.  New  York,  Grune  & Stratton,  1971.  402  p. 
Response  to  Contraception:  By  Maxwell  Roland.  Philadelphia, 
Saunders,  1973.  162  p. 

Surgical  Anatomy  for  Clinical  Examination:  By  Andrew 
Munster  and  George  Thomas.  Springfield,  111.,  Thomas,  1973. 
129  p. 

The  Power  and  the  Frailty:  The  Future  of  Medicine  and  the 
Future  of  Man:  By  Jean  Hamburger.  New  York,  MacMillan, 
1973.  140  p. 


PUBLICATION 
PRINTING . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 


BOOKLETS  • BROCHURES 


REPORTS  • ROSTERS  • PROGRAMS 


HANDBOOKS  • CATALOGUES 


e 


EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 


Publishers  Press,  Inc./ 
Monitor  Publications 


2177  W.  7th  DENVER  892-0166 


The  CIBA  Collection  of  Medical  Illustrations 
Volume  6,  Kidneys,  Ureters,  and  Urinary  Bladder 

By  Frank  H.  Netter,  M.D., 

Commissioned  and  Published  by  CIBA  Phar- 
maceutical Company 

Frank  Netter,  physician  and  artist,  has  once 
again  communicated  medical  knowledge  through 
art,  proving  that  one  picture  is  worth  a thousand 
words.  Thus,  a complex  subject  is  portrayed  in 
an  easily  understood  manner. 

The  volume  contains  312  pages  with  236  illus- 
trations and  is  divided  into  eight  chapters.  Anat- 
omy, Structure  and  Embryology;  Renal  Physi- 
ology; Diagnostic  Techniques;  Diseases  of  the 
Kidney;  The  Kidney  and  Systemic  Diseases;  Dis- 
eases of  the  Urinary  System;  Congenital  and 
Hereditary  Disorders;  and  Therapeutics. 

Renal  concepts  are  beautifully  illustrated  by 
Doctor  Netter  and  give  fuller  meaning  to  the  dif- 
ficult concepts,  underlying  the  cellular  morphol- 
ogy gained  by  the  electron  microscope;  the  tech- 
niques of  immunofluorescence;  the  use  of 
experimental  models,  and  the  understanding  of 
physics. 

Each  plate  or  illustration  is  accompanied  by  a 
text,  written  by  a world  renown  expert  such  as 
Doctors  Bergmann,  Black,  DeBakey,  Gottschalk, 
and  Schriner  to  name  but  a few. 

The  text  is  “core”  material  essential  to  a basic 
understanding  of  renal  disease,  and  is  supple- 
mented by  a selected  bibliography  indexed  ac- 
cording to  the  illustration. 

The  student,  houseofficer,  nephrologist,  and 
urologist  will  find  the  text  extremely  helpful  as 
a primary  source  of  material  for  the  understand- 
ing of  the  true  meaning  of  the  kidney  in  the 
economy  of  life. 

Albert  F.  Petrone,  MD 


The  Denver  Medical  Society  Library  maintains  a collection  of 
over  five-hundred  medical  journals  and  many  Important  new  texts 
In  the  basic  biomedical  sciences  and  the  clinical  specialties.  The 
Library  staff  will  do  research  on  topics  In  clinical  medicine  and 
surgery,  and  will  mail  reading  lists  or  photocopy  of  needed  litera- 
ture to  readers  of  the  Rocky  Mountain  Medical  Journal.  Library 
policy  is  to  provide  a fifteen  title  literature  search  within  twenty- 
four  hours  of  request. 

The  Rocky  Mountain  Medical  Journal  will  publish  a list  of  the 
DMS  Library's  journal  holdings,  classified  by  specialty,  during  the 
next  several  months,  and  a list  of  new  books  received  from  time 
to  time. 

The  Library  charges  lOc  per  page  for  photocopy,  and  will  mail 
at  fourth-class  rates  unless  sufficient  postage  accompanies  a re- 
quest to  allow  for  first-class  mailing.  The  Library  will  open  a 
monthly  billing  account  for  any  physician  who  may  require  more 
than  $10.00  (100  pages)  of  photocopy  per  month. 

Kindly  address  all  inquiries  to: 

De  nver  Medical  Society  Library 
1601  East  19th  Avenue 
Denver,  Colorado  80218 
Telephone:  303 — S34-8580 
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Rocky  Mountain  Medical  Journal 


Library  Notes 


SERIAL  HOLDINGS 
OF  THE 

DENVER  MEDICAL  SOCIETY  LIBRARY 

Beginning  volume  and  beginning  year  are  shown  in  the  columns 
following  the  names  of  the  holdings,  and  where  the  title  is  no 
longer  available  ending  volume  and  year  are  Indicated.  The  hold- 
ings are  generally  complete  for  the  period  shown  but  in  some 
cases  the  holdings  may  be  scattered. 


SPECIALTY 


INTERNAL  MEDICINE: 


Acta  Medica  Scandinavica 

Acta  Medica  Supplements 

Advances  in  Cardiopulmonary  Diseases 

Advances  in  Internal  Medicine 

Advances  in  Metabolic  Disease 

Aerospace  Medicine 

American  Journal  of  Clinical  Medicine 

American  Journal  of  Clinical  Nutrition 

American  Journal  of  the  Medical  Sciences 

American  Journal  of  Medicine 

American  Journal  of  Syphilis 

American  Journal  of  Tropical  Medicine 

American  Review  of  Tuberculosis 

Annals  of  Internal  Medicine 

Annual  Review  of  Medicine 

Archives  of  Internal  Medicine 

Arthritis  and  Rheumatism 

British  Journal  of  Clinical  Practice 

British  Journal  of  Diseases  of  the  Chest 

British  Journal  of  Tuberculosis 

British  Medical  Journal 

Canadian  Medical  Association  Journal 

Cleveland  Clinical  Quarterly 

Clinical  Notes  on  Respiratory  Diseases 

Clinical  Pharmacology  and  Therapeutics 

Collected  Works  in  Cardiopulmonary  Disease 

Current  Medical  Dialog 

Dlsease-a-Month 

Denver  Journal  of  Homeopathy 

Diabetes 

Diseases  of  the  Chest 
Fertility  and  Sterility 
Geriatrics 

Gross  Medical  College  Bulletin 

Group  Practice 

Guys  Hospital  Reports 

Harvey  Lectures 

Headache 

Henry  Ford  Hospital  Medical  Bulletin 

Johns  Hopkins  Medical  Journal 

Journal  of  the  Albert  Einstein  Medical  Center 

Journal  of  the  American  College  of  Emergency  Physicians 

Journal  of  the  American  Geriatrics  Society 

Journal  of  the  American  Medical  Association 

Journal  of  the  American  Medical  Woman’s  Association 

Journal  of  Chronic  Diseases 

Journal  of  Hygiene 

Journal  of  Infectious  Diseases 

Journal  Lancet 

Journal  of  the  Mount  Sinai  Hospital 

Journal  of  Trauma 

Lahey  Clinic  Foundation  Bulletin 

Lancet 

Mayo  Clinic,  Collected  Papers 
Mayo  Clinic,  Proceedings 

Medical  Annals  of  the  District  of  Columbia 

Medical  Care  Review 

Medical  Clinics  of  North  America 

Medical  Journal  of  Australia 

Medical  Letter 

Medical  Opinion  and  Review 

Medicine 

Military  Medicine 
Modern  Treatment 
PharmIndex 

Postgraduate  Medical  Journal 
Postgraduate  Medicine 
Practitioner 
Private  Practice 

Proceedings  of  the  Royal  Society  of  Medicine 
Quarterly  Journal  of  Medicine 
Quarterly  Journal  of  Studies  on  Alcohol 
Southern  Medical  Journal 
Southwestern  Medicine 

Transactions  of  the  American  Climatological  Association 
Tubercle 

Yearbook  of  Cardiovascular  and  Renal  Disease 
Yearbook  of  Drug  Therapy 
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Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states,  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skele- 
tal rnuscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appro- 
priate therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase 
in  frequency  and/or  severity  of  grand  mal 
seizures  may  require  increased  dosage  of 
standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency 
and/  or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol 
and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbitu- 
rates and  alcohol)  have  occurred  follow- 
ing abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to 
habituation  and  dependence.  In  preg- 
nancy, lactation  or  women  of  childbearing 
age,  weigh  potential  benefit  against 
possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Para- 
doxical reactions  such  as  acute  hyper- 
excited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of  neu- 
tropenia, jaundice;  periodic  blood  counts 
and  liver  function  tests  advisable  during 
long-term  therapy. 


If  there^  good  reason 
to  prescribe 
for  psychic  tension... 


When,  in  spite  of  counseling, 
the  patient’s  pattern  of  overreaction  to  stres 
affects  his  ability  to  function 


Dependable  response 
IS  a good  reason 
to  considerWium 


(diazepam) 


ROCHE 


Roche  Laboratories 
• Division  of  Hoffmann-La  Roche 
Nutley,  N J.  07110 


2-mg,  5-mg, 
10-mg  tablets 


Inc. 


Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 

Soyalac  is  often 
the  answer. 

This  ailing,  wailing  syndrome  in  infants  (and  older  ! 
children)  is  all  too  familiar.  Fortunately,  the  physician  | 
has  at  his  command  a trusted  ally:  milk-free,  fibre-  | 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms; 
Concentrated  Liquid, 
Ready-to-Serve,  Powdered 


a product  of 

LOMA  LINDA  FOODS 


MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE.  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  US  A. 


WANT  ADS 


INTERNIST  AND  OTORHINOLARYNGOLOGIST  NEEDED 
for  solo  practice  in  choice  medical  location.  Work  with  7 
GPs,  18  other  medical  doctors  in  various  subspecialties,  plus 
11  other  doctors  with  specialties.  At  this  moment  NO  IN- 
TERNIST OR  OTORHINOLARYNGOLOGIST.  Work  with 
owner  and  design  own  suite.  West  Alameda  Medical  Plaza, 
Lakewood,  Colorado  (southwest  Denver).  (303)  922-3525. 

873-5-TFB 


ALLERGIST  NEEDED  in  choice  Lakewood  area.  Excellent 
opportunity.  Solo  practice — over  35  doctors  already  in  prac- 
tice at  this  location.  At  the  moment  no  ALLERGIST.  Phone: 
(303  ) 922-3525  (Southwest  Denver).  873-6-TFB 


GENERAL  PRACTICE  OPENING  IN  family  practice  medical 
clinic.  Need  certified  or  board  eligible  family  practitioner 
to  join  five-man  group.  Wadsworth  Medical  Clinic,  1661 
Wadsworth  Blvd.,  Lakewood,  Colorado  80215.  Tel:  (303) 
238-4371.  973-7-3 


VALLEY  WEST  MEDICAL  CENTER  now  ready  for  occu- 
pancy. Office  layout  to  your  choosing.  Located  on  property 
of  the  Valley  West  Hospital,  in  Granger.  Excellent  opportu- 
nity in  80.000-plus  population.  New  40-bed  expansion  ready 
to  start  construction  on  hospital.  Contact  Gordon  Jenkins, 
Administrator.  4160  W.  3400  South,  Granger,  Utah  84120. 
Phone  (801)  298-9061.  973-9-4B 


INTERNIST  TO  ASSOCIATE  WITH  FAMILY  PRACTITIONER. 

Salary  first  year  $30,000,  then  partnership.  Haroid  E.  Gil- 
man, M.D.,  3405  Downing  Street,  Denver,  Colorado  80205. 
(3031  623-6171.  1073-1-2B 


FOR  SALE.  Choice  Mountain  Valle.v  26.5  Acres  with  small 
stream.  Small  adjudicated  water  rights.  Pond  site.  Year 
'round  road.  10  min.  nearest  town.  2 miles  National  Forest. 
REA  power.  1 hour  six  major  ski  areas.  Ciose  to  major  fish- 
ing and  big  game  hunting.  Excellent  building  sites  with 
view.  Horse  pasture.  Suitable  small  select  professional  group. 
Down  payment.  Terms — will  carry.  By  letter  only.  $4000/A. 
Write:  E.  G.  Ceriani,  MD,  Kremmling,  Colorado  80459. 

1073-4-2B 


PHYSICIAN  ASSISTANT  IN  RADIOLOGY  graduating  from 
University  of  Kentucky  Medical  Center,  June  1974.  A.R.R.T. 
Registered.  Diagnostic  Radiology  and  Nuclear  Medicine.  Pre- 
fer rural  area.  Edward  J.  Huber,  R.T.,  3616  King  Arthur 
Drive,  Lexington,  Kentucky  40503.  1073-5-3B 


DIRECTOR  OF  CONTINUING  EDUCATION  for  a community 
hospital  working  with  University  of  Colorado  to  establish 
a Family  Practice  Residency  and  Regional  Medical  Education 
Program.  Send  curriculum  vitae  to:  Administrator,  Weld 
County  General  Hospital,  Greeley,  Colorado  80631.  1073-6-2B 


INTERNIST  with  subspecialty  wanted  for  eleven-man  multi- 
specialty  group  with  three  internists.  Guaranteed  income 
with  incentive  plan.  Liberal  vacation  and  meeting  time  al- 
lowances. Life  style  similar  to  that  of  Colorado  with  hunt- 
ing. fishing,  camping,  hiking,  and  skiing  in  the  Black  Hills. 
Contact:  R.  E.  Chleborad,  Administrator,  Rapid  City  Medical 
Center,  Rapid  City,  South  Dakota,  (605)  342-3280.  1073-10-SB 


FOR  SALE  — Three  walnut  examining  tables  and  five  x-ray 
illuminators.  Call  Monday  through  Friday  between  8:00 
a.m.  and  5:00  p.m.  (303)  861-8158.  1173-10-2 


Has  apartment  ownership  been  disappointing? 
As  cash  flow  decreases  so  does  your  equity. 

We  can  help  you  realize  larger  after-tax 
profits  by  converting  your  apartment  to  a 
condominium. 


Condominium  Concepts 

PHONE  13031  758-6633 


SUPERINTENDENT.  To  direct  administration  and  profes- 
sional services  of  950-bed  mental  hospital  for  mentally  ill; 
160-180  admissions  per  month.  Has  adolescent  and  alcoholic 
treatment  programs  as  well  as  active  forensic  psychiatric 
unit  and  intensive  treatment  programs.  Location:  Yankton, 
South  Dakota,  community  of  10,000  in  SE  corner  of  state. 
Wholesome  living  in  the  Land  of  Infinite  Variety  where  un- 
excelled camping,  golf,  hunting,  fishing,  water  and  winter 
sports  are  available.  Excellent  school  facilities.  Short  drive 
to  larger  metropolitan  area.  Must  have  state  license  or  eligi- 
bility thereof  (reciprocity  with  most  states)  and  psychiatric 
board  eligibility  or  certification,  with  proven  administrative 
ability.  Salary  commensurate  with  training  and  experience. 
Full  maintenance  and  liberal  benefits.  Write  or  call  J.  D. 
Parkinson,  Executive  Director,  Board  of  Charities  and  Cor- 
rections, Pierre,  South  Dakota.  Phone  (605)  224-3478. 

1173-2-lB 


PHYSICIANS  WANTED.  Two  men  to  join  nine-man  multi- 
specialty group  in  scenic  Glenwood  Springs,  and  establish 
branch  in  nearby  town  of  3,000.  Specialists  available  within 
the  larger  group,  office  adjacent  to  excellent  hospital.  Sur- 
gical training  desired  for  at  least  one  man.  No  initial  in- 
vestment. Contact:  Dr.  Orrie  Clemens  or  Dr.  G.  Thomas 
Morton,  Glenwood  Medical  Associates,  1905  Blake,  Glenwood 
Springs,  Colorado  81601,  or  call  (303)  945-5441.  1173-3-1 


PEDIATRICIAN  NEEDED  to  share  an  established  practice  in 
Boulder,  Colorado.  Call  M.  Gheres,  M.D.,  collect  at  (303) 
443-8880.  1173-4-3 


GENERAL/FAMILY  PRACTITIONERS  needed  to  work  with 
two  other  family  practitioners.  Excellent  small  hospital  (25 
beds)  and  nursing  home  (62  beds)  complex.  Guaranteed  sal- 
ary until  established,  clinic  environment,  and  other  fringe 
benefits  will  make  this  difficult  to  turn  down  if  interested 
in  working  in  a progressive  community  of  3,500  (Trade 
Area  8,000  + ) . Contact  Irvin  A.  Row,  Administrator,  Smith- 
ville  Hospital  Authority,  Smithville,  Texas  78957.  Call:  (512) 
237-2441.  1173-5-lB 


FAMILY  PRACTICE  PHYSICIANS  to  join  rural  group  med- 
ical practice  in  expanding  comprehensive  health  care  sys- 
tem located  in  mountainous  areas  in  northern  New  Mexico 
and  southern  Colorado.  Opportunity  for  innovation  and  a 
new  approach  in  providing  health  care  in  using  skills  of  para- 
medical personnel.  All  clinical  facilities  are  located  in  beauti- 
ful mountainous  country  near  skiing,  hunting,  fishing,  and 
other  outdoor  sports  and  in  a tri-cultural  area.  For  further 
information  contact:  Marcella  Bachler,  Presbyterian  Medical 
Services,  P.O.  Box  2384,  Santa  Fe,  New  Mexico  87501.  (505) 
982-5566.  1173-6-2B 


INTERNIST  / GENERAL  PRACTITIONER  / ORTHOPEDIST 
wanted  for  Longmont  Clinic.  Multi-specialty  group  of  18 
doctors.  40  miles  north  of  Denver,  community:  25,000.  Salary 
negotiable.  Contact:  W.  G.  Fowler,  M.D.,  1925  Mountain  View, 
Longmont,  Colorado  80501  or  call  (303)  776-1234.  1173-7-3B 


PEDIATRICIANS — I have  my  B.A.  in  Psychology  and  am 
looking  for  a job  working  with  children  in  the  Denver 
Metro  area.  Do  you  need  any  counseling  help  with  chil- 
dren and  their  families?  Please  contact  Marcia  Fitton  at 
(303)  321-1736.  1173-8-lB 


PLANNING  FOUR  UNIT  CONVERSION  suitable  for  four 
doctors.  Near  Swedish  Hospital,  Englewood.  Each  suite  of 
approximately  1,000  sq.  ft.  contains  three  examining  rooms, 
laboratory,  waiting  room,  receptionist  office,  and  toilet.  Park- 
ing for  about  fifteen  cars.  Lease  estimated  at  $4  per  sq.  ft. 
Ajax  Realty.  (303)  781-5896.  1173-9-3B 


GENERAL  PRACTITIONER  wanted  for  eleven-man  multi- 
specialty group  with  one  GP  in  the  Department  of  Im- 
mediate Care.  Office  practice  only,  with  guaranteed  income 
and  incentive  plan.  Population  40,000  with  drawing  area  of 
200,000.  Life  style  similar  to  that  of  Colorado.  Variety  of  out- 
side activity  in  hunting,  fishing,  camping,  skiing,  in  the 
Black  Hills.  Contact:  R.  E.  Chleborad,  Administrator,  Rapid 
City  Medical  Center.  Rapid  City,  South  Dakota,  (605) 
342-3280.  1073-11-3B 


CHOICE  LAKEWOOD,  COLORADO  LOCATION  for  medical 
and  dental  offices.  Completed  in  February  1973.  Call  (303) 
455-7545.  1172-6-TFB 


NEW  MEDICAL/DENTAL  BIRLDING  in  prime  Southeast 
Denver  location  adjacent  to  new  Southglenn  Shopping 
Center.  Design  your  suite  to  fit  your  needs.  Suite  finishing 
allowance.  Completion  date  Feb.  1974.  Contact  J.  A.  Murlin. 
5500  E.  Yale  Ave.,  Denver,  80222  or  call  (303)  757-7471. 

1173-1-3B 
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irritations  of 
day  are  often 

ted  in  his  gut. 


The  causes  o/iMfaBle  coldkian(fthe  diarrheal 
symptoms  that  often  accompany  it  can  be  as  di- 
verse as  the  systemic  and  emotional  irritations 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  wftE 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
£olon  must  often  be  diagnosed  by  exclusion. 
^|ch  diagnostic  exploration  takes  tim«.  Discov- 
of  the  nature  of  any  emotional  problems  may 
ft^Be  more.  Diiring  that  time,  Lomotil®  is  an  ideal 
^^nt  for  controlling  diarrheal  symptoms. 

r Lomotil  tablets  are  small,  easy  to  ca/ry  and 
easy  to  take.  They  act  promptly^ajid  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 
as  one  fourth  of  the  initial  dosage. 


These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


takes  care  of  the  gut  issue 
in  irritable  colon 


TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  . . . 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680  352 


SEARLE 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  chiidren  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Triaminic"  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg. 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic*^  Expectorani 
with  Codeine  ® 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming);i 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  me 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.) 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substanc) 


The  Adult  Expectorants  that  are  great  for  kids,  too. 


Dorsey  Laboratories/ Division  of  Sandoz-Wander,  Inc./ Lincoln,  Nebraska  68501 
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about  DALMANEsleep...^ 

Cflurazepam  HCl) 

□ reduced  sleep  latency 

o decreased  time  awake  after  sleep  onset 

□ increased  total  sleep  ti me 

The  polygraphic  techniques  of  the  sleep  research  laboratory  have 
objectively  documented  the  value  of  Dalmane  [flurazepam  HCl)  for 
patients  with  difficulty  falling  asleep  or  staying  asleep. 

Hundreds  of  hours  of  monitored  sleep  * have  shown  that  one 
30 -mg  capsule  of  Dalmane  at  bedtime  generally  induced  sleep 
within  t7  minutes,  significantly  reduced  time  awake  after  sleep  onset 
and  provided  7 to  8 hours  of  sleep  Dalmane  effectiveness  was  main- 
tained even  over  14  consecutive  nights  of  administration,  demon- 
strating the  consistent  effectiveness  of  Dalmane. 


Before  prescribing  Dalmane  (flurazepam 
HCl),  please  consult  Complete  Protfuct 
Information,  a summary  of  which  fotlows: 


Indications:  Effective  in  afl  types  of 
insomnia  charactenzeU  by  difficulty  in 
falling  asleep,  frequent  nocturnal 
awakenings  and/oi  early  morning 
awakening;  in  patients  with  recuri  ing 
insomnia  or  poor  sleeping  habits;  and  m 
acute  or  chronic  medical  situations 
requiring  restful  sleep  Since  insomnia 
is  often  transient  and  intermitti'nl,  pro 
longed  administi  alion  is  generally  not 
necessary  or  l ecommended 

Contraindications:  Known  hypersen 
sitivity  to  flurazepam  HCt. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants  Caulion  against 
hazardous  occupations  requiring  com- 
plafe  mental  alertness  (e.g  . operating 
machinery,  driving)  Use  in  women  wlio 
■ areer  may  become  pregnant  onfy  wtien 
potential  benefits  have  been  weighed 
against  possible  hazards  Not  recom- 
mended for  use  in  persons  under  15 
years  of  age  Though  physical  and 

• 


psyctiological  dependence  have  not 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  timited  to  15  mg 
to  piecliide  oversedalion.  dizziness  and/ 
or  ataxia  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive 
effects  Employ  usual  precautions  in 
patii'nls  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tend- 
encies Peiiodic  blood  counts  and  liver 
and  kidney  funclion  Icsts  are  advised 
dui  ing  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function 

Adverse  Reactions;  Dizziness,  drows- 
iness. Iightheadedness,  staggering, 
ataxia  and  falling  have  occurred,  partic- 
ularly in  elderly  or  debilitated  patients 
Sevcrre  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache. 


heartburn,  upset  stomach,  nausea,  vomit- 
ing, diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpita- 
tions, chest  pains,  body  and  joint  pains 
and  GU  complaints.  There  have  also 
been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  exces- 
sive salivation,  anorexia,  euphoria,  de- 
pression, slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
andalkeline  phosphatase  Paradoxical 
reactions,  e.g..  excitement,  stimulation 
and  hyperactivity,  have  also  been  re- 
ported in  rare  instances 

Dosage;  Individualize  for  maximum 
beneficial  effect.  A c/u/fs.‘  30  mg  usual 
dosage:  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients: 

15  mg  initially  until  response  is 
determined. 

Supplied:  Capsules  containing  15  mg 
or  30  mg  flurazepam  HCl. 


What  the 
patients  reported 
when  they  awoke^ 


□ more  rapid  sleep  induction 

□ increased  duration  of  sleep 

The  utility  of  any  sleep  medication  depends,  ultimately,  on  patient 
acceptance.  For  this  reason,  sleep  laboratories  evaluating  Dalmane 
(flurazepam  HCI}  have  obtained  the  patients'  own  estimates  of  their 
sleep  immediately  on  awakening  in  the  morning.  These  subjective 
evaluations  have  been  in  strong  agreement  with  the  polygraphic 
records,  confirming  polygraphic  evidence  of  Dalmane  effectiveness 
compared  to  placebo. 

REFERENCES 

1 . Kales,  J , e(  a/.:  Clin.  Pharmacol.  Ther,  72:691 , 1 971  2.  Frost.  J D , Jr : Data  on  file,  Medical  Depart- 
ment. Hoffmann-La  Roche  Inc.,  Nutley,  N J.  3.  Karacan,  I.,  ef  ai:  The  Sleep  Laboratory  in  the 
Investigation  of  Sleep  and  Sleep  Disturbances,"  Scientific  Exhibit  presented  at  Amer  Psychiat 
Assoc  , Washington,  D C . May  3-7, 1971  4.  Kales,  A , etal..Arch.  Gen.  Psychiat.,  23:226, 1970 
5.  Dement,  W C : Data  on  file,  Medical  Department.  Hoffmann-La  Roche  Inc  , Nutley,  N J 6.  Kales, 

A.,  and  Kales.  J : Pharmacol.  Physicians.  4:1. 1970  7.  Kales,  A : Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of  Hypnotics!'  in  Kales,  A.  (ed.):  Sleep:  Physiology  and 
Pathology,  Philadelphia.  Lippincott,  1969,  p 331  8.  Vogel.  G W : Data  on  file.  Medical  Department. 
Hoffmann-La  Roche  Inc  , Nutley,  N.J  9.  Kales,  A , and  Kales,  J :J.A.  M.A..  213:2229. 1970 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h.s— usual  aduit  dosage 
[15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  /7.s.— initial  dosage  for  elderly 
or  debilitated  patients. 
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To  the  Editor: 

I am  responding  to  the  Editorial  “Account- 
ability— A Bitter  Pill”  in  the  June  issue  of  the 
Rocky  Mountain  Medical  Journal.  One  of  the  most 
basic  facts  of  life  for  any  physician  was  force- 
fully stated  and  clearly  explained.  Acceptance  of 
this  fact  of  life  by  physicians  will  measurably  in- 
crease their  influence  on  future  developments  in 
the  health  care  arena. 

I should  like  to  carry  the  subject  one  pill  fur- 
ther— probably  an  even  more  bitter  pill.  The 
physician’s  responsibility  of  accountability  is 
based  on  documentation,  and  this  is  the  nit  and 
the  grit  of  our  chore.  Viewing  physician  per- 
formance through  utilization  review  of  the  Medi- 
care program  at  Blue  Shield,  the  good  and  the 
bad  documentation  of  physicians’  services  are 
startling.  May  I touch  on  three  aspects? 

When  a physician  bills  for  three  hospital  visits 
in  a single  day,  under  Medicare  rules  and  regula- 
tions if  documentation  of  three  visits  is  not  in 
the  hospital  record,  there  is  suspected  fraud  and 
SSA  takes  over  the  investigation.  Acceptable 
documentation  may  be  by  handwritten  order  (not 
a telephone  order),  handwritten  progress  note,  or 
in  the  nurse’s  notes.  Obviously  the  prudent  physi- 
cian documents  each  service  in  a specific  fashion. 

A second  common  lack  of  documentation  in- 
volves justification  of  the  length  of  stay  in  a hos- 
pital, or  justification  of  the  admission  itself.  The 
lack  of  adequate  information  in  progress  notes  as 
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to  changes  in  patient  status  for  better  or  worse 
does  both  patient  and  hospital  a distinct  dis- 
service. 

Finally,  not  all  of  the  woes  of  physicians  are 
caused  by  the  government.  A disgruntled  patient 
can  protest  to  SSA  that  the  physician  did  not  see 
him  after  the  fourth  day,  or  only  five  times  dur- 
ing a two  week  admission,  and  the  hospital  rec- 
ord settles  this  claim.  In  one  such  case  there  was 
a daily,  or  twice  daily,  note  by  the  physician  or 
his  colleague  as  well  as  the  housestaff;  and  the 
colleague  added  the  crucial  documentation:  “the 
patient  says  he  didn’t  see  you  yesterday!”  The 
patient’s  sensorium,  as  well  as  personality,  led  to 
the  investigation,  which  was  promptly  concluded 
by  the  excellent  record. 

Regardless  of  the  physician’s  age,  reputation, 
or  community  status,  documentation  of  his  serv- 
ices, and  the  need  for  his  services,  will  be  required 
from  now  on.  Another  bitter  pill — Weed  or  no 
Weed. 


Sincerely, 

W.  L.  Bennett,  M.D.,  Denver 


Reader  commentaries  are  always  enlivening. 
The  Journal  welcomes  your  thoughts,  criticisms, 
and  observations. 
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Triainiiiic’Syrup...the  orange  medicine  from  Dorsey 

Dorsey  Laboratories  / Division  of  Sandoz- Wander,  Inc.  / Lincoln,  Nebraska  68501 


Bio-Science  A Reports 


Serum  Parathyroid 
Hormone  as  a 
Diagnostic  Aid 

An  accurate  measurement  of  the  serum  level  of 
parathyroid  hormone  (PTH)  with  results  reported  from 
the  laboratory  within  about  ten  days  is  now  available. 
The  diagnosis  of  diseases  of  the  parathyroid  has 
always  been  a difficult,  serious  problem  and  we  now 
have  a powerful  laboratory  tool  which  will  help  solve 
some  of  the  diagnostic  dilemmias  and  further  stimulate 
research  in  this  field. 

The  classic  laboratory  findings  in  primary  hyper- 
parathyroidism are,  of  course,  high  serum  calcium  and 
low  serum  phosphorus;  high  urinary  calcium  is  also 
commonly  found.  Increased  phosphate  excretion  due 
to  inhibition  of  phosphate  reabsorption  (TRP)  and 
measurement  of  the  TRP  are  additional  laboratory 
aids  for  diagnosing  hyperparathyroidism.  All  of  these 
tests  are  obviously  indirect  procedures  for  establish- 
ing the  diagnosis  so  there  is  a distinct  value  in  having 
a direct  measure  of  PTH. 

In  spite  of  the  complexity  and  difficulty  of  the 
radioimmunoassay  technic  for  PTH,  it  is  now  possible 
to  quantitate  the  hormone  with  reasonable  precision 
and  in  most  cases  to  differentiate  normal  from  hyper- 
parathyroid serum  levels.  Human  PTH  is  not  available 
in  sufficient  quantities  to  use  as  an  antigen  or  stand- 
ard, but  guinea  pig  antiserum  to  bovine  PTH  has 
sufficient  cross-reactivity  with  human  PTH  to  allow  its 
effective  use  in  the  assay. 


Unfortunately,  the  lack  of  a human  parathyroid 
standard  complicates  any  comparison  of  results  from 
different  laboratories.  At  Bio-Science  a purified  bovine 
PTH  preparation  is  used  as  the  standard  and  results 
are  expressed  as  equivalents  of  purified  bovine  PTH. 
The  antiserum  used  gives  similar  curves  with  both 
human  serum  PTH  and  purified  bovine  PTH  and  does 
not  distinguish  between  the  two. 

The  specimen  requirement  for  the  PTH  assay  is: 
5 ml.  frozen  serum  obtained  from  blood  which  has 
been  drawn  between  6 and  9 a.m.  while  the  patient  is 
in  the  rested,  fasting  state.  The  blood  should  be  drawn 
with  a chilled  syringe  or  Vacutainer  and  kept  in  an  ice 
bath  until  the  serum  can  be  separated,  preferably  in  a 
refrigerated  centrifuge.  Separation  of  the  serum  from 
the  cells  and  freezing  should  be  completed  as  soon 
as  possible.  The  frozen  serum  should  be  sent  to  us 
packed  in  dry-ice.  Shipping  containers  intended  for 
frozen  specimen  shipments  are  available  without 
charge. 


Write  or  call,  collect,  for  additional  literature  on  this 
subject  and  containers  for  mailing. 

Main  Lab:  7600  Tyrone  Ave., 

Van  Nuys,  California  91405 

Philadelphia  Branch: 

116  So.  Eighteenth  St., 

Philadelphia,  Pa.  19103 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 
Van  Nuys,  California  91405  Dept.  D 
or 

116  So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 


Gentlemen:  Please  send  me,  without  obligation: 

Q A copy  of  your  Handbook  of  Specialized 
Diagnostic  Laboratory  Tests 

Q A lab  pack  containing  a small  supply  of 

postage-paid  mailing  containers  and  Fee  Schedule 


I I Information  on_ 


(write  in  name  of  test) 


Name 


Address 


City 


State 


Zip 


HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 

This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to- 
date  on  the  newer  labo- 
ratory tests,  such  as 
parathyroid  hormone, 
available  to  clinicians.  You 
will  find  it  a handy  refer- 
ence guide  for  normal  values 
and  quick  summations  on 
tests  which  can  aid  in  your 
diagnostic  problems.  Copies 
are  available  to  physicians  and 
lab  personnel  without  obliga- 
tion. Simply  fill  out  and  mail  this 
coupon. 


Richman  Essay  Contest 

Medical  students  with  a special  interest 
in  respiration  and  circulation  are  invited  to 
enter  the  1974  Alfred  A.  Richman  Essay 
Contest  sponsored  by  the  American  College 
of  Chest  Physicians.  The  annual  contest  is 
designated  to  encourage  undergraduate  med- 
ical students  to  explore  and  investigate  prob- 
lems relating  to  the  disciplines  of  the  chest. 

Three  cash  prizes  totaling  $1,000  are 
awarded  annually.  The  First  Prize  will  be 
$500;  Second  Prize,  $300  and  Third  Prize, 
$200.  Each  winner  will  also  receive  a cer- 
tificate of  merit.  The  medical  school  at- 
tended by  the  First  Prize  winner  will  be 
awarded  a trophy  inscribed  with  the  name 
of  the  student  and  the  school. 

Announcements  of  the  winners  will  be 
made  following  the  decision  of  the  judges 
in  May,  and  subsequently,  awards  will  be 
presented  at  the  Annual  Meeting  of  the  Col- 
lege to  be  held  in  New  Orleans,  Louisiana, 
November  3-7,  1974. 

Suggested  length  of  the  essay  is  2,000- 
2,500  words,  and  the  deadhne  for  submitting 
manuscripts  is  March  31,  1974.  Application 
forms,  including  contest  rules  and  regula- 
tions are  now  available  from:  Committee  on 
College  Essay,  American  College  of  Chest 
Physicians,  112  East  Chestnut  Street,  Chi- 
cago, Illinois  60611. 


Cardiac  Conference 
Dilemmas  in  Cardiac,  Diagnosis  and 
Therapy  Circa  1974,  a conference  sponsored 
by  the  Colorado  Heart  Association,  the  Colo- 
rado Society  for  Cardiovascular  Medicine, 
and  the  Oklahoma  Heart  Association  will 
take  place  on  March  21-24,  1974  at  Snow- 
mass-at-Aspen.  A review  of  recent  advances 
in  the  recognition  and  management  of  a se- 
lected variety  of  cardiac  problems,  aspects 
of  diagnosis,  and  new  approaches  to  ther- 
apy will  be  presented  with  emphasis  on 
those  most  frequently  encountered  prob- 
lems and  conditions.  Because  of  the  popular- 
ity of  Snowmass-at-Aspen  as  a ski  resort, 
a reservation  deadline  of  January  1,  1974 
has  been  established.  For  information  on 
reservations  call  the  Snowmass  Resort  Asso- 
ciation, toll  free,  at  800 — 525-4205,  or  in 
Colorado,  923-2000.  For  further  details  on 
the  conference,  call  the  Colorado  Heart  As- 
sociation (303)  623-3217. 


Rondomycin 

(methaQ/cline  HCI) 


CONTRAINDICATIONS;  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-pray-brovim),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  arc  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
highertetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  disconfinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monfhly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  Infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  ot  penicillin,  avoiti 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS;  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin;  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  loxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  foratotal  of5.4grams. 

For  treatment  of  syphilis,  when  penicillin  is  confraindicated,  a total  of  18  to  24  grams  of 
■Rondomycin’  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  ~ 3 to  6 mg/lb/day  divided  into  two  to  tour  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  torms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomvciii  300.g 

[mehhacvcline  HCI] 

Delivers  from  the  very  first  dose: 

tudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


■Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


Recommendations'  on 
Combination  Live  Vims  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.’’ 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.’’ 

^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

• “The  obvious  convenience 
of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.’’ 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immuiuzation  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 

Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT^ 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 

RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  B months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

■'D'ademark  of  Merck  & Co..  Inc. 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


(MEASLES,  MUMPS  AND  RUBELU 
VIRUS  VACCINE,  LIVE  I MSD) 


Single-dose  vials 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  (101-102.9  F)  occurs  occasionally.  High 
fever  (over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions, children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  however. 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy;  parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  F);  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 


vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  l®/o  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDso  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCIDso  of 
mumps  virus  vaccine,  live,  and  1,000  TCIDso  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent-  ImA  | ^ 
containing  syringes.  I W ■ 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  &■  Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 


MERCK 

SHARFk 

DOHME 


The  defunct  defecation  reflex 


Inhibited  too  often  because  of 
social  and  business  pressures. 
Artificially  stimulated  by  chronic 
abuse  of  harsh  laxatives. 
Deprived  of  the  natural  stimuli 
of  bulk  foods,  exercise,  and 
adequate  fluid  intake.  The  result 
is  loss  of  muscle  tone,  constipa- 
tion, and  distension  of  the 
rectum. 

Consider  FLEET  ENEMA  as  a 
helpful  adjunct  in  restoring  the 
normal  defecation  reflex: 

■ Provides  rapid  relief  of 
constipation,  usually  within  2 to 
5 minutes 

■ Works  gently,  without  the 
cramping  that  often  occurs  with 
oral  laxatives  or  the  burning 
that  may  be  associated  with 
suppositories 

■ Cleanses  the  left  colon  and 
rectum  without  affecting  upper 
portions  of  the  Gl  tract 


■ Unique  construction  regu- 
lates flow— prevents  leakage 
and  reflux 

■ Anatomically  correct,  pre- 
lubricated rectal  tip  helps 
avoid  injury  to  bowel  wall 

■ Ready  to  use,  easy  to  use, 
completely  disposable 

Contraindications:  Do  not  use  when 
nausea,  vonniting,  or  abdominal  pain  is 
present.  Warnings:  Frequent  or  prolonged 
use  of  enemas  may  result  in  dependence. 
Take  only  when  needed  or  when  pre- 
scribed by  a physician.  Precautions:  Do 
not  administer  to  children  under  two  years 
of  age  uniess  directed  by  a physician. 
FREE  BOOKLET.  A supply  of  the  patient 
booklet,  The  Professional  Treatment  of 
Constipation,  is  avaitabte,  free  of  charge, 
on  request  to  C.  B.  FLEET  CO.,  INC. 

P.  O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet’  Enema 

The  professional  aid 
to  constipation  relief 
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Ifs  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 


These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations; 


The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 


The  Board  of  Trustees  of  the 
American  Medical  Association 


The  American  Psychiatric  Association 
The  Executive  Committee  of  the 


< Druggists 


y National  Association  of  Retail 


‘‘ly 


The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 
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Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat- 
ing organizations  for  the  laws,  regula- 
tionsand  professional  traditions  which 
prohibit  the  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
professional communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator, 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 
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Additional  information  available 
0 to  the  profession  on  request. 

ipany  • Indianapolis,  Indiana  46206 


A ime  was  when  Doctor  Freud  (“Siggy”, 
as  we  know  him  affectionately  in  the  Trade) 
plied  his  perceptive  genius  in  a parlor-con- 
sulting-room, redolent  of  the  homey  aroma 
of  chicken  soup.  The  motif  of  his  therapeutic 
Can  Today’s  milieu,  however,  was 

Psychiatrist  Find  uninfluenced  by 

Happiness  Outside  having  been  less 

The  Medical  Society?  embraced  by 

either  academe  or  his 

colleagues’  cliques. 

But  that  was  before  the  psychiatrists’ 
practice  gestalt  became  blessed  by  the  so- 
ciologic alchemy  of  Medicare,  Third-Party 
Payors,  Ralph  Nader,  Usual  and  Customary 
PSROs,  recertification  of  licensure,  and  all 
that.  Nor  had  Dr.  Freud  been  hit  by 
extended  Phase  IPs  special  attention  to  phy- 
sicians to  absorb  inflation’s  costs,  by  mal- 
practice litigation  epidemics,  nor  by  the 
double-bind  between  ethical  confidentiality 
vs.  “contempt”  of  court-ordered  disclosure. 
And  surely  his  passion  for  the  Scientific 
Method  would  have  been  sorely  tried  by  to- 
day s proliferation  of  lay  (sic)  sex  therapy 
clinics,  many  huckstered  by  self-certified 
teams  of  Helping  Types  who  then  claim 
OCHAMPUS  or  other  fee  benefits  without 
meaningful  or  any  physician  participation. 

As  reflected  in  Table  1,  most  psychiatrists 
affiliate  with  their  specialty  organization, 
the  American  Psychiatric  Association,  usu- 
ally through  its  component  District  Branches 
(in  Colorado,  the  Colorado  Psychiatric  So- 
ciety), as  well  as  with  other  national,  re- 
gional, and  subspecialty  organizations.  In- 
deed, some  privately  practicing  psychiatrists 
even  join  clinical  staffs  of  general  hospitals, 
having  forsaken  that  ideal  of  accepting  only 
well-motivated,  never-too-sick,  non-emer- 
gency, office-appointment  patients.  And 
some  of  these  psychiatrists  even  revel  in  the 
challenge  of  communicating  outside  one’s 
specialty  jargon  with  physician  colleagues  at 
hospital  staff  meetings,  CPC’s  utilization- 
committee  brouhahas,  and  other  professional 
cross-fertilization  away  from  the  couch.  But, 
only  slightly  more  than  one-third  of  Non- 
Federal  psychiatrists  belong  to  the  AM  A! 


Table  1 

MEMBERSHIP  IN  SOCIETIES 

U.  S.  PSYCHIATRISTS  12/31/72 

* 

Non-Federal 

20,340 

Non-Federal,  in  patient-care 

17,942 

Members  of  AMA 

7,800 

Members  of  APA 

16,518 

COLORADO  PSYCHIATRISTS** 

Non-Federal  ..  . 

272 

Non-Federal,  in  patient-care 

236 

Members  of  Colo.  Medical  Society 

117 

Members  of  Colo.  Psychiatric 

Society  (ap.)  

230 

*Figures  courtesy  AMA 

♦'■Figures  courtesy  Colorado  Medical  Society 

So  who  needs  the  AMA?— that  upstart 
which  followed  founding  of  the  APA?  Some 
younger  psychiatrists  at  least  temporarily 
join  their  County  Medical  Society  as  tactical 
image-building  for  Board  Certification,  and 
find  that,  in  Colorado,  AMA  membership  is 
now  an  option.  Some  of  their  elders  are 
earlier  drop-outs  who  remember  acerbically 
the  AMA’s  $25  national  assessment  of  yore 
to  fight  the  Wagner-Murray-Dingle  Bill,  and 
remember  the  AMA’s  fathering  of  “Elder- 
care”  as  a too-late  alternative  to  Medicare — 
both  campaigns  proving  about  as  significant 
as  the  Edsel.  Then  there  is  the  fiscal  reality 
—the  County-State-AMA  package  for  senior 
membership  could  cost  a Phase  II  joiner  as 
much  as  $1  a day  in  dues  per  year’ 
(Table  2.) 


Table  2 

CURRENT  MEDICAL  SOCIETY 
ANNUAL  DUES* 

Arapahoe  County:  $150  inclusive  of  $42  for 
meals 

Adams — Aurora;  $57  inclusive  of  meals 
Boulder:  $10 

Clear  Creek  Valley;  $111  inclusive  of  $55 
for  meals 
Denver;  $100 

Colo.  Med.  Soc.**:  $70  Junior  Active;  $150 
Senior  Active 
Amer.  Med.  Assn.:  $110 

courtesy  Colorado  Medical  Society 
County  and  CMS  membership  are  inseparable 


for  December  1973 


15 


Today’s  medical  societies  and  the  AMA 
have  come  a long  way  from  their  erstwhile 
image  as  reactionary  and  ultra-conservative 
protectors  of  the  private  practitioner’s 
status  quo.  By  contrast  now,  they  provide  a 
myriad  of  services  in  behalf  of  the  profes- 
sion, its  individual  members,  and  the  public: 
interdisciplinary  referral,  liaison,  and  com- 
munication; library  and  bibliographic  re- 
sources; professional  and  lay  educational 
projects  to  name  a few.  And  at  the  same  time 
they  are  struggling  to  be  the  medical  pro- 
fession’s only  unified  voice  and  perceptive 
ear  amid  the  Babel  of  Big  Government,  Big 
Insurance,  and  well-intentioned  • but  often 
misinformed  consumers.  More  relevant  to 
psychiatry  is  the  medical  profession’s  duty 
to  maintain  the  physician’s  professional  iden- 
tity and  qualifications  amid  today’s  barrage 
of  paramedical  and  lay  usurpation  of  medical 
responsibility  and  authority — sadly,  often 
without  clear  accountability. 

Psychiatry  probably  comprises  now  the 
fourth  largest  specialty  in  medical  practice 
(after  family  practice,  surgery,  and  internal 
medicine).  Yet  several  factors  peculiar  to 
psychiatric  practice  appear  to  have  spawned 
an  astonishing  dearth  of  psychiatrist  input 
into  the  policies  of  organized  medicine — such 
factors  as  the  solo/hourly-fee  time-bind,  the 
erosion  of  the  “medical  model”  in  psychia- 
trist training,  and  the  sequestering  effect  of 
super-specialization.  How  many  of  your 
psychiatrist-colleagues  have  been  county 
society  presidents  or  delegates  to  the  state 
society?  How  many  actively  provide  first- 
echelon  input  of  psychiatric  know-how  into 
PSRO,  HMO  planning  or  NHI  coverage 
locally?  In  Colorado  we  have  probably  had 
more  than  the  national  average,  but  scarcely 
representation  proportionate  to  the  fourth 
largest  specialty. 

Carried  to  the  AMA  level,  this  dearth  of 
psychiatric  input  becomes  even  more  start- 
ling— especially  in  these  days  of  crucial 
policy-drafting  for  national  health  programs 
by  government,  policies  which  will  mold  the 
practice  of  medicine  for  decades  ahead.  The 
AMA  House  of  Delegates  at  the  1972  annual 
session  totalled  238,  of  whom  only  one  was  a 
psychiatrist  (a  constitutional  member  from 


the  Section  on  Psychiatry) . Two  alternate 
delegates  (one  constitutional,  one  from 
Texas)  were  psychiatrists.  By  contrast,  at 
least  89  delegates  were  from  the  surgical 
specialties,  43  from  family  practice,  and  38 
from  internal  medicine  (all  elected  from 
their  state  medical  societies  except  for  the 
few  constitutional  specialty  delegates) . 

The  moral  for  psychiatrists:  Invest  NOW 
in  grass-roots  participative  membership — - 
County /State/ AM  A.  The  dearth  of  our  input 
lies  in  our  grass-roots  isolation.  Organized 
medicine  is  passionately  democratic  in  struc- 
ture and  contentiousness — but  scarcely  able 
to  champion  the  uninvolved. 

Clyde  Stanfield,  M.D. 

Denver,  Colorado 

L /AST  December,  on  these  pages,  we  of  the 

editorial  staff  said  that  although  the  Rocky 

Mountain  Medical  Journal  cannot  be  all 

things  to  all  people,  for  the  Journal  there  is 

a purpose,  a plan,  a place,  and  a promise. 

Didn’t  the  year  fly 

by?  What  about  our 
Did  9 

promise? 

We  found  the 
“Sickness  of  Frederic 
Chopin”  (Sept.)  an  exciting  and  revealing 
account  of  a man,  a disease,  and  society.  We 
remember  another  fascinating  historical  ar- 
ticle, “Urina  Est  Meretrix  . . .”  (Jan.)  There 
were  case  reports  of  rare  and  unusual  med- 
ical problems,  such  as  “Constrictive  Cox- 
sackie  Pericarditis”  (April) , “Reye’s  Syn- 
drome” (May) , and  “Cocktail  Purpura” 
(Oct.).  We  were  impressed  with  several  first 
rate  scientific  papers,  including  some  from 
the  Colorado  meeting  of  the  College  of  Phy- 
sicians. There  were  several  in-depth  anal- 
yses, as  “Combination  Chemotherapy  of  Ad- 
vanced Hodgkin’s  Disease  (Oct.),  and  in  this 
issue,  “Direct  Coronary  Arterial  Revascu- 
larization (Dec.),  one  of  the  largest  and 
longest  experiences  with  coronary  by-pass 
in  the  United  States. 

All  told,  there  were  77  scientific  articles. 
We  hope  there  was  something  for  everyone. 
We  hope  you  looked  to  see! 

And  this  Christmas  Season,  we  wish  joy 
to  all  of  you  and  yours,  and  Peace  and  Hap- 
piness in  the  New  Year. 
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Direct  coronary  arterial 
revascularization* 


Experience  in  1386  cases 


Fred  W.  Schoonmaker,  MD,  John  B.  Grow,  Sr.,  MD, 
Arthur  E.  Prevedel,  MD,  Alan  R.  Hopeman,  MD, 
and  Charles  V.  Demong,  MD,  Denver 


Coronary  arteriosclerosis  has  reached  epi- 
demic proportions  in  the  United  Statesd  The 
morbidity  and  mortality  continue  to  be  a 
challenge  to  its  prevention,  recognition,  diag- 
nosis, and  management.  Yet  the  basic  etiol- 
ogy of  the  disease  remains  an  enigma.^-® 

In  general,  medical  therapy  for  angina 
pectoris  is  directed  toward  reducing  myo- 
cardial oxygen  consumption.  This  oxygen 
demand  may  be  decreased  by  nitrates,  pro- 
pranolol, digitalis,  and  with  carotid  sinus 
nerve  stimulation.'^'®  Only  by  development  of 
collateral  circulation  or  by  surgical  interven- 
tion can  the  actual  oxygen  delivery  to  the 
heart  be  increased.  The  latter  can  be  accom- 
plished through  saphenous  vein  bypass 
grafting®'^^  or  by  direct  internal  mammary 
arterial  anastomosis. 

In  patients  with  disabling  angina  pec- 
toris, the  reduction  of  myocardial  oxygen 
utilization  by  medical  means  is  often  less 
than  effective.  Generally  accepted  factors  of 
the  disease  which  make  it  amenable  to  sur- 
gery are  the  following:  (1)  Coronary  ather- 
osclerosis involves  primarily  the  epicardial 
course  of  the  coronary  circulation.  (2)  The 
atherosclerosis  is  often  localized  and  in- 
volves the  main  stem  or  surface  branches 
with  often  good  distal  internal  lumens. 

(3)  Coronary  arteriography  is  now  rapid, 
safe  and  accurate  in  determining  the  amount 
and  the  location  of  the  disease  and  its  effect 
on  left  ventricular  function. (4)  Recent 


*This  paper  was  presented  at  Annual  Meeting,  Colorado 
Medical  Society,  September  1973.  From  the  Departments 
of  Cardiology  and  Surgery,  St.  Luke’s  Hospital,  Denver. 
Address  reprint  requests  to  Dr.  Schoonmaker,  St.  Luke’s 
Hospital,  Denver. 


advances  in  cardiovascular  surgery  have  en- 
abled many  patients  with  disabling  angina, 
high-grade  lesions  in  the  coronary  vessels 
and  an  adequate  distal  arterial  bed  to  un- 
dergo direct  revascularization  of  the  myo- 
cardium.^® 

Patient  Selection 

Often,  the  symptoms  of  angina  pectoris 
have  wide  variability  with  a definite  wax- 
ing and  waning  of  the  clinical  patterns. 
There  is  a symptomatic  variability  and  a 
multiplicity  of  factors  which  influence  this 
chest  pain.^®  Further,  often  severe  diffuse 
disease  may  cause  minimal  symptomatology, 
whereas  a single  proximal  atherosclerotic 
lesion  may  present  with  debilitating  pain. 
However,  the  ideal  patient  for  direct  cor- 
onary surgery  is  one  who  (1)  has  a recent 
onset  or  progression  of  angina  pectoris,  (2) 
has  a proximal  stenosis  of  one  or  more  cor- 
onary arteries,  (3)  has  relatively  normal 
resting  hemodynamics,  and  (4)  has  no  asso- 
ciated other  cardiac  or  medical  abnormal- 
ities. Figs.  1 and  2 are  angiographic  studies 
of  such  a patient. 

All  patients  in  this  study  have  had  an- 
gina pectoris  with  no,  or  less  than  satisfac- 
tory, response  to  vasodilators  and  beta 
blocking  agents.  Also,  no  patients  have  been 
refused  surgery  because  of  depression  in 
left  ventricular  functions,  providing  the  ar- 
teries present  were  amenable  to  bypass 
grafting.  Lesions  have  been  considered  high- 
grade  when  they  represent  an  estimation  of 
greater  than  50  per  cent  of  the  lumen  of  a 
vessel  and  flow  appears  to  be  compromised. 
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Fig.  1.  Angiography  of  left  coronary  artery.  An 
arrow  points  to  a high-grade  occlusive  lesion  in 
the  anterior  descending  artery  as  it  originates 
from  a short,  main  left  trunk.  AD  is  the  anterior 
descending  artery,  OM  the  obtuse  marginal  ar- 
tery, CX  the  circumflex  artery  and  SA  the  sinus 
auricular  artery.  A good  distal  runoff  is  seen 
throughout  the  remainder  of  the  anterior  descend- 
ing system. 

Three-vessel  disease  has  not  been  a contra- 
indication to  surgery  providing  there  is  ade- 
quate distal  vessel  caliber.  Collateralization 
from  one  vessel  to  another  has  also  not  been 
a contraindication  to  grafting  into  the  col- 
lateralized branch,  providing  it  does  not 
show  advanced  disease  (Fig.  3) . Resection 
of  akinetic,  dyskinetic,  or  aneurysmal  left 
ventricle  has  been  combined  with  grafting  of 
coronary  vessels. 

Treadmill  submaximal  exercise  stress 
testing  has  been  used  extensively  preopera- 
tively  to  evaluate  the  patients  for  ST-T 
changes,  left  ventricular  function,  and  for 
the  amount  of  exertion  that  may  be  done  for 


Fig.  2.  Postoperative  angiography  showing  an  an- 
terior descending  artery  anastomosis  with  an 
arrow  pointing  to  the  anastomotic  site. 


Fig.  3.  Coronary  angiogram  showing  a severely 
diseased  right  coronary  artery  (AD)  with  col- 
lateralization by  the  entire  left  anterior  descend- 
ing system  (arrow).  Site  of  total  blockage  is 
labeled  with  a second  arrow. 

a given  work  load.  The  vast  majority  of  pa- 
tients have  had  a positive  ischemic  type  re- 
sponse, developed  rhythm  disturbances  and/ 
or  had  evidences  for  left  ventricular  dys- 
function (Fig.  4). 

Surgical  Technics 

Bypass  saphenous  vein  grafts  have  been 
placed  in  single,  double,  or  multiple  dis- 
eased vessels.  Arterial  bypass  into  the  three 
major  arteries  with  three  vein  grafts  is 
shown  by  diagram  in  Fig.  5.  Fig.  6 is  an 
angiogram  of  the  postoperative  result  of  a 
right-sided  graft  showing  full  filling  of  the 


A 


Fig.  4.  Panel  A is  an  exercise  stress  test  on  a pa- 
tient preoperatively  showing  a positive  response 
at  a low  heart  rate  to  a low  exercise  load.  Panel 
B shows  the  same  patient  postoperatively  with  a 
marked  increase  in  heart  rate  and  a negative 
ST-T  response,  no  anginal  symptoms  after  sur- 
gery. 
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LEFT  OBLIQUE  VIEW 

Fig.  5.  Diagram  of  saphenous  vein  grafts  from 
aorta  to  the  three  major  coronary  arteries. 


distal  right  coronary  artery.  Continuous 
single  vein  grafting  has  been  accomplished 
into  the  left  coronary  system  using  a side  to 
side  anastomosis  to  the  anterior  descending 
artery  and  end  to  side  into  the  circumflex. 
Fig.  7 is  a diagrammatic  representation  of 
such  a continuous  single  vein  graft  from  the 
aorta  to  the  anterior  descending  and  circum- 
flex arterial  system,  and  Fig.  8 is  the  post- 
operative angiographic  result  of  this  type 
continuous  graft.  Right  coronary  artery 
grafting  is  also  frequently  associated. 

Direct  anastomosis  of  the  internal  mam- 
mary artery  to  either  the  anterior  descend- 
ing, diagonal,  or  circumflex  arteries  has 
been  used,  without  the  aid  of  a surgical  mi- 
croscope, when  left  ventricular  functions 
have  been  normal,  and  when  there  are 
highly  localized  lesions  involving  only  one 
or  two  major  arteries.  Use  of  the  internal 
mammary  artery  has  the  advantages  of  being 
an  arterial-to-arterial  anastomosis,  requiring 
only  one  anastomotic  site,  and  having  inter- 
nal diameters  of  the  graft  more  nearly  the 
size  of  the  coronary  artery.  Fig.  9 is  a dia- 
gram showing  this  direct  anastomosis  with 
the  anterior  descending  artery,  and  Fig.  10 
is  the  appearance  at  operation  of  this  inter- 
nal mammary  Sewell  pedicle.  Fig.  11  is  the 
postoperative  result  of  this  direct  anasto- 
mosis by  angiography. 


Fig.  6.  Angiogram  showing  postoperative  result 
of  saphenous  vein  graft  to  right  coronary  artery. 
Arrow  indicates  the  anastomosis  of  graft  to  ar- 
tery. 


Fig.  7.  Diagram  of  continuous  saphenous  vein 
graft  from  aorta  to  anterior  descending  and  cir- 
cumflex arteries.  A second  graft  to  right  coronary 
artery  is  also  shown. 
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Postoperative  Evaluation 

Flow  measurements  in  the  grafts  have 
been  made  after  the  patient  has  been  taken 
off  the  cardiopulmonary  bypass  pump  and 
has  reached  a stable  state.  Flow  recordings 
by  way  of  an  electromagnetic  flow  probe 
have  ranged  from  20  to  220  cc  per  minute  in 
the  saphenous  vein.  The  potential  for  in- 
creasing runoff  through  the  vein  graft  cor- 
onary artery  anastomosis  has  been  estimated 
by  injecting  papaverine  into  the  vein  graft 
and  observing  a doubling  or  tripling  of  flow 
when  there  is  a good  anastomosis  and  there 
are  no  significant  distal  obstructions. 

Two  hundred  seventeen  (217)  patients 
have  been  evaluated  postoperatively  for 
symptomatic  improvement,  from  several 
months  to  six  years.  Stress  testing  has  also 
been  done  on  these  patients.  The  angiogra- 
phic results  are  shown  in  Table  1.  Of  the 
217  patients  restudied  postoperatively,  there 
has  been  one  graft  found  to  be  occluded  in 
10  per  cent  of  the  patients  while  one  or 


L I y 

Fig.  8.  Angiogram  showing  postoperative  result  of 
continuous  vein  graft  from  aorta  to  anterior  de- 
scending and  circumflex  systems. 


Table  1 


OCCLUSION  OF  GRAFTS  IN  217  PATIENTS 
RESTUDIED  BY  ANGIOGRAPHY 


One  graft 

21  patients 

10% 

More  than  one 

29  patients 

13% 

All  grafts 

9 patients 

4% 

more  have  been  occluded  in  13  per 

cent.  All 

grafts  have  been  occluded  in  9 patients. 

Discussion 

One  thousand  three  hundred  eighty-six 
(1386)  patients  have  been  bypass-grafted 
since  1968,  these  patients  having  a total  of 
2871  grafts.  The  total  mortality  was  7 per 
cent.  The  mortality  by  classes,  using  the 
standard  American  Heart  Association  classi- 
fication, is  shown  in  Table  2.  It  becomes 
apparent  that  the  poorer  the  left  ventricular 
function,  the  higher  the  degree  of  mortality. 
No  mortality  has  been  observed  in  18  pa- 
tients in  Class  1 who  were  operated  on  be- 


Fig.  9.  Diagram  of  direct  anastomosis  of  internal 
mammary  artery  to  anterior  descending  coronary 
artery. 
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Table  2 


SURGICAL  MORTALITY  OF  1386  PATIENTS 


WITH  2871 

CORONARY 

BYPASS 

GRAFTS 

Class* 

Patients 

Deaths 

Per  Cent 

I 

18 

0 

0 

II 

525 

11 

2% 

III 

760 

63 

8% 

IV 

83 

15 

18% 

Avg. 

7% 

*Standard  classification  of  American  Heart  Association. 


cause  of  strong  family  histories  of  sudden 
death,  high  proximal  lesions  in  the  main 
trunk  of  the  main  left  coronary,  high  lesions 
in  the  main  trunk  of  the  anterior  descending 
or  right  coronary  arteries  with  sporadic  an- 
ginal pain,  evidence  of  left  ventricular  dys- 
function, and/or  disturbing  rhythms.  The 
greater  per  cent  of  the  patients  were  in  Class 
II  and  III,  with  angina  pectoris  that  was  not 
improved  with  the  medical  management 
available  to  them.  Many  on  exercise  pro- 
grams were  unable  to  maintain  any  degree 
of  exertion  or  useful  activity. 

Table  3 is  a breakdown  of  the  arteries  in- 
volved, whether  single  or  multiple.  Associ- 
ated procedures  that  have  been  done  with 
bypass  grafting  include  repair  of  three  atrial 
and  four  ventricular  septal  defects,  eight 
aortic  and  thirteen  mitral  valve  replace- 
ments, and  five  double  valve  replacements. 


Fig.  11.  Post-operative  angiography  of  direct 
anastomosis  of  internal  mammary  artery  into  the 
anterior  descending  system.  The  entire  distal  left 
anterior  descending  can  be  seen  to  opacify  while 
an  arrow  labels  the  anastomotic  site. 


The  double  and  triple  grafts  may  be  to  the 
same  artery  or  to  the  right  and  left  coronary 
systems.  There  have  been  51  direct  internal 
mammary  grafts  on  31  patients. 

It  must  be  emphasized  that  the  217  pa- 
tients restudied  for  clinical  evaluation, 
treadmill  and  angiographic  studies  represent 
a selective  group  of  patients  since  those  who 
live  closer  were  more  apt  to  return  for  fur- 
ther evaluations. 

With  the  treadmill  submaximal  stress 
testing,  82  per  cent  (170)  indicated  signifi- 
cant symptomatic  improvement  in  clinical 
and  functional  capacity  with  “normalizing” 
of  the  ST-T  segment,  providing  the  grafts 


Fig.  10.  Photograph  at  operation  of  Sewell  pedicle 
graft  of  internal  mammary  artery  to  anterior  de- 
scending coronary  artery. 


Table  3 

VENOUS  AUTOGRAFT  SURGERY 
January  1968  to  October  1973 

Arterial 


Grafts  Hospital 

(2871)  Mortality 

Right  Coronary  Artery  14  0 

Anterior  Descending  23  1 

Circumflex  2 0 

Main  Left  Coronary  Artery  7 2 

Double  Vein  Grafts  1133  38 

Triple  Vein  Grafts  1641  47 

Internal  Mammary  51  4 
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were  patent.  Fourteen  per  cent  (29)  had  fair 
improvement,  and  4 per  cent  with  known 
patent  grafts  had  no  improvement  following 
surgery.  If  all  grafts  were  occluded,  the  pa- 
tient still  had  angina  pectoris  and  a positive 
stress  response,  but  it  was  not  advanced  in 
general  from  that  prior  to  surgery.  It  also 
is  important  to  emphasize  that  patients  have 
had  marked  improvement  in  the  postopera- 
tive evaluations  if  only  one  of  the  grafts  is 
patent. 

Occlusion  of  a graft  has  been  observed  if 
there  was  less  than  40  mm.  of  flow  seen 
through  the  electromagnetic  flow  probe,  or 
if  the  vessel  diameter  was  less  than  1 to  1.5 
mm.  Also,  patients  with  less  than  2 to  IVz 
times  greater  flow  after  the  administration 
of  30  mg.  of  papaverine  directly  into  the 
vein,  were  more  apt  to  occlude  than  those 
who  had  a better  response.  These  surgical 


results,  in  general,  are  comparable  to  those 
already  reported. 

Summary 

During  the  past  six  years  1386  patients 
with  2871  grafts  have  been  revascularized. 
Total  overall  mortality  is  7 per  cent  with  a 
higher  per  cent  mortality  when  there  is  com- 
promise of  the  left  ventricle.  Septal  defect 
closure,  valve  replacement,  and  resection  of 
ventricular  aneurysms  and  akinetic  or  dys- 
kinetic  areas,  have  been  combined  with  graft- 
ing. Direct  internal  mammary  anastomosis 
has  been  done  in  31  patients  for  a total  of 
51  grafts.  Postoperative  evaluations  have 
showed  marked  improvement  in  clinical 
symptoms  in  82  per  cent  of  the  patients,  fair 
improvement  in  14  per  cent,  and  no  clinical 
improvement  in  4 per  cent,  if  one  or  more 
grafts  were  patent.  The  operative  technics 
have  been  described.  • 
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Metastatic  carcinoma  of  the  umbilicus 


A case  report 


Robert  A.  McElfatrick,  MD,  and  Giles  D.  Toll,  MD,  Denver 


The  suggestion  of  the  late  Sir  Hamilton 
Bailey  that  a metastatic  nodule  at  the  um- 
bilicus be  called  the  Sister  Mary  Joseph 
Nodule  or  Sign  has  not  been  widely  adopted 
presumably  because  of  the  rarity  of  this 
findingj  Sister  Mary  Joseph,  a frequent 
first  assistant  to  Dr.  Will  Mayo  during  the 
early  years  of  the  Mayo  Clinic,  noted  this 
finding  in  patients  with  advanced  intra- 
abdominal carcinoma.  The  case  presented  is 
interesting  not  only  because  this  sign  was 
the  first  clue,  and  the  only  physical  finding 
of  an  undiscovered  intra-abdominal  malig- 
nancy, but  also  because  it  represents  meth- 
ods of  metastatic  spread  not  usually  seen 
with  a primary  carcinoma  of  the  gallbladder. 

CASE  REPORT 

A 70-year-old  white  female  was  admitted  to 
the  hospital  with  crampy  abdominal  pain,  upper 
abdominal  tenderness  and  bloody  diarrhea. 
Barium  enema  revealed  radiologic  findings  of 
ischemic  colitis  in  the  splenic  flexure  of  the  colon. 
Symptomatology  and  physical  findings  disap- 
peared within  several  days.  During  this  period  of 
hospitalization,  a circumferential  induration  was 
palpated  at  the  umbilicus,  which  by  history  had 
been  present  for  three  weeks.  Biopsy  of  this  in- 
durated area  revealed  adenocarcinoma.  Repeat 
barium  enema  showed  a healing  area  (12  cm.)  of 
colonic  ischemia  at  the  splenic  flexure  without 
evidence  of  neoplasm.  Upper  gastrointestinal  and 
chest  x-rays  were  normal.  An  intravenous  pye- 
logram  and  liver  and  pancreatic  scans  were  also 
normal.  The  gallbladder  was  non-functioning. 
Suspicious  areas  reported  on  mammograms  were 
biopsied  and  found  to  be  fibrocystic  disease. 

At  celiotomy,  a diffuse  neoplastic  infiltration 
of  the  gallbladder,  in  association  with  cholelithi- 
asis, was  found.  There  was  no  local  spread  evi- 
dent in  the  liver.  The  gastrointestinal  tract  was 


normal  to  palpation.  The  uterus  contained  small 
extramural  fibroids.  The  left  ovary  was  slightly 
larger  than  normal  and  appeared  to  contain  a 
fibroma.  The  right  ovary  was  atrophic.  A cho- 
lecystectomy was  performed  together  with  re- 
moval of  the  falciform  ligament  and  wide  ex- 
cision of  the  ixmbilicus.  The  patient  was  dis- 
charged on  5-Fluorouracil  therapy. 

On  pathologic  study,  the  gallbladder  was  9 x 
3x3  cm.,  and  its  wall  averaged  5 mm.  in  thick- 
ness. The  mucosal  surface  was  irregular,  but  no 
grossly  significant  lesions  were  evident.  It  con- 
tained multiple,  multifaceted,  mottled  green  and 
brown  calculi  of  the  mixed  type  ranging  up  to  1 


Fig.  1.  Gallbladder  showing  malignant  glands  in 
the  suhmucosa,  and  more  anaplastic  neoplasm  ex- 
tending into  the  muscular  layer. 
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Fig.  2.  Gallbladder — One  of  a few  small  areas  of 
carcinoma  with  a papillary  configuration. 


cm.  in  cross-sectional  dimension.  Microscopic  sec- 
tions (Figs.  1 and  2)  showed  much  of  the  mucosa 
replaced  by  small  neoplastic  glands.  In  one  site 
these  glands  formed  a small  papillary  focus  (Fig. 
2),  while  in  most  areas  the  surface  contour  was 
flat.  In  much  of  the  gallbladder  the  neoplasm 
remained  in  the  mucosa  and  superficial  sub- 
mucosa, however,  in  some  areas  the  carcinoma 
had  extended  into  the  muscle  coat  as  small  groups 
or  cords  of  malignant  cells  without  glandular  ar- 
rangement. This  tumor  was  considered  to  be  a 
moderately  well  differentiated  adenocarcinoma 
with  papillary  and  infiltrative  features. 

A portion  of  falciform  ligament  showed  ade- 
nocarcinoma immediately  beneath  the  mesothe- 
lium  as  well  as  in  vascular  spaces  in  this  tissue. 
Complete  excision  of  the  umbilicus  demonstrated 
the  metastasis  in  this  area  to  have  a diameter  of 
1 cm.  and  a depth  of  0.5  cm.  (Figs.  3 and  4) 

Seven  months  later,  the  patient  was  re-admit- 
ted to  the  hospital  with  a two-week  history  of 
bloody  vaginal  discharge.  Pelvic  masses  were  pal- 
pable, and  barium  enema  showed  displacement  of 
the  sigmoid  colon.  Celiotomy  revealed  both 
ovaries  to  be  cystic  with  solid  components.  A bi- 
lateral salpingo-oophorectomy  was  carried  out. 
The  left  ovary  was  8 x 7 x 3.5  cm.;  the  external 
surface  was  shiny  and  pink,  and  the  cut  sirrface 
included  one  nodule  of  solid  neoplasm  composed 
of  the  same  small  glands  noted  in  the  gallbladder 
and  umbilicus.  Also  present  were  cysts  ranging 
from  1 cm.  to  5 cm.  in  diameter,  which  were 
lined  by  malignant  cuboidal  cells  similar  to  those 
noted  in  the  areas  of  solid  carcinoma.  The  right 
ovary  was  6 x 5 x 3.5  cm.  and  contained  a solid 
focus  of  carcinoma  3.5  x 3 x 2.5  cm.,  as  well  as 
cysts  ranging  from  5 to  20  mm.  in  diameter.  The 
histological  pattern  was  the  same  as  noted  in  the 
left  ovary.  Both  ovarian  lesions,  as  well  as  left 
fallopian  tube  and  omental  nodule  are  considered 
to  represent  metastases  from  the  gallbladder  car- 
cinoma. 


Eighteen  months  after  the  diagnosis  of  meta- 
static disease,  the  patient  was  re-admitted  for 
terminal  care.  Physical  examination  showed 
ascites  with  a palpable  abdominal  mass  and  a 
hard  pelvic  shelf.  There  was  no  jaundice. 

At  autopsy  there  was  metastatic  tumor  in  the 
right  lobe  of  the  liver  but  no  residual  tumor  in 
the  gallbladder  fossa.  Metastatic  spread  had  also 
involved  the  lungs,  spleen,  bladder,  uterus,  gas- 
trointestinal tract  and  peritoneum. 

Comment 

Cancer  metastasizing  to  the  umbilicus 
usually  carries  a bad  prognosis,  but  does  not 
necessarily  indicate  multiple  metastatic 
lesions.  In  certain  cases  a metastatic  umbil- 
ical tumor  may  be  the  presenting  symptom 
or  the  only  physical  finding  of  a tumor  aris- 
ing elsewhere.^  Most  metastatic  umbilical 
carcinomas  present  as  a hard  mass  or  nodule 
which  may  eventually  ulcerate  or  become 
hemorrhagic.  The  finding  of  a circumferen- 
tial induration  in  this  case  is  rare  and  is  due 
to  infiltration  by  nests  of  tumor  cells,  sur- 
rounded by  connective  tissue.^  The  accessi- 
bility of  an  umbilical  mass  or  induration  to 
biopsy  provides  an  opportunity  for  early 
tissue  diagnosis.  However,  the  histologic  in- 
terpretation of  a metastatic  tumor  should 
never  be  used  as  the  sole  indication  of  site 
of  primary  origin,  but  it  should  be  used  to 
support  evidence  provided  by  surgical  ex- 
ploration or  autopsy. 

Umbilical  metastases  are  reported  most 
commonly  to  originate  from  the  stomach, 
ovary  or  pancreas.'*  However,  the  primary 
site  often  cannot  be  established.  Such  metas- 
tases also  have  arisen  from  colon,  rectum, 


Fig.  3.  Falciform  ligament — A lymphatic  contain- 
ing carcinoma  cells  is  indicated  by  the  arrow. 
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Fig.  4.  Original  biopsy  of  the  umbilicus  showing 
small,  malignant  glands  in  the  dermis,  immedi- 
ately beneath  the  epidermis,  and  extending 
through  the  full  thickness  of  dermis. 

small  intestine,  breast,  kidney,  gallbladder, 
liver,  appendix,  uterus,  fallopian  tube,  penis, 
cervix  and  prostate.^  Metastatic  lesions  are 
almost  always  secondary  to  carcinoma,  less 
than  2 per  cent  being  metastatic  sarcoma. 

Primary  tumors  are  extremely  rare.  Ade- 
nocarcinoma occurred  most  frequently,  while 
basal  cell  carcinoma,  melanoma,  sarcoma  and 
squamous  cell  carcinoma  are  rare.  Primary 
adenocarcinoma  must  be  assumed  to  arise  in 
ectopic  tissue,  such  as  a remnant  of  the  om- 
phalo-mesenteric  duct,  urachus,  or  umbilical 
endometriosis  and  these  conditions  them- 
selves are  rare.®  It  is  difficult  to  establish 
that  such  tumors  are,  in  fact,  primary  at  the 
umbilicus. 

Tumor  cells  may  reach  the  umbilicus  by 
various  means.  These  include:  contiguous 
extension,  arterial  embolism,  retrograde 
lymph  flow,  direct  extension  along  lym- 


phatics of  the  falciform  ligament  (Fig.  3)  or 
extension  within  or  along  a urachus  that  re- 
mains abnormally  attached  to  the  umbilicus. 
Because  of  the  possibility  that  an  umbilical 
tumor  with  an  unknown  primary  may  be  a 
solitary  deposit  or  the  rare  occurrence  of  a 
primary  tumor,  the  advisability  of  surgical 
exploration  is  indicated.  Several  of  these  pa- 
tients have  done  relatively  well  for  long  pe- 
riods following  removal  of  primary  and 
metastatic  lesions. 

The  findings  of  bilateral  ovarian  metas- 
tases  and  omental  deposits  later  in  the  course 
of  this  patient’s  illness  is  interesting  because 
only  rarely  does  intra-peritoneal  seeding  and 
widespread  distant  metastases  occur  in  car- 
cinoma involving  the  gallbladder. 

Summary 

A metastatic  umbilical  tumor  is  not  al- 
ways an  academic  finding  indicating  wide- 
spread metastatic  disease,  but  in  certain 
cases  may  be  the  presenting  symptom,  sign 
or  only  physical  finding  of  a tumor  arising 
elsewhere. 

In  the  case  presented,  metastasis  to  the 
umbilicus  was  the  presenting  symptom  of  an 
undiscovered  carcinoma  of  the  gallbladder. 
Early  recognition  of  umbilical  metastases 
and  diagnosis  by  biopsy  are  desirable. 

The  management  of  these  patients  has  to 
be  individualized.  The  possibility  that  an 
umbilical  tumor  may  be  a solitary  deposit 
or  even  a primary  tumor  makes  surgical  ex- 
ploration advisable.  • 
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Spontaneous  perforation  of  intrathoracic 
colon  following  total  esophagectomy 


Joseph  L.  Kovarik,  MD,  and  Bernard  F.  Gipson,  MD,  Denver 


While  the  use  of  colon  as  a substitute  for 
the  esophagus  was  first  reported  in  1911, 
this  procedure  has  only  become  popular 
during  the  past  two  decades.  Advances  in 
surgical  anesthesia  and  technics  and  use  of 
antibiotics  have  contributed  to  the  achieve- 
ment of  acceptable  morbidity  and  mortality. 
Early  and  late  complications  related  to  this 
procedure  include  anastomotic  leaks,  sepsis, 


Fig.  1.  Barium  swallow  showing  constricting  car- 
cinoma in  mid-esophagus. 


colonic  ulceration,  with  and  without  perfora- 
tion, and  even  the  development  of  a primary 
carcinoma  in  a transposed  colonic  segment.'*^ 
The  following  case  is  presented  as  an  un- 
usual spontaneous  perforation  which  oc- 
curred in  the  mid-portion  of  a transposed 
intrathoracic  left  colon,  presumably  from  a 
ruptured  diverticulum. 


Fig.  2.  Chest  x-ray  on  sixth  postoperative  day 
showing  right  pneumothorax. 
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Fig.  3.  Chest  x-ray  after  insertion  of  intercostal 
tube  with  re-expansion  of  right  lung. 

CASE  REPORT 

A 66-year-old  male  was  admitted  to  the  hos- 
pital with  a four  week  history  of  dysphagia. 
Barium  swallow  showed  a constricting  lesion  in 
mid-esophagus.  (Fig.  1)  Esophagoscopy  with  bi- 
opsy revealed  squamous  cell  carcinoma.  Chest 
x-ray,  liver  profile,  liver  and  brain  scans  were 
all  normal.  A urinary  tract  infection  responded 
to  antibiotic  therapy  and  subsequent  cystoscopy 
with  intravenous  pyelogram  were  normal. 

Following  bowel  preparation  with  sulfathala- 
dine,  a right  thoracotomy  with  total  esophagec- 
tomy, plus  abdominal  celiotomy  with  20  per  cent 
gastrectomy,  substemal  left  colon  bypass  and  cer- 
vical esophagocolostomy,  cologastrostomy,  coloco- 
lostomy  and  gastrostomy  were  performed.  He  was 
treated  with  intravenous  sodium  cephalothin,  and 
his  early  postoperative  course  was  uneventful.  The 
chest  tube  was  removed  and  the  patient  was  tak- 
ing oral  fluids  on  the  fourth  postoperative  day. 
On  the  sixth  postoperative  day  he  developed  a 
right  pneumothorax  (Fig.  2).  An  intercostal  tube 
was  inserted  with  satisfactory  re-expansion  of 
the  right  lung  (Fig.  3).  Subsequent  barium  swal- 
low demonstrated  a colo-pleural  fistula  originat- 
ing from  the  mid-portion  of  the  intrathoracic 
colon  (Figs.  4,  5).  Initially  the  patient  responded 
to  drainage  of  the  empyema.  While  repeat  thora- 
cotomy to  attempt  surgical  closure  of  the  fistula 
was  considered,  it  was  not  attempted  because  of 
this  early  clinical  improvement.  Subsequently,  the 
patient  developed  generalized  sepsis  and  intrac- 
table cardiac  failure.  In  spite  of  vigorous  anti- 
biotic therapy  and  supportive  measures  which  in- 
cluded a feeding  jejunostomy,  he  expired  six 
weeks  postoperatively.  Permission  for  autopsy 
was  not  obtained. 


Fig.  4.  Barium  swallow  through  thoracic  colon 
with  barium  in  pleural  pocket.  No  evidence  of 
anastomotic  leak. 


Fig.  5.  Close-up  of  colo-pleural  fistula.  (Presum- 
ably ruptured  diverticulum) 

Discussion 

Since  an  autopsy  was  not  performed  in 
this  case,  the  precise  cause  of  the  spontan- 
eous perforation  was  not  definitely  estab- 
lished. However  barium  studies  revealed  no 
evidence  of  an  anastomotic  leak  in  the  neck 
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or  abdomen  as  might  be  expected  from  vas- 
cular insufficiency  secondary  to  the  opera- 
tive procedure.  The  x-ray  appearance  of  the 
colo-pleural  fistula  is  compatible  with  a rup- 
tured diverticulum  in  the  mid-portion  of  the 
intrathoracic  colon  segment,  and  the  patient’s 
age  would  also  make  the  presence  of  a di- 
verticulum of  the  left  colon  a reasonable 
probability. 

While  the  right  colon  was  used  for 
esophageal  substitution  in  most  earlier  re- 
ported series,  the  use  of  the  left  colon  has 
become  increasingly  popular  because  of  its 
greater  length,  more  consistent  blood  sup- 
ply, and  the  fact  that  it  is  more  comparable 
to  the  esophagus  in  size  and  thickness.'^’'* 
Scanlon  feels  that  the  decision  to  utilize 
right  colon  versus  left  colon  should  be  made 
at  the  operating  table  because  the  limiting 
factor  is  usually  the  suitability  of  the  ves- 
sels, especially  the  veins,  in  providing  a vi- 
able replacement  for  the  esophagus.®  Be- 
cause of  our  experience  with  this  case  we 
feel  that  a preoperative  barium  enema 
should  be  obtained  routinely  to  rule  out  the 
presence  of  diverticulosis  or  other  lesions  of 
the  colon.  The  presence  of  diverticula,  most 
commonly  found  in  the  left  colon,  would 
seem  to  dictate  a preference  for  use  of  the 


right  colon  for  the  esophageal  substitution 
in  such  cases. 

Examination  of  the  resected  specimen 
emphasized  the  value  of  total  esophagectomy 
because  of  the  propensity  of  esophageal  car- 
cinoma to  submucosal  extension  with  non- 
involved  “skip  areas”  and  the  unreliability 
of  frozen  section  reports  of  negative  mar- 
gins if  subtotal  esophagectomy  is  attempted. 
It  was  encouraging  to  learn  that  the  tumor 
was  within  the  surgical  margins  and  that  the 
resected  regional  lymph  nodes  did  not  con- 
tain metastatic  tumor.  In  this  patient  a po- 
tential cure  of  this  discouraging  disease 
might  have  been  possible  if  the  potential 
hazard  of  a grossly  normal,  but  probably 
diseased,  left  colon  had  been  recognized.  In 
our  opinion,  a preoperative  barium  enema  in 
evaluating  the  suitability  of  the  left  colon 
versus  the  right  colon  for  esophageal  substi- 
tution has  not  received  sufficient  emphasis. 

Summary 

Spontaneous  perforation  of  the  intratho- 
racic left  colon,  presumably  from  an  unsus- 
pected diverticulum,  following  a “curative” 
total  esophagectomy  for  carcinoma  is  re- 
ported. The  value  of  a preoperative  barium 
enema  in  considering  the  choice  of  left  colon 
versus  right  colon  as  an  esophageal  substi- 
tute is  emphasized.  • 
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Liquid  crystal  thermometers* 


For  office  practice 


Theodore  R.  Lenz,  MD,  Pueblo 


Certain  cholesterol  esters  do  not  have  a 
sharply  defined  melting  point.  Rather  they 
pass  through  a mesophase.  Melting  is  asso- 
ciated with  a progressive  change  in  the 
index  of  refraction  and  molecular  activity. 
Throughout  this  semisolid  phase,  the  optical 
properties  of  crystals  are  displayed.  The 
thermophototropic  properties  of  “liquid  crys- 
tals” can  be  a boon  to  the  busy  practicing 
physician  who  can  use  this  remarkable  phys- 
ical property  to  “take  temperatures”  on  all 
his  patients. 

When  light  falls  on  an  atom,  it  sets  the 
electrons  in  motion  to  re-emit  light.  The 
character  of  the  scattered  light  will  depend 
on  the  nature  of  the  atom  as  well  as  the  in- 
cident light.  The  ease  with  which  light  is 
scattered  is  inversely  proportional  to  the 
fourth  power  of  the  wave  length.  Light  re- 
flected from  a very  thin  film  of  submicro- 
scopic  particles  of  white  pigment  in  a clear 
vehicle  is  blue  because  of  selective  scatter- 
ing. These  particles  must  be  small  in  size 
relative  to  the  wave  length  of  the  light.  An 
increase  in  the  particle  size  or  the  index  of 
refraction  of  the  particles  is  accompanied  by 
a loss  of  blue,  the  reflected  color  changing 
green,  yellow,  and  finally  red. 

Liquid  crystals  have  the  unique  property 
of  scattering  light  of  various  colors  over  a 
specific  short  temperature  range,  the  color 
varying  with  temperature.  Since  this  process 
is  reversible  and  the  color  change  is  very 

‘Presented  at  Annual  Meeting,  Colorado  Medical  Society, 
Colorado  Springs,  Colorado,  September  24,  1973. 


sensitive  to  small  temperature  changes, 
liquid  crystals  are  useful  for  precise  meas- 
urement of  surface  temperatures  when  they 
are  applied  as  a thin  coating.  The  iridescent 
colors  exhibited  by  the  liquid  crystal  ma- 
terials are  present  over  a very  narrow  tem- 
perature range,  usually  about  2 degrees  cen- 
tigrade. Within  this  temperature  range,  the 
materials  exist  in  a state  of  molecular  asso- 
ciation that  will  scatter  certain  wave  lengths 
of  light.  Upon  cooling  through  this  range, 
the  sequence  of  colors  will  be  blue,  green, 
orange,  red,  then  back  to  colorless.  The  blue 
color,  therefore,  indicates  the  higher  tem- 
perature of  the  response  range  and  the  red 
color  indicates  the  lower.  Since  the  colors 
observed  are  from  a portion  of  incident  light 
being  scattered,  they  are  best  seen  when  ob- 
served against  a black  background. 

There  are  limitations  in  the  application 
of  liquid  crystals  to  medicine.  The  human 
skin  is  a near  perfect  radiator.  This  means 
that  heat  released  by  structures  under  the 
skin  is  completely  absorbed  and  dispersed 
by  the  skin.  The  crystals  then  register  only 
the  heat  of  the  skin  to  which  they  are  ap- 
plied. The  temperature  response  is  very  fast 
so  the  temperature  must  be  observed  while 
they  are  in  contact  with  the  skin  or  mucous 
membrane.  This  characteristic  allows  con- 
tinuous monitoring  of  surface  temperature 
over  long  periods  of  time  without  distress  to 
the  patient.  The  liquid  crystal  solutions  are 
very  irritating  and  potentially  toxic  if  in- 
haled. So  for  safety,  the  commercial  encap- 
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sulated  crystals  are  most  practical.  With 
available  materials,  it  is  difficult  to  achieve 
the  necessary  smooth,  thin  layer  with  uni- 
form skin  contact  on  body  contours. 

The  quick  response  does  present  an  ad- 
vantage. Most  patients  do  not  have  a fever, 
so  the  time-consuming,  difficult-to-read, 
mercury  thermometer  can  be  set  aside  for 
that  patient  suspected  to  have  a fever.  The 
clinical  use  of  a strip  of  encapsulated  liquid 
crystals  is  similar  to  the  “dipstick”  for  urin- 
alysis. It  is  cheap  and  can  be  discarded  after 
use.  A strip  can  be  placed  inside  a sterile 
plastic  sheath  and  so  eliminate  cross  infec- 
tion from  patient  to  patient  and  also  avoid 


contact  with  the  cholesterol  ester.  The  strip 
is  easy  to  “read”  (unless  the  doctor  is  color 
blind).  There  is  no  risk  of  injury  from 
broken  glass. 

The  circulation  through  skin  grafts  can 
be  followed  because  a good  blood  flow  will 
cause  a higher  temperature.  This  same  phe- 
nomenon can  be  observed  to  evaluate  the  re- 
sponse from  vasodilator  therapy  or  sympa- 
thectomy. There  is  a good  possibility  that 
they  could  be  used  to  evaluate  neuropathies 
where  sympathetic  nerves  are  injured  with 
resultant  change  in  cutaneous  blood  flow  and 
temperature.  • 
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Genetic  Defects  To  Be  Probed 

The  problems  of  inborn  genetic  defets  will  be  detailed  on  Monday,  December 
17  at  8 P.M.  on  Channel  6,  Denver,  and  Channel  8,  Pueblo,  when  the  second  in 
the  series  of  television  documentaries  on  the  five  leading  causes  of  death  in  Amer- 
ica is  telecast  on  the  Public  Television  network. 

The  National  Institutes  of  Health  reports  that  seven  per  cent  of  all  Americans 
suffer  from  a genetic  defect  of  some  kind,  and  Joshua  Lederberg,  winner  of  the 
Nobel  prize  for  research  in  genetics,  estimates  that  25  per  cent  of  all  people  ad- 
mitted to  hospitals  have  a problem  related  to  genetics. 

Some  of  these  defects  are  extremely  rare,  others  are  widespread,  but  in  their 
totality  they  are  a major  medical  as  well  as  social  disorder.  Such  disorders  can  be 
screened  for  traits  in  parents,  and  predictions  for  an  unborn  child  can  be  made. 

A new  set  of  moral  and  social  questions  is  further  created  by  situations  caused 
by  the  unique  defects  that  do  occur,  and  are  found  in  unborn  children.  The  pro- 
gram moderator,  David  Prowitt,  will  examine  genetic  defects  and  offer  suggestions 
for  what  he  calls  “rational  and  morally  acceptable  anwers”  to  the  new  social  and 
moral  questions. 
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The  sequel  to  the  famous 
case  of  ANNA  O.* 


Horace  E.  Campbell,  MD,  Denver 


Anna  O.  is  famous  because  the  treatment 
of  her  mental  illness  by  Joseph  Breuer, 
and  reported  to  Sigmund  Freud,  is 
considered  the  origin  of  psychoanalysis.  Also 
she  has  the  distinction  of  being  a pioneer 
in  the  feminist  movement,  long  before 
women’s  liberation,  a principal  social 
contribution  being  in  the  Jewish  Middle  East 
conflict  of  her  period.  Since  her  life  was 
an  important  influence  on  Freudian 
thought,  her  story  is  caught  up  in  the 
ongoing  dispute  between  the  Freudians  and 
their  critics. 


The  usual  medical  student  and  the  thou- 
sands of  enrollees  in  the  Great  Books  Course 
who  read  Freud’s  The  Origin  and  Develop- 
ment of  Psychoanalysis,  (Great  Books,  1955) 
still  consider  this  famous  first  case  as  an  un- 
qualified triumph  in  psychiatry.  Neither 
Breuer,  whose  patient  she  was,  nor  Freud, 
who  urged  Breuer  to  tell  him  all  about  the 
case  and  who  persuaded  Breuer  to  publish 
it,  ever  divulged  to  the  public  during  their 
lifetimes  the  further  story  of  Anna  O. 

Fraulein  Anna  O.  (whose  actual  name 
was  Bertha  Pappenheim)  fell  ill  in  July  of 
1880,  at  the  age  of  21.  She  was  with  her  par- 
ents and  family  in  the  country  home.  Her 
father  had  become  seriously  ill  from  a sub- 
pleural  abscess,  to  which  he  succumbed 
after  a long  illness  on  April  5,  1881.  During 
the  first  months  of  his  illness,  Anna  had  be- 
voted  her  whole  energy  to  nursing  him,  and 
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:’.2 


no  one  was  surprised  when  by  degrees  her 
own  health  greatly  deteriorated.  She  devel- 
oped a severe  cough,  and  it  was  for  this  that 
Dr.  Breuer  examined  her  for  the  first  time. 
He  states,  “It  was  a typical  tussis  nervosa.” 

Breuer  was  more  than  a successful  and 
well  known  Vienna  physician.  In  his  youth 
he  had  done  some  notable  work  under  Ewald 
Hering  on  the  physiology  of  respiration, 
where  he  discovered  its  automatic  control 
by  the  vagus  nerve.  Breuer’s  subsequent  re- 
searches into  the  function  of  the  semicircu- 
lar canals  were  a permanent  contribution  to 
scientific  knowledge.  He  refused  Billroth’s 
offer  to  propose  him  for  a professorial  title, 
and  he  was  the  family  doctor  to  Brucke, 
Exner,  Billroth,  Chrobak,  and  others  of  their 
standing. 

At  the  time  of  Breuer’s  study  of  Anna  O., 
December  1880  to  June,  1882,  Freud,  14  years 
junior  to  Breuer,  was  just  qualifying  as  a 
doctor.  The  two  men  had,  however,  been 
friends  for  some  years,  and  in  the  following 
November  Breuer  related  the  remarkable 
story  to  Freud,  who  was  greatly  impressed 
by  it,  so  much  so,  indeed,  that  when,  some 
three  years  later  he  was  studying  in  Paris 
under  Charcot,  he  reported  the  case  to  his 
famous  mentor.  “But  the  great  man  showed 
no  interest  in  my  first  outline  of  the  sub- 
ject, . . .” 

The  first  publication  by  Breuer  and 
Freud  on  the  subject  of  hysteria.  On  the 
Physical  Mechanism  of  Hysterical  Phenom- 
ena: Preliminary  Communication,  appeared 
in  two  successive  issues,  January  1 and  15, 
1893,  of  Neurologisches  Centralblatt,  in  Ber- 
lin, and  was  almost  immediately  reprinted 
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in  full  in  Vienna  in  the  Wiener  medizinische 
Blatter.  James  Strachey,  the  editor  of  the 
Standard  Edition  of  the  Complete  Psycho- 
logical Works  of  Sigmund  Freud  (1955), 
Volume  II,  “Studies  on  Hysteria”,  page  xiv, 
remarks,  “The  appearance  of  the  paper 
seems  to  have  produced  little  manifest  ef- 
fect in  Germany  or  Vienna.” 

A little  over  two  years  later,  May  1895, 
the  paper  was  reprinted  as  the  first  chapter 
of  Studies  on  Hysteria,  Chapter  II  being  five 
case  reports,  the  first  of  which  was  “Anna 
O.”,  by  Breuer,  and  the  remaining  four  by 
Freud.  Chapter  III  was  entitled  “Theoreti- 
cal,” by  Breuer,  and  Chapter  IV,  “The  Psy- 
chotherapy of  Hysteria”,  by  Freud.  Strachey 
writes  that  it  was  unfavorably  received  in 
German  medical  circles,  but  that  both 
Mitchell  Clarke  and  F.  W.  H.  Myers  in  Eng- 
land gave  it  long  and  favorable  notice. 

The  case  reports  are  necessarily  long  and 
detailed.  Breuer’s  description  reveals  a 
highly  intelligent  young  woman  of  a well- 
to-do  family,  and  most  interestingly  he 
states,  “The  element  of  sexuality  was  aston- 
ishingly undeveloped  in  her.”  She  was  se- 
verely disabled  by  her  hysterical  paralyses 
and  was  bed-ridden  for  months.  Breuer 
visited  his  patient  daily  and  even  twice- 
daily,  and  in  his  words,  “In  this  way  . . . 
the  whole  illness  was  brought  to  a close.  . . . 
She  was  moreover  free  from  the  innumer- 
able disturbances  which  she  had  previously 
exhibited.  After  this  she  left  Vienna  and 
traveled  for  awhile;  but  it  was  a consider- 
able time  before  she  regained  her  mental 
balance  entirely.  . . . Since  then  she  has  en- 
joyed complete  health.” 

Strachey  offers  an  interesting  footnote 
(page  40).  “At  this  point  (so  Freud  once 
told  the  present  editor,  with  his  finger  on 
an  open  copy  of  the  book)  there  is  a hiatus 
in  the  text.  What  he  had  in  mind  and  went 
on  to  describe  was  the  occurrence  which 
marked  the  end  of  Anna  O.’s  treatment.  . . . 
The  whole  story  is  told  by  Ernest  Jones  in 
his  life  of  Freud  (1953,  Vol.  1,  246  ff.)  . . .” 
(Jones,  Ernest,  Sigmund  Freud:  Life  and 
Work,  1953.) 

Jones’  story  really  begins  on  page  224. 
“Freud  has  related  to  me  a fuller  account 
than  he  described  in  his  writings  of  the  pe- 


culiar circumstances  surrounding  the  end  of 
this  novel  treatment.  It  would  seem  that 
Breuer  had  developed  what  we  should  now- 
adays call  a strong  counter-transference  to 
his  interesting  patient.  At  all  events,  he  was 
so  engrossed  that  his  wife  became  bored  at 
listening  to  no  other  topic,  and  before  long 
jealous.  She  did  not  display  this  openly,  but 
became  unhappy  and  morose.  It  was  a long 
time  before  Breuer,  with  his  thoughts  else- 
where, divined  the  meaning  of  her  state  of 
mind.  It  provoked  a violent  reaction  in  him, 
perhaps  compounded  by  love  and  guilt,  and 
he  decided  to  bring  the  treatment  to  an  end. 
He  announced  to  Anna  O.,  who  was  by  now 
much  better,  and  bade  her  good-by.  But  that 
evening  he  was  fetched  back  to  find  her  in 
a greatly  excited  state,  apparently  as  ill  as 
ever.  The  patient,  who  according  to  him  had 
appeared  to  be  an  asexual  being  and  had 
never  made  any  allusion  to  such  a forbidden 
topic  throughout  the  treatment,  was  now  in 
the  throes  of  an  hysterical  childbirth  (pseu- 
docyesis) , the  logical  termination  of  a phan- 
tom pregnancy  that  had  been  invisibly  de- 
veloping in  response  to  Breuer’s  ministra- 
tions. Though  profoundly  shocked,  he  man- 
aged to  calm  her  down  by  hypnotizing  her, 
and  then  fled  the  house  in  a cold  sweat.  The 
next  day  he  and  his  wife  left  for  Venice  to 
spend  a second  honeymoon,  which  resulted 
in  the  conception  of  a daughter;  the  girl 
born  in  these  curious  circumstances  was 
nearly  sixty  years  later  to  commit  suicide  in 
New  York. 

“Confirmation  of  this  account  may  be 
found  in  a contemporary  letter  Freud  wrote 
to  Martha,”  (his  wife)  “which  contains  sub- 
stantially the  same  story.  . . . 

“The  poor  patient  did  not  fare  so  well  as 
one  might  gather  from  Breuer’s  published 
account.  Relapses  took  place,  and  she  was 
removed  to  an  institution  in  Gross  Ensers- 
dorf.  A year  after  discontinuing  the  treat- 
ment, Breuer  confided  to  Freud  that  she 
was  quite  unhinged  and  that  he  wished 
she  would  die  and  so  be  released  from  her 
suffering.  She  improved,  however,  and  gave 
up  morphia.  A few  years  later  Martha  re- 
lates how  ‘Anna  O.’,  who  happened  to  be  an 
old  friend  of  hers  and  later  a connection  by 
marriage,  visited  her  more  than  once.  She 
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was  pretty  well  in  the  daytime,  but  still  suf- 
fered from  her  hallucinatory  states  as  eve- 
ning drew  on.”  Jones  gave  references  to  let- 
ters from  Martha  to  her  mother,  Jan.  2 and 
May  31,  1887. 

Jones  goes  on  to  state,  “Frl.  Bertha 
(Anna  O.)  was  not  only  highly  intelligent, 
but  extremely  attractive  in  physique  and 
personality;  when  removed  to  the  sanito- 
rium,  she  inflamed  the  heart  of  the  psychia- 
trist in  charge.  Her  mother,  who  was  some- 
what of  a dragon,  came  from  Frankfurt  and 
took  her  daughter  there  for  good  at  the  end 
of  the  eighties.  Bertha,  who  was  born  and 
brought  up  in  Vienna,  retained  her  Viennese 
grace,  charm,  and  humor.  Some  years  before 
she  died  she  composed  five  witty  obituary 
notices  of  herself  for  different  periodicals. 
A very  serious  side,  however,  developed 
when  she  was  thirty”  | at  least  five  years  be- 
fore Studies  in  Hysteria  was  published], 
“and  she  became  the  first  social  worker  in 
Germany,  one  of  the  first  in  the  world.  She 
founded  a periodical  and  several  institutes 
where  she  trained  students.” 

That  a neurosis  can  be  a devastating 
malady  is  attested  by  the  state  of  a year’s 
duration  in  which  Breuer  first  found  her. 
And  that  psychotherapy  is  the  correct  treat- 
ment for  the  neuroses  is  likewise  attested  by 
Breuer’s  quite  successful  treatment. 

It  is  quite  accurate  to  state  that  Freud 
did  not  ever  suggest  that  his  methods  and 
theories  applied  to  the  psychoses  and  to  the 
criminal.  What  neither  he  nor  any  of  his  as- 
sociates and  successors  have  candidly  stated 
is  that  the  neurotic  personality  remains  a 
neurotic  personality,  even  if  it  learns  to 
avoid  the  development  of  further  neuroses. 
Freud’s  famous  case  of  the  Russian  noble- 
man is  a classic  example.  Weekly  treatment 
by  Freud  for  seven  years  did  not  cure  the 
man.  When  he  lost  his  wealth  and  estates  in 
the  Russian  convulsion  and  returned  to  Vi- 


enna as  an  obligative  wage  earner,  he  had 
no  time  for  neuroses. 

It  is  Freud’s  s;accessors  who  have  erected 
the  vast  facade  of  psychoanalysis  upon  a 
foundation  of  theories  held  together  by  the 
mortar  of  their  vivid  imaginations.  It  was 
Jung  and  Brill  who  attempted  to  apply 
Freudian  theories  to  the  schizophrenias,  suc- 
cessful treatment  of  which  still  elude  us. 

Freud  never  published  a record  of  his 
rate  of  success  or  failure  in  the  treatment  of 
his  patients,  and  he  forbade  those  of  his 
inner  circle  to  do  so.  This  continues  to  the 
present  time,  whether  it  is  still  the  dictum 
of  the  Freudian  hierarchy,  or  is  simply  be- 
cause there  are  no  successes  to  report,  I do 
not  know.  The  latter  seems  to  be  the  case, 
according  to  Andrew  Salter  in  the  Preface 
to  his  1963  Edition  of  The  Case  Against  Psy- 
choanalysis, and  reprinted  in  the  1972  Edi- 
tion. (Harper  & Row) 

In  any  case,  “Anna  O.”  went  on  to  make 
a definitive  contribution  in  spite  of,  or  per- 
haps, because  of  her  neuroses,  and  the  same 
may  .be  said  of  Freud  himself  and  almost 
all  of  his  inner  circle,  whose  neuroses  can 
most  aptly  be  said  to  have  been  “monumen- 
tal”. 

ADDENDUM 

Some  time  after  the  above  paper  was 
written,  the  author  learned  of  the  publica- 
tion of  The  Story  of  Anna  O.,  by  Lucy  Free- 
man, Walker  & Co.,  New  York,  1972.  Only 
recently  was  a copy  obtained. 

This  book  is  well  written,  and  thoroughly 
researched.  Miss  Freeman’s  flight  into 
psychoanalysis  is  most  interesting  and  tells 
more  about  Miss  Freeman,  we  think,  than 
it  does  about  Bertha  Pappenheim.  The  In- 
troduction by  Karl  Menninger,  whom  we 
admire  greatly,  even  as  we  forgive  him  for 
his  Freudian  viewpoint,  gives  the  book  a 
sound  Imprimatur.  H.  E.  C.  • 
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Our  skin—the  human  integument 
--co^rs  us,  defines  us,  protects 
US.  Silt  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
JNeosporin  Ointment  fights 
infection  by  providing  broad  ^ 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
intibiotics  that  are  rarely  used 
systemically,  ied^4|i^the  risk 
of  sensitization. 


m 


m-  # 


iNlllCATfONS:*f/ferapeut?catf}^  used  aS  an  adiuocl  to  appropriate  systemic 
therapy  for  topical  infections,  primary  6r  secondary,  due  to  susceptible 
, organisms,  ai  in:  • infected  burns,  skin  grifts,  surgTfeal  incisions,  otitis  externa 
• primaiy  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
•’secondarily  Infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophy tactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 


permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 
j ' ‘ to  any  of  the  components. 

! PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 

I overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 

I if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 

of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIIV 

(POLYMYXIN  B-B«MAaN-NEOMYaN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vj  oz.  and  oz.  (approx.)  foil  packets. 

rHf  /Siurroughs  Wellcome  Co. 

' « r * / Research  Triangle  Park 

Wallcoiiie / North  Carolina  27709 
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Crohn’s  Disease  Treatment  Studied 

A 14-area  study  of  medical  treatment  for  those 
actively  suffering  from  Crohn’s  disease  as  well 
as  those  in  whom  it  is  quiescent  is  being  carried 
out  under  the  direction  of  Fred  Kern,  Jr.,  MD, 
coordinator  of  the  National  Cooperative  Crohn’s 
Disease  Study,  and  John  W.  Singleton,  MD,  as- 
sistant coordinator.  Drs.  Kern  and  Singleton  are 
faculty  members  at  the  University  of  Colorado 
Medical  School. 

The  study  is  supported  by  a $1  million-plus 
grant  from  the  National  Institute  of  Arthritis, 
Metabolism,  and  Digestive  Diseases.  More  than  3 
million  pills  have  been  given  the  study  by  major 
drug  firms  without  charge.  Drugs  being  studied 
are  prednisone,  Azulfidine,  and  Imuran. 

Since  these  drugs  are  not  always  successful, 
the  study  is  being  carried  out  in  a “double  blind” 
procedure  which  it  is  hoped  will  permit  a deter- 
mination of  which  drug  is  the  most  satisfactory 
in  controlling  Crohn’s  disease  or  regional  enter- 
itis, as  it  is  also  known. 

More  than  700  patients  will  take  part  in  the 
study  which  is  going  on  concurrently  in  14  cen- 
ters ranging  from  Vermont  to  Southern  Cali- 
fornia, and  including  one  center  at  the  University 
of  New  Mexico  Medical  Center. 

Genetic  Counseling  Grant 

A $100,000  two-year  grant  has  been  awarded 
to  the  University  of  Colorado  Medical  Center  by 
the  Henry  J.  Kaiser  Family  Foundation,  Palo 
Alto,  Calif.  The  money,  $50,000  for  each  year,  will 
be  used  for  genetic  coimseling  programs  and 
clinics  in  Colorado,  Wyoming,  and  Nebraska,  ac- 
cording to  Dr.  Robert  J.  Glaser,  foundation  pres- 
ident. 

Currently,  clinics  are  being  conducted  in 
Pueblo,  Grand  Junction,  Trinidad,  and  Colorado 
Springs,  Colo.,  and  Cheyenne  and  Casper,  Wyo. 
Additional  clinics  are  being  planned  for  other 

cities. 

Individuals  and  couples  who  are  concerned 
about  having  children  who  might  have  common 
inherited  and  congenital  disorders  are  provided 
genetic  counseling  and  laboratory  screening.  In- 
dividuals might,  for  example,  be  screened  and 
counseled  for  such  disorders  as  Down’s  syndrome 
(mongolism),  Tay-Sachs,  sickle  cell,  certain  forms 
of  lung  disease,  familial  types  of  cancer,  or  heart 
disease. 

The  clinics  are  staffed  by  local  physicians  in 
conjunction  with  a physician  from  the  medical 
center  and  public  health  personnel. 


The  times  and  locations  of  the  programs  and 
clinics,  which  are  under  the  direction  of  Dr. 
Arthur  Robinson,  chairman.  Department  of  Bio- 
physics and  Genetics,  are: 

— Pueblo:  City-County  Health  Dept.,  151  Cen- 
tral Main.  First  Thursday  of  every  month,  8 a.m. 
to  5 p.m. 

— Grand  Junction:  Mesa  County  Department 
of  Public  Health,  515  Patterson  Ave.  Second 
Thursday  of  every  month,  8 a.m.  to  5 p.m. 

— Trinidad:  Mount  San  Rafael  Hospital,  410 
Benedicta  Ave.  Fourth  Monday  of  every  odd- 
numbered  month,  8 a.m.  to  5 p.m. 

— Colorado  Springs:  Colorado  Springs  Medical 
Center,  209  S.  Nevada,  8 a.m.  to  noon;  Penrose 
Cancer  Clinic,  1 p.m.  to  5 p.m.  Third  Thursday  of 
every  month. 

— Casper:  Natrona  County  Memorial  Hospital, 
1233  E.  Second  St.  Second  Monday  of  every 
month,  8 a.m.  to  5 p.m. 

— Cheyenne:  City-County  Health  Unit,  315  W. 
20th  St.  Fourth  Thursday  of  every  month,  8 a.m. 
to  5 p.m. 


Breast  GancBP: 
earnerwamlng  system 


Futility  and  frustration  beset  the 
physician  confronted  with  breast 
cancer.  For  the  last  35  years,  the 
survival  rate  has  not  significantly 
changed  despite  intensive  educa- 
tional programs  aimed  at  earlier  de- 
tection, and  improvement  in  treat- 
ment techniques. 

What  is  the  out- 
look? We  know 
the  key  to  reduc- 
ing mortality  from 
breast  cancer  is  in 
the  earliest  pos- 
sible diagnosis. 
Thestageatwhich 
breast  cancer  is 
detected  is  crucial 
to  the  outcome  of 
treatment.  By  the 
time  a lump  is  dis- 
covered through 
BSE  or  clinical 
examination,  crit- 
ical time  may  have 
been  lost. 

And  we  do  have 
the  means  to 
achieve  earlier  u,e™og.W 
diagnosis.  We  do  have  an  earlier 
warning  system.  Mammography 
and  thermography  can  detect 
breast  cancer  before  a lump  is 
discernible  by  palpation.  To  dem- 
onstrate that  it  is  practical  and 
feasible  to  detect  breast  cancer 
earlier  by  using  these  modalities, 
the  American  Cancer  Society  and 
the  National  Cancer  Institute  are 
funding  a network  of  breast  cancer 


demonstration  projects.  Supported 
by  grants  of  $2-million  from  the 
ACS  and  $4-million  from  the  NCI, 
20  such  centers  are  expected  to  be 
operative  across  the  country  by  the 
end  of  the  year.  Each  will  screen 
at  no  charge,  approximately  5,000 
women  annually, 
in  what  is  con- 
sidered to  be  the 
ideal  detection 
program— to  in- 
clude clinical  ex- 
amination, mam- 
mography and 
thermography. 
Each  of  these  de- 
tection methods 
contributes  inde- 
pendently to  the 
detectionofbreast 
cancer,  and  none 
can  be  dispensed 
with  in  the  search 
for  early  disease. 

At  present  we 
cannot  p revent 
breast  cancer,  but 
the  potential  for 
saving  more  lives  is  immense.  The 
five-year  survival  rate  changes  dra- 
matically from  53%  when  axillary 
nodes  are  positive,  to  85%  when 
the  disease  is  localized,  to  nearly 
100%  for  in-situ  cancer. 

We  have  an  earlier  warning 
system.  Let’s  use  it. 

•TamBriGancanGersacleiu 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

announces  two  1974  courses 

BASIC  SCIENCE  FOR  CLINICIANS 


AT  STANFORD  UNIVERSITY  • FEBRUARY  25  - MARCH  1,  1974 


This  five-day  interdepartmental  course  is  a concise  but  comprehensive  review  of  basic  medical  science  and  is  de- 
signed to  meet  the  needs  of  those  clinicians  who  wish  to  expand  their  knowledge  of  molecular  biology.  Early  regis- 
tration is  advised  as  attendance  is  limited.  Tuition  fee  is  $245,  payable  upon  application  for  enrollment. 


COURSE  CONTENT 

General  lectures  will  cover:  a review  of  chemistry  and  physics  for  clinicians,  chemical  bonds  of  biological  importance, 
subatomic  particles,  correlation  of  cell  structure  and  function,  the  structure  and  function  of  proteins,  sugars  and 
lipids,  the  structure  of  nucleic  acids,  DNA  synthesis,  expression  of  genetic  information,  regulation  of  gene  expression, 
evolution  of  proteins,  carbohydrate  and  fat  metabolism,  bioenergetics,  digestive  enzymes,  neurobiology — structure 
and  development,  neurobiology— function,  neurobiology — neuroendocrine  relationships,  an  overview  of  genetics. 

Elective  sessions  will  include:  the  biology  of  water,  inborn  errors,  bacterial  antibiotic  resistance,  salt  and  water, 
interferon,  blood  coagulation,  gastrointestinal  immunity,  evolution  and  medicine,  tumor  virus,  genetics  and  disease, 
rheumatic  disorders,  organ  morphogenesis,  nutrition,  enzymes  and  their  actions,  atherosclerosis,  hypertension-renin 
— aldosterone,  chromosomes  and  disease,  mechanisms  of  immunity,  growth,  genetics — problems  and  opportunities, 
nerve  growth,  hormones  and  their  actions,  molecular  mechanisms  of  drug  actions. 


PAUL  BERG,  Ph.D. 

HOWARD  M.  CANN,  M.D. 

STANLEY  N.  COHEN,  M.D. 

RONALD  W.  DAVIS,  Ph.D. 

JOHN  W.  FARQUHAR,  M.D. 

DANIEL  D.  FEDERMAN,  M.D. 

ROBERT  HOFSTADTER,  Ph  D.,  Nobel  Laureate 
HALSTED  R.  HOLMAN,  M.D. 

OLEG  JARDETZKY,  M.D.,  Ph.D. 


FACULTY 

DONALD  KENNEDY,  Ph.D. 

ARTHUR  KORNBERG,  M.D.,  Nobel  Laureate 
NORMAN  KRETCHMER,  M.D.,  Ph.D. 

JOSHUA  LEDERBERG,  Ph.D.,  Nobel  Laureate 
I.  ROBERT  LEHMAN,  Ph.D, 

JOHN  A.  LUETSCHER,  JR.,  M.D. 

LUIGI  LUZZATTI,  M.D. 

HUGH  0.  McDEVITT,  M.D. 

ROY  H.  MAFFLY,  M.D. 

THOMAS  C.  MERIGAN,  JR.,  M.D. 


LINUS  C.  PAULING,  Ph.D.,  Nobel  Laureate 
EUGENE  D.  ROBIN,  M.D. 

EDWARD  RUBENSTEIN,  M.D. 

ROBERT  T.  SCHIMKE,  M.D. 

IRVING  SCHULMAN,  M.D. 

ERIC  M.  SHOOTER,  Ph.D. 

KEITH  B.  TAYLOR,  M.D. 

NORMAN  K.  WESSELLS,  Ph.D. 

CHARLES  YANOFSKY,  Ph.D. 


announcing  

MANAGEMENT  OF  THE  SURGICAL  PATIENT 

IN  HAWAII,  AT  MAUNA  KEA  BEACH  HOTEL  • APRIL  28  - MAY  5,  1974 

This  course  is  designed  for  all  physicians,  surgeons  and  non-surgeons,  who  participate  in  the  care  of  sur- 
gical patients.  It  includes  lectures  and  informal  conferences  dealing  with  the  practical  aspects  of  the  man- 
agement of  a variety  of  surgical  problems.  Tuition  fee  is  $275,  payable  with  $100  room  deposit  to  Stanford 
University  School  of  Medicine  upon  application  for  enrollment.  Attendance  limited. 

FOR  COMPLETE  DETAILS  SEND  COUPON  


Clip  and  mail  to:  OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

Stanford  University  School  of  Medicine,  Room  M121  • Stanford,  California  94305 

BASIC  SCIENCE  FOR  CLINICIANS 

Please  enroll  me  ($245  check  enclosed) Please  send  brochure  

MANAGEMENT  OF  THE  SURGICAL  PATIENT 

Please  enroll  me  ($375  check  enclosed) Please  send  brochure  

NAME  Specialty  „ 

Last  First  (please  print) 

ADDRESS  ZIP  


(Checks  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE) 


Colorado  Ophthalmological  Society 


3RD  ANNUAL  MIDWINTER  SEMINAR 
Opticon  Theatre,  Snowmass-at-Aspen,  Colorado 


January  28-31,  1974 


American  College  of  Physicians 


COLORADO  REGIONAL  MEETING 


The  Broadmoor,  Colorado  Springs,  Colorado 


January  10-12,  1974 


Contact;  Robert  V.  Elliott,  M.D.,  St.  Luke’s 
Hospital,  601  East  19th  Avenue,  Denver  80203. 


1974  SOUTHWEST  ALLERGY  FORUM 
Camelback  Inn,  Phoenix,  Arizona 

January  14,  1974 

Contact;  E.  G.  Barnet,  M.D.,  Suite  233D,  550  W. 
Thomas  Road,  Phoenix,  Arizona  85013. 


Montana  Academy  of  Family  Physicians 


16TH  ANNUAL  BIG  MOUNTAIN 
MEDICAL-SKI  CONFERENCE 
Whitefish,  Montana 

January  22-25,  1974 


Contact;  R.  D.  Buchanan,  M.D.,  P.O.  Box  220, 
Columbia  Falls,  Montana  59912. 


Contact;  Colorado  Ophthalmological  Society, 
1601  East  19th  Avenue,  Denver,  Colorado  80218. 
Phone;  (303)  534-8580. 


American  Cancer  Society 

ANNUAL  MIDWINTER  CANCER  SEMINAR 
Vail  Village  Inn,  Vail,  Colorado 


January  30-February  2,  1974 


Contact;  American  Cancer  Society,  1809  East 
18th  Ave.,  (303)  321-2464. 


Allmquerque  Academy  of  Family  Praetice 


TAOS  MEDICAL  SYMPOSIUM 
Taos,  New  Mexico 

February  14-16,  1974 

Fee:  $75 


Contact:  David  R.  Holten,  M.D.,  8517  Osuna 
N.E.,  Albuquerque,  New  Mexico  87110. 


Colorado  Academy  of  Family  Physicians 

ANNUAL  SYMPOSIUM 
Humphreys  Postgraduate  Center 
University  of  Colorado  Medical  Center 
4200  East  Ninth  Avenue,  Denver 

Jan.  20,  1974,  Lederle  Laboratories  presentations 
January  21-26,  1974 


General  Rose  Memorial  Hospital 

NASAL  SYMPOSIUM 

Denver  Inn,  Denver,  Colorado  and 

The  Lodge  at  Vail,  Vail,  Colorado 

February  21-24,  1974 


(Repeat  sessions  will  be  held  February  18-23  in 
Denver,  and  June  10-15  in  Estes  Park) 

Fee:  $125;  Credit:  42  hours  AAFP 

Contact:  Office  of  Postgraduate  Medical  Ed- 
ucation, University  of  Colorado  School  of  Med- 
icine, 4200  East  Ninth  Avenue,  Denver  80220. 


Contact:  Division  of  Continuing  Medical  Ed- 
ucation, General  Rose  Memorial  Hospital,  1050 
Clermont,  Denver,  Colorado  80220. 


The  Children’s  Hospital 


Rocky  Mountain  Academy  of 
Industrial  Medicine 

NINTH  ANNUAL  INSTITUTE  OF 

INDUSTRIAL  MEDICINE 

The  Broadmoor,  Colorado  Springs 

January  24-25,  1974 

Contact:  Roland  J.  Zarlengo,  M.D.,  111  Havana 
St.,  Aurora  80010,  (303)  343-2334. 


COLORADO  CONFERENCE  ON 

PEDIATRIC  NEPHROLOGY 

Given  Institute  of  Pathobiology,  Aspen,  Colorado 

March  11-13,  1974 

Fee:  $40.00  by  March  1,  1974. 

Contact:  Larry  G.  McLain,  M.D.,  Children’s 
Hospital,  1056  East  19th  Avenue,  Denver,  Colorado 
80218. 
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University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

25TH  WESTERN  INSTITUTE  ON  EPILEPSY 
Cosmopolitan  Hotel,  Denver 

March  19-20,  1974 

♦ * * * ♦ 

Colorado  Epilepsy  Association 

WESTERN  AND  MIDWESTERN  EEC 
SOCIETIES  SYMPOSIUM 
Cosmopolitan  Hotel,  Denver 

March  21-23,  1974 

Further  information  concerning  these  meet- 
ings may  be  obtained  by  writing  the  Office  of 
Continuing  Medical  Education,  University  of  Colo- 
rado School  of  Medicine,  4200  E.  Ninth  Avenue, 
Denver,  Colorado  80220. 

Intermountain  Pediatric  Society  & Utah 
Chapter,  American  Academy  of  Pediatrics 

19TH  ANNUAL  INTERMOUNTAIN 
CLINICAL  CONVENTION 
Caesar’s  Palace,  Las  Vegas,  Nevada 

April  8-10,  1974 

Contact:  Anthony  R.  Temple,  M.D.,  50  North 
Medical  Drive,  Salt  Lake  City,  Utah  84112. 


British  Council  for  Rehabilitation 
of  the  Disabled 

FIFTH  INTERNATIONAL  SEMINAR  & 
EXHIBITION 

Central  Hall  Westminster,  London,  S.W.  1 
July  1-5,  1974 

Contact:  Conference  Secretary,  REHAB,  Ta- 
vistock House  (South),  Tavistock  Square,  London, 
WCiH,  9LB. 


International  Academy  of  Chest  Physicians 
and  Surgeons  and  Surgeons  Affiliated  with 
the  American  College  of  Chest  Physicians 

XII  INTERNATIONAL  CONGRESS  ON 
DISEASES  OF  THE  CHEST 

Royal  Festive  Hall,  London 
July  7-12,  1974 

Contact:  Bradford  W.  Claxton,  American  Col- 
lege of  Chest  Physicians,  112  East  Chestnut  St., 
Chicago,  Illinois  60611. 


CENTRALLY  LOCATED 


For  tlie  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Build- 
ing is  the  best-known  Medical- 
Dental  Center  in  the  Rocky 
Mountain  West,  complete  with 
24-hour  operation.  X-ray;  patho- 
logical and  dental  laboratories, 
pharmacy,  drug  and  supply 
stores. 

With  the  completion  of  the 
new  500-car,  self-service  parking 
facility,  the  Republic  Building — 
designed  and  operated  for  the 
medical  and  dental  professions — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 
Space  is  available.  Ask  for 
REPUBLIC  BUILDING  CORPORATION  illustrated  brochure. 


306  REPUBLIC  BUILDING,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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llniversity  of  Utah  Medical  School 

Dr.  George  Blue  Spruce,  an  American  Indian 
who  serves  as  liaison  officer  for  Indian  affairs  in 
the  government’s  Health  Resources  Opportunity 
Office,  participated  recently  in  health  sessions 
jointly  by  the  University  and  the  Navajo  Health 
Authority. 

Students  from  Utah,  Idaho,  Montana,  Wyo- 
ming, and  Nevada  took  part  in  discussions  on 
training  programs  for  medicine,  nursing,  phar- 
macy, medical  technology,  mental  health,  x-ray 
technology,  physical  therapy,  and  other  health 
fields  in  Utah. 

The  need  to  involve  these  American  natives 
in  health  fields  is  great  because  there  are  only 
43  Indian  medical  doctors,  one  dentist,  and  five 
pharmacists  in  the  country. 


University  of  Colorado  School  of  Medicine 

Silent  Flyers,  a Denver  group  of  former  Fron- 
tier Airlines’  hostesses,  have  given  $1,600  for  os- 
teogenesis imperfecta,  or  “brittle  bones”,  research 
at  the  University  of  Colorado  Medical  Center. 

The  check  was  presented  recently  by  Mrs. 
Julianne  Grinstead,  Silent  Flyers’  president,  to 
Dr.  Clive  Solomons,  associate  professor  of  pedi- 
atrics at  the  medical  center. 

Dr.  Solomons  said  the  money  would  be  used 
to  develop  a pre-natal  test  to  identify  affected 
fetuses,  to  study  the  metabolism  of  growing  cells 
taken  from  affected  individuals,  to  improve  treat- 
ment and  genetic  counseling,  and  to  provide  an 
integrated  service  for  research  and  clinical  ther- 
apy. 


University  of  New  Mexico 
Medical  School  of  Medicine 

Dr.  Henry  Rynders  of  Las  Vegas  has  become 
the  first  physician  in  the  state  to  take  advantage 
of  a one-week  refresher  course  in  cardiology,  at 
the  University  of  New  Mexico  School  of  Med- 
icine. Formerly  medical  director  at  Meadows 
Home  for  the  Aged  at  the  State  Hospital  in  Las 
Vegas,  N.M.  for  six  years.  Dr.  Rynders  said  “I 
have  been  inactive  for  a year,  and  felt  I needed 
a refresher  course.  This  UNM  program  is  won- 
derful— it’s  great  to  be  in  the  atmosphere  of  a 
learning  institution  again.  It  is  an  environment 
that  gives  you  a tremendous  impulse  to  start 
studying  again.” 

Originally  from  Holland,  where  he  earned  his 
M.D.  in  Amsterdam,  Dr.  Rynders  has  been  a pro- 


fessor of  anatomy  at  Columbia  University  in  New 
York  before  coming  to  New  Mexico. 

Dr.  Jonathan  Abrams,  chief  of  the  division  of 
cardiology  at  the  UNM  medical  school,  said  the 
one-week  cardiology  “preceptorships”  are  being 
offered  to  any  interested  physician  in  New  Mex- 
ico. The  doctors  are  invited  to  come  to  the  med- 
ical school  to  learn  more  about  current  concepts 
in  the  physical  examination,  diagnosis,  and  treat- 
ment of  various  forms  of  cardiovascular  disease. 

There  is  no  charge  for  the  course.  Visiting  phy- 
sicians will  actively  participate  in  cardiology 
rounds  and  will  attend  all  related  cardiovascular 
conferences  at  the  UNM  affiliated  hospital. 

Preceptorship  faculty  includes  Drs.  Abrams, 
Paul  Cochran,  and  Alan  King,  cardiologist  at  the 
Bernalillo  County  Medical  Center,  as  well  as  Dr. 
W.  Sterling  Edwards,  cardiovascular  surgeon  at 
the  medical  school. 


* * 


* * 


Research  to  help  understand  how  a cell  reg- 
ulates its  rate  of  growth  is  underway  at  the  Uni- 
versity of  New  Mexico  School  of  Medicine,  as  a 
result  of  a $14,795  grant  to  Dr.  Robert  Kelley,  as- 
sistant professor  of  anatomy. 

The  grant,  from  the  U.S.  Department  of 
Health,  Education  and  Welfare,  is  to  determine 
what  interaction  there  is  between  cells  of  differ- 
ent tissues — and  if  this  interaction  is  essential  for 
the  development  of  successive  stages  of  cells  in 
growing  a limb. 

“Hopefully,”  Dr.  Kelley  said,  “this  information 
may  provide  a basis  for  further  controlling  ab- 
normal cell  growth  rates  which  can  result  in  con- 
genital malformation  or  malignancy.” 

Dr.  Kelley  received  a career  development 
award  from  the  National  Institute  of  Health  last 
year,  one  of  the  most  sought  after  medical  awards 
in  America.  It  pays  the  receiver’s  salary  for  five 
years. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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Colorado 

Mr.  Richard  MacLeish  died  October  6,  1973  at 
Swedish  Medical  Center,  Englewood,  Colorado  at 
the  age  of  60  years.  He  had  joined  the  staff  of 
the  Colorado  Foundation  for  Medical  Care  only 
last  April,  taking  over  the  task  of  project  director 
of  the  Colorado  Admissions  Program  (CAP).  He 
was  born  September  1,  1913  in  Detroit,  educated 
in  the  Public  schools  of  that  city,  then  the  Uni- 
versity of  Michigan.  He  attended  Columbia  Uni- 
versity in  New  York  from  which  he  received  a 
Master’s  Degree  in  Hospital  Administration. 

He  was  administrator  of  the  South  Haven  Hos- 
pital, South  Haven,  Michigan  from  1940  to  1943, 
at  which  time  he  joined  the  armed  forces  as  a 
Captain  in  the  Medical  Administrative  Corps. 
Following  World  War  H,  he  assumed  the  assistant 
directorship  of  the  Hospital  Council  of  Greater 
New  York.  He  acted  as  consultant  in  designing 
health  care  delivery  systems  for  the  Hospital 
Council  of  Metropolitan  Boston  during  1952  and 
1953.  Between  1953  and  1956  he  was  director  of 
the  Hospital  Consultation  Services  of  the  Colo- 
rado Department  of  Health.  In  1957  he  became 
chief  executive  of  the  Colorado  Hospital  Associa- 
tion — a position  he  held  until  1963. 

Mr.  MacLeish  organized  and  directed  the  first 
comprehensive  survey  of  hospital  needs  in  Metro- 
politan Denver  — then  later  conducted  similar 
surveys  for  Pueblo  and  Colorado  Springs.  He  or- 
ganized cooperative  programs  in  rural  Colorado, 
enabling  them  to  successfully  share  scarce  pro- 
fessional personnel.  As  director  of  the  Colorado 
Hospital  Association,  he  organized  a planning 
council  and  urged  coordinated  state  wide  planning. 

He  was  a member  of  the  Medical  Service  Ad- 
visory Council  of  Colorado  Social  Services  Depart- 
ment, and  was  a director  of  the  Colorado  Health 
Planning  Association.  He  held  the  faculty  appoint- 
ment at  the  University  of  Colorado  School  of 
Medicine  as  Clinical  Instructor  in  the  Department 
of  Preventive  Medicine. 

Mr.  MacLeish  was  a member  of  the  Colorado 
Society  of  Association  Executives,  and  was  a 
founding  member  of  the  Colorado-Wyoming 
Chapter  of  the  Hospital  Financial  Management 
Association.  He  was  a vestryman  at  Saint  Thomas 
Episcopal  Church. 

In  1943  he  married  Nan  Latham  in  St.  Louis. 
She  preceded  him  in  death  in  1966.  Two  daugh- 
ters, Cynthia  and  Phoebe  MacLeish  of  Denver 
survive  him,  as  does  a brother,  Esmond,  of  Wash- 
ington, D.C. 


John  B.  Farley,  MD,  died  October  8,  1973  in 
Parkview  Hospital  at  Pueblo  of  congestive  heart 
failure  and  pneumonia  at  the  age  of  71  years.  He 
was  born  October  26,  1901  in  Denver,  the  son  of 
John  F.  Farley,  Denver  police  chief.  He  attended 
parochial  schools  in  that  city,  graduating  from 
Regis  High  School.  After  a premedical  course  at 
Creighton  University,  Omaha,  Nebraska,  he  at- 
tended St.  Louis  University  School  of  Medicine, 
and  in  1930  was  awarded  his  MD.  In  1932  he 
opened  his  practice  in  Pueblo  and  later  founded 
the  Farley  Clinic. 

He  was  a member  of  the  Colorado  State  Board 
of  Medical  Examiners  for  30  years,  and  served  as 
chairman  of  the  Pueblo  City  and  County  Health 
Department  for  several  years.  While  Chief  of 
Staff  of  St.  Mary’s  Hospital,  he  headed  the  com- 
mittee which  brought  about  the  consolidation  of 
St.  Mary’s  and  Corwin  Hospitals,  and  planned 
the  construction  of  its  present  day  building.  For 
years  he  was  a member  of  the  Executive  Com- 
mittee of  the  staff  of  that  institution. 

He  was  a member  of  the  Pueblo  County  and 
Colorado  Medical  Societies,  as  well  as  the  Amer- 
ican Medical  Association.  He  was  active  in  na- 
tional politics,  having  been  a delegate  to  the  Dem- 
ocratic National  Convention  in  1940,  1958,  and 
1960.  He  served  on  the  Democratic  Platform  Com- 
mittee in  1958.  He  successfully  resisted  party  ef- 
forts to  make  him  a candidate  for  governor  or 
lieutenant  governor  in  1954  on  the  grounds  that 
his  profession  came  before  politics.  In  1962  he 
backed  Senator  Peter  Dominick  over  John  Car- 
roll  because  of  a Medicaid-Social  Security  issue. 

Doctor  Farley  served  in  the  South  Pacific  as 
a member  of  the  Army  Medical  Corps  during 
World  War  H,  and  part  of  the  time  was  physician 
to  Prime  Minister  John  Curtin  of  Australia. 

He  developed  a cancer  of  the  larynx  three 
years  ago,  but  achieved  a complete  recovery,  and 
became  an  active  participant  in  Laryngectomy  In- 
ternational, becoming  a director  and  serving  on 
its  medical  and  safety  advisory  committee. 

He  was  quite  active  in  the  Knights  of  Colum- 
bus, having  served  as  state  master  and  as  com- 
mander of  the  Knights  of  St.  Gregory.  He  chaired 
Pueblo’s  District  60  School  Board,  was  president 
of  the  Pueblo  Symphony  Association,  and  director 
of  the  Pueblo  Metro  Museum. 

In  1931  he  married  Mary  Tancred  in  Fort 
Smith,  Arkansas.  Mrs.  Farley  survives  him  as 
does  his  son  Tom  Farley,  a state  representative, 
and  House  minority  leader.  A sister,  Mrs.  Marcella 
Dillon,  also  survives  him,  as  do  four  grand- 
children, all  residing  in  Pueblo. 
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Colorado 

Edwin  W.  Perrott,  Jr.,  MD,  died  Sunday,  Octo- 
ber 21,  1973  in  Denver,  Colorado  at  the  age  of 
84  years.  He  was  born  December  2,  1888  in  Phila- 
delphia, where  he  was  educated,  receiving  his 
MD  from  the  University  of  Pennsylvania  in  1915. 
After  a period  of  graduate  training  at  Mercy  Hos- 
pital, Denver,  he  entered  private  practice  in  1917. 
Ill  health  forced  him  to  retire  from  an  active 
practice  in  1937.  Prior  to  his  retirement  he  was  a 
member  of  the  faculty  of  the  University  of  Colo- 
rado School  of  Medicine,  and  held  memberships 
on  the  staffs  of  Mercy  and  Colorado  General  Hos- 
pitals. He  was  a member  of  the  Denver  and  Colo- 
rado Medical  Societies,  and  of  the  American  Med- 
ical Association.  He  was  a member  of  the  Friends 
Church  of  Aurora,  and  the  Elks  Lodge. 

In  1922  he  married  Blanche  Smith  of  Denver. 
Mrs.  Perrott  survives  him  as  do  a son,  Edwin  W. 
Perrott  III,  of  Denver,  and  two  grandchildren.  A 
brother,  Raymond  F.  Perrott  of  Philadelphia,  also 
survives. 


Utah 

Burtis  F.  Robbins,  MD,  83,  a well  known  Salt 
Lake  City  surgeon  who  served  this  area  from 
1923  until  1957,  died  October  1,  1973. 

Doctor  Robbins  was  born  on  September  12, 
1890,  to  Ellen  F.  and  Joseph  B.  Robbins.  In  1918, 
after  graduation  from  the  University  of  Utah,  he 
entered  the  Columbia  Medical  School.  He  subse- 
quently interned  at  the  Lenox  Hill  Hospital  in 
New  York  City  and  later  became  resident  sur- 
geon at  the  New  York  Skin  and  Cancer  Hospital 
where  he  specialized  in  plastic  surgery.  After 
completing  his  residency.  Doctor  Robbins  became 
associated  with  the  LDS  and  Primary  Children’s 
Hospital. 

Surviving  Doctor  Robbins  are  his  widow, 
Edythe  Christensen  Robbins,  a son  and  four 
daughters:  Burtis  F.,  Jr.,  Mrs.  Keith  R.  (Edythe) 
Tollstrup,  Mrs.  Richard  E.  (Elaine)  Harris,  Mrs. 
Robert  P.  (Joanne)  Romney,  all  of  Salt  Lake 
City;  and  Mrs.  James  (Francine)  Stewart  of  San 
Jose,  California.  Also  surviving  Doctor  Robbins 
are  27  grandchildren;  a brother,  C.  Bicknell  Rob- 
bins; and  a sister,  Mrs.  Alldridge  N.  (Thelma) 
Evans. 

Doctor  Robbins  was  an  Honored  Fellow  of  the 
American  College  of  Surgeons  and  was  a mem- 
ber of  the  Salt  Lake  County  Medical  Society  and 
the  Utah  State  Medical  Association  since  1925. 
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TAX  DEDUCTIBLE 
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• Absolufe  filter — Kigh  efficiency,  long  life — no  bothersome 
cleaning. 

• No  cracking  or  popping — no  toxic  oxone  emissions. 
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PURIFIER 
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Removes  up  to  99%  of  foreign  particles  in 
room  air.  Smoke,  dust,  pollens,  bacteria  and 
other  contaminants  are  eliminated.  Developed 
for  NASA  for  use  in  the  space  program.  Tested 
by  the  National  Bureau  of  Standards. 
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Library  Notes 


SERIAL  HOLDINGS 
OF  THE 

DENVER  MEDICAL  SOCIETY  LIBRARY 

Beginning  volunne  and  beginning  year  are  shown  In  the  columns 
following  the  names  of  the  holdings,  and  where  the  title  is  no 
longer  available  ending  volume  and  year  are  indicated.  The  hold- 
ings are  generally  complete  for  the  period  shown  but  in  some 
cases  the  holdings  may  be  scattered. 


SPECIALTY 


NEUROLOGICAL  SURGERY 

Journal  of  Neurosurgery  1- 

NUCLEAR  MEDICINE 


Journal  of  Nuclear  Medicine  1- 

Progress  in  Atomic  Medicine  1- 

Year  Book  of  Nuclear  Medicine 

OBSTETRICS  & GYNECOLOGY 

American  Journal  of  Obstetrics  and  Gynecology  1- 

Clinical  Obstetrics  and  Gynecology  1- 

Journal  of  Obstetrics  and  Gynaecology  of  the 

British  Commonwealth  20- 

Obstetrics  and  Gynecology  1- 

Progress  in  Gynecology  4- 

Transactions  of  the  American  Association  of 
Obstetricians  and  Gynecologists 
Year  Book  of  Obstetrics  and  Gynecology 


OPHTHALMOLOGY 


Acta  Ophthalomologica  4-26 

American  Journal  of  Ophthalmology  1- 

Archives  of  Ophthalmology  1- 

British  Journal  of  Opthalmology  1- 

Investigative  Ophthalmology  1- 


Transactions  of  the  American  Ophthalmological  Association 
Transactions  of  the  Ophthalmological  Association 
of  the  United  Kingdom 

Transactions  of  the  Pacific  Coast  Oto-ophthalmological 
Association 

Year  Book  of  Ophthalmology 

ORTHOPEDIC  SUFLGERY 


Acta  Orthopedica  Scandinavica  37- 

Acta  Orthopedica  Scandinavica  Supplements  86- 

Amerlcan  Journal  of  Orthopedic  Surgery  1-16 

Bulletin  of  the  Hospital  for  Joint  Diseases  15-30 

Clinical  Orthopaedics  and  Related  Research  1- 

Current  Practice  in  Orthopedic  Surgery  1- 

Journal  of  Bone  and  Joint  Surgery  4-29 

Journal  of  Bone  and  Joint  Surgery — American  30- 

Journal  of  Bone  and  Joint  Surgery — British  30- 

Orthopedic  Clinics  of  North  America  1- 

Year  Book  of  Orthopedics  and  Traumatic  Surgery 

OTOLARYNGOLOGY 

Acta  Otolaryngologica  43- 

Acta  Otolaryngologica  Supplements  132- 

Annals  of  Otolaryngology  1- 

Archives  of  Otolaryngology  1- 

Eye  Ear  Nose  and  Throat  Monthly 

Journal  of  Laryngology  1- 

Otolaryngological  Clinics  of  North  America  1- 


Transactions  of  the  American  Laryngological  Association 


Transactions  of  the  American  Laryngological, 

Rhinological,  and  Otological  Society 
Transactions  of  the  American  Otologic  Society 
Year  Book  of  Ear  Nose  and  Throat 

PATHOLOGY 

American  Journal  of  Clinical  Pathology  1- 

American  Journal  of  Pathology  1- 

Archives  of  Pathology  1- 

Journal  of  Clinical  Pathology  1- 

Journal  of  Pathology  1- 

Progress  in  Clinical  Pathology  1- 

Year  Book  of  Pathology  and  Clinical  Pathology 

PEDIATRICS 

Advances  in  Pediatrics  1- 

American  Journal  of  Diseases  of  Children  1- 

Archives  of  Diseases  of  Children  8- 

Clinical  Pediatrics  1- 

Clinical  Proceedings  of  the  Children’s  Hospital  3- 

Journal  of  Pediatrics  1- 

Journal  of  Pediatric  Surgery  4- 

Pediatric  Clinic  of  North  America  1- 

Pediatrics  1- 

Year  Book  of  Pediatrics 
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PHYSICAL  MEDICINE  & REHABILITATION 
Archives  of  Physical  Medicine  26- 


PLASTIC  SURGERY 

Plastic  and  Reconstructive  Surgery  1- 

Scandinavian  Journal  of  Plastic  and  Reconstructive  Surgery  1- 

Year  Book  of  Plastic  and  Reconstructive  Surgery  10  years 
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Haiemopoietic  Stem  Cells:  A CIBA  Foundation  Symposium. 
New  York,  Associated  Scientific  Publishers,  1973.  345  p.  Gift 
book. 


New  hooks  received  are  acknowledged  in  this 
section  and  such  acknowledgment  must  he  re- 
garded as  sufficient  return  for  the  courtesy  of  the 
sender.  Selection  will  he  made  for  review  in  the 
interests  of  our  readers  and  as  space  permits. 
Books  are  listed  with  advance  data  supplied  by 
publishers.  Prices  quoted  are  not  guaranteed.  For 
further  information,  address  queries  to  the  pub- 
lishers. Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Atlas  of  Mental  Retardation  Syndromes:  by  Sydney  Gellis 
and  Murray  Feingold.  Washington,  D.C.,  Government  Print- 
ing Office,  1968.  188  p.  Gift  book. 

Computerizing  a Clinical  Laboratory:  by  Jerry  Aikawa  and 
Edward  Pinfield.  Springfield,  111.,  Thomas,  1973.  96  p.  Gift 
book. 

A Textbook  of  Neurology:  by  H.  Houston  Merritt.  Philadel- 
phia, Lea  & Febiger,  5th  ed.,  1973.  841  p.  $16.65. 

Das  Elektrisches  Herzportrait:  by  Franz  A.  N.  Kienle.  Karls- 
ruhe, Engelgardt  & Bauer,  1973.  371  p.  Gift  book. 

Cancer  Medicine:  by  James  Hollander  and  Emil  Frei.  Phila- 
delphia, Lea  & Febiger,  1973.  2018  p.  $90.00. 

A Consumer’s  Dictionary  of  Food  Additives:  by  Ruth  Win- 
ter. New  York,  Crown,  1973.  235  p.  $3.95. 

Gastroenterological  Disease;  Pathophysiology,  Diagnosis,  Man- 
agement: by  Marvin  Sleisinger  and  John  Fordtran.  Phila- 
delphia, Saunders,  1973.  1659  p.  $35.00. 

Foreign  Trained  Physicians  and  American  Medicine:  by 
Rosemary  Stevens  and  Joan  Vermeulen.  Washington,  D.C., 
Government  Printing  office,  1972.  172  p.  Gift  book. 


Locomotion  of  Tissue  Cells:  A CIBA  Foundation  Symposium. 
New  York,  Associated  Scientific  Publishers,  1973.  381  p.  Gift 
book. 

Surgical  Approaches  in  Psychiatry:  edited  by  Lauri  Laitinen 
and  Kenneth  Livingston.  Baltimore,  University  Park  Press, 
1973.  335  p.  $25.20. 

Toxic  Substance  List,  1973  Edition:  U.  S.  Department  of 
Health,  Education,  and  Welfare.  Rockville,  Md.,  Public  Health 
Service,  1973.  1001  p.  Gift  book. 


You  Can  Order 
REPRINTS 

of  any  feature  or  advertisement 
appearing  in 

The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after 
date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable 
for  further  information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1601  East  19th  Avenue 
Denver,  Colorado  80218 


DOES  YOUR 
INCOME 
STOP 

IF  YOU’RE  SICK 
OR  HURT 
AND  CAN’T 
WORK? 


Colorado  Medical  Society  Insurance  Program 

Please  rush  full  details  on  the  Income  Protection  Plan  available 
to  me  as  a member. 

NAME. 


If  so,  how  would  you  pay  those  everyday  household  bills?  Would  you 
have  to  dip  into  your  savings  account  or  even  worse,  apply  for  a 
second  mortgage  on  your  home? 

Instead,  find  out  about  the  Colorado  Medical  Society  Income  Protection 
Plan  — insurance  coverage  that  pays  you  emergency  benefits  when  a 
covered  sickness  or  disability  keeps  you  from  working.  As  a Colorado 
Medical  Society  member,  you  can  purchase  plans  that  pay  from  $100.00 
to  $1 ,000.00  a month,  depending  on  the  plan  you  choose  and  qualify  for. 
The  emergency  benefits  are  paid  directly  to  you,  to  use  as  you  see  fit. 

ACT  NOW!  Fill  out  and  mail  the  coupon  for  full  information  on  the 
Colorado  Medical  Society  Income  Protection  Plan.  There's  no  obligation. 
Hurry! 

UNDERWRITTEN  BY 

Mutual 

s^mahaSL/ 

The  fieofile  who  paii . . . 

Life  insurance  Affiliate:  United  of  Omaha 

MUTUAl  OF  OMAHA  INSURANCF  COMPANY 
HOME  OFFICE:  OMAHA,  NEBRASKA 


ADDRESS. 


CITY, 


STATE, 


ZIP,. 


Mail  Coupon  to  Your  Nearest  Representative: 


CON  LITZ 

4800  Wadsvttorth  Plaza 
Suite  300 

Wheat  Ridge,  Colorodo  80033 


CARL  RODERICK 
2627  West  10th  Street 
Greeley,  Colorado  80631 


TONY  OCCHIUTO 
1702  North  Circle  Drive 
P.O.  Box  9226,  Station  A 
Colorado  Springs,  Colorodo  80932 


MAIL  TODAY! 
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Now-there’s  a Jobst 
Service  Center  in  your  area 


FULL 

LENGTH 


LYMPHEDEMA 

SLEEVE 


TWO-LEG 

OPEN 

CROTCH 


PREGNANCY 

leotard 

'Fll 


KNEE 

LENGTH 


Jobst 


We  have  opened  this  Service  Center  to  make  it  easier  for  your 
patients  to  be  measured  and  fitted  with  the  JOBST  supports. 

Our  Service  Center  is  staffed  with  experts  who  will  measure 
and  fit  your  patients  only  on  your  prescription.  (There  is  no 
charge  for  this  service.)  The  exacting  measurements  will  be 
engineered  to  provide  the  correct  counterpressures  required 
for  each  patient  and  his  specific  condition.  Each  support  is 
completely  guaranteed  for  results,  material  and  workmanship. 
To  maintain  the  personal  care  and  manufacturing  precision 
that  become  a part  of  each  JOBST  support,  we  supply  the 
physician  and  his  patient  on  a direct  basis.  This  JOBST 
standard  of  excellence  and  service  is  provided  through 
our  Service  Centers,  now  located  in  major  cities. 

For  further  details  and  JOBST  prescription  order  forms, 
phone  or  drop  us  a card.  © jobst  1968 


Suite  600,  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
Phone  (303)  572-3989 


46 


Rocky  Mountain  Medical  Journal 


Mill  Run 
Ibwnhouse  at 
Lake  Dillon 

Spectacular  Lake  Dillon,  lush 
wilderness  and  six  exciting  ski  areas, 
including  Vail  and  Breckenridge,  are  at  your 
front  door  in  this  exciting  townhouse.  Remi- 
niscent of  the  rough-sawn  mine  buildings, 
the  diagonal  earth-tone  cedar  exterior  compli- 
ments the  massive  stained  beams,  thick  pile  carpet 
and  raised-hearth  fireplace  within.  An  open  staircase 
and  balcony  leads  to  three  bedrooms;  the  master  bedroom 
has  its  own  private  balcony.  Expansive  skylights  and  a redwood-paneled  conversation 
pit  add  to  the  exhilaration  of  the  natural  mountain  setting.  For  complete  details  con- 
tact: Van  Schaack  & Company,  Box  986,  Dillon,  Colorado,  (303)  468-2559 


High  Pines 
Near  Denver 


“High  Pines”  is  a rustic,  architecturally- 
designed  home  overlooking  Denver. 
Spectacular  view  of  Mt.  Evans  and  Pikes 
Peak  from  this  mountain  residence  on  10 
acres.  Large  story-and-a-half  living  room, 
dining  room,  master  plus  two  bedrooms. 
Fireplace.  Easily  maintained  grounds  i 
natural  setting.  Like-new  Rover  vehicle  in- 
cluded. For  complete  details  contact:  Van 
Schaack  & Co.,  P.O.  Box  149,  Evergreen,  Colo 
rado,  (303)  674-5524. 


Mountain  Property  Specialists 

They  know  the  territory-and  a lot  more  that  you  should  know:  the  availability  of  water 
and  utilities,  soil  conditions,  protective  covenants,  road  maintenance,  and  police  and 
fire  protection.  Whether  it  s a second  home,  an  outstanding  primary  residence,  or 
unimproved  land  you’re  looking  for,  they’ll  give  you  the  time,  the  tour,  and  the  genuine 
help  you  need. 


for  December  1973 
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WANT  ADS 


INTERNIST  AND  OTORHINOLARYNGOLOGIST  NEEDED 
for  solo  practice  in  choice  medical  location.  Work  with  7 
GPs,  18  other  medical  doctors  in  various  subspecialties,  plus 
11  other  doctors  with  specialties.  At  this  moment  NO  IN- 
TERNIST OR  OTORHINOLARYNGOLOGIST.  Work  with 
owner  and  design  own  suite.  West  Alameda  Medical  Plaza, 
Lakewood,  Colorado  (southwest  Denver).  (303)  922-3525. 

873-5-TFB 


ALLERGIST  NEEDED  in  choice  Lakewood  area.  Excellent 
opportunity.  Solo  practice — over  35  doctors  already  in  prac- 
tice at  this  location.  At  the  moment  no  ALLERGIST.  Phone: 
(303)  922-3525  (Southwest  Denver).  873-6-TFB 


VALLEY  WEST  MEDICAL  CENTER  now  ready  for  occu- 
pancy. Office  layout  to  your  choosing.  Located  on  property 
of  the  Valley  West  Hospital,  in  Granger.  Excellent  opportu- 
nity in  80,000-plus  population.  New  40-bed  expansion  ready 
to  start  construction  on  hospital.  Contact  Gordon  Jenkins, 
Administrator.  4160  W.  3400  South,  Granger,  Utah  84120. 
Phone  (801)  298-9061.  973-9-4B 


PHYSICIAN  ASSISTANT  IN  RADIOLOGY  graduating  from 
University  of  Kentucky  Medical  Center,  June  1974.  A.R.R.T. 
Registered.  Diagnostic  Radiology  and  Nuclear  Medicine.  Pre- 
fer rural  area.  Edward  J.  Huber,  R.T.,  3616  King  Arthur 
Drive,  Lexington,  Kentucky  40503.  1073-5-3B 


INTERNIST  with  subspecialty  wanted  for  eleven-man  multi- 
specialty group  with  three  internists.  Guaranteed  income 
with  incentive  plan.  Liberal  vacation  and  meeting  time  al- 
lowances. Life  style  similar  to  that  of  Colorado  with  hunt- 
ing, fishing,  camping,  hiking,  and  skiing  in  the  Black  Hills. 
Contact:  R.  E.  Chleborad,  Administrator,  Rapid  City  Medical 
Center,  Rapid  City,  South  Dakota,  (605  ) 342-3280.  1073-10-3B 


FOR  SALE  — Three  walnut  examining  tables  and  five  x-ray 
illuminators.  Call  Monday  through  Friday  between  8:00 
a.m.  and  5:00  p.m.  (303)  861-8158.  1173-10-2 


PEDIATRICIAN  NEEDED  to  share  an  established  practice  in 
Boulder,  Colorado.  Call  M.  Gheres,  M.D.,  collect  at  (303) 
443-8880.  1173-4-3 


NEW  MEDICAL/DENTAL  BUILDING  in  prime  Southeast 
Denver  location  adjacent  to  new  Southglenn  Shopping 
Center.  Design  your  suite  to  fit  your  needs.  Suite  finishing 
allowance.  Completion  date  Feb.  1974.  Contact  J.  A.  Murlin. 
5500  E.  Yale  Ave.,  Denver,  80222  or  call  (303)  757-7471. 

1173-1-3B 


PLANNING  FOUR  UNIT  CONVERSION  suitable  for  four 
doctors.  Near  Swedish  Hospital,  Englewood.  Each  suite  of 
approximately  1,000  sq.  ft.  contains  three  examining  rooms, 
laboratory,  waiting  room,  receptionist  office,  and  toilet.  Park- 
ing for  about  fifteen  cars.  Lease  estimated  at  $4  per  sq.  ft. 
Ajax  Realty.  (303  ) 781-5896.  1173-9-3B 


GENERAL  PRACTITIONER  wanted  for  eleven-man  multi- 
specialty group  with  one  GP  in  the  Department  of  Im- 
mediate Care.  Office  practice  only,  with  guaranteed  income 
and  incentive  plan.  Population  40,000  with  drawing  area  of 
200,000.  Life  style  similar  to  that  of  Colorado.  Variety  of  out- 
side activity  in  hunting,  fishing,  camping,  skiing,  in  the 
Black  Hills.  Contact:  R.  E.  Chleborad,  Administrator,  Rapid 
City  Medical  Center,  Rapid  City,  South  Dakota,  (605) 
342-3280.  1073-11-3B 


FAMILY  PRACTICE  PHYSICIANS  to  join  rural  group  med- 
ical practice  in  expanding  comprehensive  health  care  sys- 
tem located  in  mountainous  areas  in  northern  New  Mexico 
and  southern  Colorado.  Opportunity  for  innovation  and  a 
new  approach  in  providing  health  care  in  using  skills  of  para- 
medical personnel.  All  clinical  facilities  are  located  in  beauti- 
ful mountainous  country  near  skiing,  hunting,  fishing,  and 
other  outdoor  sports  and  in  a tri-cultural  area.  For  further 
information  contact:  Marcella  Bachler,  Presbyterian  Medical 
Services,  P.O.  Box  2384,  Santa  Fe,  New  Mexico  87501.  (505) 
982-5566.  1173-6-2B 


INTERNIST  / GENERAL  PRACTITIONER  / ORTHOPEDIST 
wanted  for  Longmont  Clinic.  Multi-specialty  group  of  18 
doctors.  40  miles  north  of  Denver,  community:  25,000.  Salary 
negotiable.  Contact:  W.  G.  Fowler,  M.D.,  1925  Mountain  View, 
Longmont,  Colorado  80501  or  call  (303)  776-1234.  1173-7-3B 


POSITION  WANTED.  Orthopedist,  34.  Seeks  position.  Mili- 
tary completed.  Prefer  association  leading  to  partnership. 
Special  training,  total  joint  replacement  and  in  hand  sur- 
gery. 2 years  in  practice.  Stephen  Dinenberg,  MD,  13825 
Templeton  Place,  Los  Altos  Hills,  California,  94022.  (415) 

948-6350.  1273-1-lB 


ESTABLISHED  PRACTICE  AVAILABLE  in  Colorado’s  ma- 
jestic South  Park.  Dual-office  practice  in  Fairplay  and 
Bailey,  with  modern  offices  in  each  community.  Fairplay’s 
McNamara  Memorial  Hospital  is  fully  accredited,  modem, 
small.  Write  Box  1273-2-3,  Rocky  Mountain  Medical  Journal, 
1601  East  19th  Avenue,  Denver,  Colorado  80218.  1273-2-3 


PRACTICE  AVAILABLE  immediately  in  Gunnison.  College 
of  3,000  located  here.  Close  to  ski  areas.  Above  average 
income.  Will  lease  building  and  seU  equipment,  plus  com- 
plete surgical  and  orthopedic  instruments.  Ready  to  move 
into  at  once.  Donald  M.  Petersen,  M.D.,  321  North  Main 
Street,  Gunnison,  Colorado  81230.  Phones:  (303)  641-1771  or 
641-1334.  1273-3-3 


FAMILY  PRACTICE  OPPORTUNITY.  Reluctantly  leaving 
Family  Practice  after  seven  years  because  of  personal  and 
health  reasons  only.  Extremely  active,  well  balanced  FamUy 
Practice  located  across  from  expanding  hospital.  Practice  is 
one  of  largest  in  area;  due  to  high  quality  of  patients  can 
be  assumed  by  right  person.  Office  one-year  old,  1500  square 
feet,  fully  equipped.  Coverage  shared  equally  by  seven  FP’s, 
all  in  solo  practice.  Excellent  ER  and  specialty  coverage. 
Longmont,  progressive  community  of  approximately  30,000. 
Golden  opportunity  for  energetic  physician.  1273-4-3 


OPENINGS  FOR  A FAMILY  PRACTITIONER  AND  GEN- 
ERAL INTERNIST  in  SE  Denver  medical  group.  12  full- 
time physicians  including  1 fulltime  family  practitioner  and 
five  internists.  Guaranteed  income  1st  year,  followed  by 
partnership  if  mutually  satisfactory.  Write  or  call  Dr. 
Theodore  K.  Gleichman,  University  Park  Medical  Clinic, 
1919  South  University  Boulevard,  80210,  (303)  744-2701. 

1273-5-3 


COLORADO  MOUNTAIN  FAMILY  PRACTITIONEER  NEEDS 
HELP.  Prefer  young  GP  able  to  do  OB,  Orthopedics  and 
family  medicine,  and  who  would  like  to  work  half-time  and 
ski  half-time.  Start  January  1,  1974  or  sooner.  Contact: 

A.  Sophocles,  M.D.,  Box  430,  Fairplay,  Colorado  80440. 

1273-6-1 


FOR  SALE — 2-Doctor  building  plus  dental  office,  4 patient 
rooms,  business  office,  reception  room,  laboratory.  X-ray 
and  developing  room.  Air  conditioned,  3 baths  (one  private), 
all  equipment  inc.  ElKG.  North  area — ready  to  go.  Call  Mrs. 
McLaughlin,  MCLAUGHLIN  & CO.,  INC.  6411  E.  Colfax 
Ave.,  Denver,  Colorado  80220.  (303)  377-2771.  1273-7-TFB 


FOR  LEASE — Front  Range  Medical  Arts  Building.  84th  and 
Bryant,  adjacent  to  St.  Anthony’s  North  Hospital.  Two  610 
sq.  ft.  suites  available  now.  8 suites  ready  to  be  built  to 
specification.  Call  Mrs.  McLaughlin,  MCLAUGHLIN  & CO., 
INC.,  6411  E.  Colfax  Ave.,  Denver,  Colorado  80220.  (303)  377- 
2771.  1273-8-TFB 


SOUTHMOOR  MANOR 
CONDOMINIUMS 

Luxury  Two-and-Three  Bedroom  Townhouses 
Excellent  Southeast  Denver  Location 


Paul  S.  Tolfz 

1385  South  Colorado  Boulevard,  600 
(303)  758-6633 
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CARL  H.  McLAUTHLIN,  MD,  Scientific  Editor  for  COLORADO  and  Chairman  of  the  Editorial  Board 

1601  E.  19th  Avenue,  Denver,  80218 (303)  534-8580 

DOUGLAS  W.  MACOMBER,  MD,  Scientific  Editor  Emeritus 

3131  East  Alameda  Avenue,  Denver  80209  (303)  722-1902 

GERALD  A.  DIETTERT,  MD,  Scientific  Editor  for  MONTANA 

P.  O.  Box  1307,  Missoula  59801  (406)  549-6181 

G.  BRIAN  ZINS,  Executive  Secretary,  Montana  Medical  Association  and  Associate  Editor  for  MONTA  NA 

2021  Eleventh  Avenue,  Helena  59601  (406)  443-4000 

HARRY  J.  McKinnon,  MD,  Scientific  Editor  for  NEVADA 

3196  Maryland  Parkway  South,  Eas  Vegas  89109  (702)  735-9251 

WESLEY  W.  HALL,  MD,  Assistant  Scientific  Editor  for  NEVADA 

607  North  Arlington  Avenue,  Reno  89503  (702)  323-5181 

RICHARD  G.  PUGH,  Executive  Director.  Nevada  State  Medical  Association  and  Associate  Editor  for  NEVA  DA 

3660  Baker  Lane,  Reno  89502  (702)  825-6788 


MARCUS  J.  SMITH,  MD,  Scientific  Editor  for  NEW  MEXICO 

Coronado  Building,  Santa  Ee  87501  (505)  983-3357 

WILLIAM  S.  CURRAN,  MD,  Assistant  Scientific  Editor  for  NEW  MEXICO 

801  Encino  Place,  N.E.,  Albuquerque  87  106  (505)  243-2321 

RALPH  R.  MARSHALL,  Executive  Director.  New  Mexico  Medical  Society  and  A.ssociate  Editor  for  NEW  MEXICO 

3010  Monte  Vista  Boulevard,  N.E.,  Albuquerque  87106  (505)  265-8494 
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The  causes  of  kritaMe  <Lol6iBLanrflhe  dia^^ 
symptoms  that  often  accompany  it  can  be  as  di- 
verse as  the  systemic  and  emotional  irritations 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  witfi 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
Ion  must  often  be  diagnosed  by  exclusion, 
diagnostic  exploration  takes  time.  Disco v- 
of  the  nature  of  any  emotional  pfohlems  may 
more.  During  that  time,  Lomotil®  is  an  ideal 
for  controlling  diarrheal  symptonis. 
Lomotil  tablets  are  small,  easy  to  carry  and 
to  take.  They  act  promptly  end  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 
as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


irritations  of 
day  are  often 

d in  his  gut. 


TABLlTS/LIQUiD 


Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  tor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications, warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


takes  care  of  the  gut  issue 
in  irritable  colon 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 
Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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Hair  styles  come  and  go, 

but  Selsun  ^SELENIUM  SULFIDE  LOTION) 

remains  a classic  for  dandruff 


Since  1951,  Selsun  has  proven  to  be  effective  in  treating  dandruff 
and  seborrheic  dermatitis.  When  your  patient  is  tormented  by 
itching  and  scaling,  provide  the  relief  that  only  you  can  prescribe 
. . . Selsun . . . classic  anti-dandruff  therapy. 

Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or  irritation  may 
result.  Avoid  application  to  inflamed  scalp  or  open  lesions.  Occasional 
sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  21/2  %,  w/v  in  aqueous  suspension;  also  contains: 
bentonite,  sodium  alkyl  aryl  sulfonate,  sodium  phosphate  (monobasic), 
glyceryl  monoricinoleate,  citric  acid,  captan,  and  perfume.  303413R 
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